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ABSTRACT 

Urinary incontinence is a common health problem with not only physical, 
but also far-reaching psychological and social implications for the 

sufferer, her family and carers. Assisting patients with meeting their 

eliminatory needs is a fundamental part of nursing care. Incontinence is 

encountered in almo3t every sphere of clinical practice and is a problem 

with which nurses are often directly concerned. Nurses, in association 
with other members of the health care team, have considerable potential 
to help patients regain continence, or when this is not possible, to 

ensure that the individuals concerned, and their relatives or carers, can 
cope effectively with the problem, both physically and psychologically. 
This is an area of nursing care, however, which to date has attracted 
little research. 

The studies undertaken in this thesis sought to examine the nursing 

assessment and management of the care of patients with urinary 

incontinence in acute medical and care of the elderly wards. The 

research comprises cf a sequence of studies which examined the problem 
from a number of pe:. spectives. Methods of data collection included nurse 

and patient self-, reports, the examination of nursing and medical 
documentation, direct observation and self-completed questionnaires. 

Findings indicated that urinary incontinence was common in acute medical 

and care of the elderly wards, and that a considerable proportion of 

patients had indwelling catheters to manage the problem. Nurses were not 

always aware of patients' incontinence problems and their assessments 

concerning important aspects of the symptom were frequently unreliable. 
Further inadequacies in nurses' assessments, as well as in the management 

of the care of patients with incontinence, were identified from an 

examination of the nursing and medical records, and observations of 

verbal hand-over reports. 

-i- 



Qualified nurses and learners appeared ill-informed about the causes of 
incontinence, and the majority had little knowledge of the range of 
factors which need to be considered to ensure that a systematic 
assessment of the problem is carried out. Despite considerable scope for 
the provision of rehabilitative care for incontinence sufferers, many 
nurses appeared to have a limited appreciation of their potential for 
initiating such care. Evidence collected from the nursing and medical 
records, the verbal hand-over reports and nurses' questionnaires, 
suggested that the management of patients with incontinence still focuses 

predominantly on measures which aim to contain the problem with little 

attention being given to rehabilitative interventions. A considerable 
proportion of the charge nurses, and the majority of the other qualified 
nursing staff, stated they had not received any continuing in-service 

education relevant to the promotion of continence or management of 
incontinence since their basic training. 

Nurses exhibited positive attitudes, overall, towards the management of 
incontinence but their responses indicated that a number of common 

misconceptions surrounding the problem persist. The enrolled nurses 
demonstrated significantly less positive attitudes towards the management 
of patients with incontinence than other grades of nurses. Similarly, 

the nursing staff v-tto worked in the slow-stream rehabilitation care of 
the elderly wards showed significantly less positive attitudes towards 
incontinence than the nurses working in other types of wards. 

The implications of the findings of these studies for nursing practice, 
education and further research are discussed. 
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INTRODUCTION 

Simpson (1981) stated that "the study of nursing practice is fundamental 
to all nursing studies". Urinary incontinence is a wide-spread clinical 
problem, and traditionally one with which nurses have long been directly 

concerned. This area of practice, however, has attracted surprisingly 
little research from a nursing perspective. 

Incontinence, to the less thoughtful, probably falls into the category of 
a not particularly funny music hall joke; it is, however, -a health 

problem which has not only physical, but far-reaching psychological and 
social implications for the sufferer, her family and carers. Until 

recently, the magnitude of the problem had been greatly under-estimated. 
The precise number of individuals affected in the United Kingdom remains 

unknown, but it has been suggested that upwards of three million people 
may suffer from the complaint (Smith 1982). 

Despite government policies for increased community care (Griffiths 

1988) incontinence will continue to remain a major problem in hospital 

and other instituticaal settings. Indeed, future demographic changes, in 

particular the pro* , 'cted rise in the proportion of the "very elderly", 

are likely to mean an increase in the number of incontinent people who 
are admitted to hospital. 

Recent methodological advances in diagnosis and treatment', the 

establishment of continence clinics, the development of the continence 
adviser role and specialist nursing courses on the subject are helping to 
dispel the long held misconception that urinary incontinence is a chronic 
and irremediable problem. It has become increasingly recognised that 

assessment of the problem is vital if effective management is to be 

established. 
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The background to -: his thesis is derived from the premise that nurses 
have considerable therapeutic potential to help patients regain 
continence, or when this is not possible, to ensure that individuals can 
cope effectively with the problem, both physically and psychologically. 
Incontinence is encountered in almost every area of clinical nursing. 
Indeed, it is a problem which may be first recognised by the nurse during 
the course of her day-to-day delivery of nursing care. Efforts to 

restore continence or ameliorate incontinence are a collaborative process 
involving the patient, relatives, informal carers, medical, nursing and 
paramedical personnel. The nurse, however, has a pivotal role within the 
health care team. Contact between patient and nurse is closer and more 
prolonged than that of other health care professionals. Thus the nurse 
is optimally placed to educate the patient in relevant preventive care, 
or where incontinence is already a problem, to provide appropriate 
support, in addition to observing important features for its assessment 
and evaluating management outcomes. 

This thesis attempts to examine several aspects of the nursing assessment 

and management of patients with urinary incontinence in acute medical and 
health care of the elderly wards. To this end, the research presented 

comprises of a series of studies each addressing questions raised by 

earlier studies in the sequence, which progressively takes the problem a 
little further. These findings should provide the foundation from which 
others can pursue further, much needed research in the area, and food for 

thought for all practising nurses and nurse educators, in whose sphere 
the prevention and -management of incontinence is an important part of 
patient care. 
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PREFACE 

As males comprise a minority of the nursing workforce, the nurse is 

referred to in the female gender. Urinary incontinence is a symptom to 

which women are particularly susceptible, and in comparison with men, 
they comprise a larger proportion of the hospital in-patient elderly (65 

years and older) population, thus the patient is also referred to in the 
female gender. 

Throughout this thesis, the word "incontinence" refers specifically to 

urinary incontinence unless otherwise stated. 
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EXPLANATION OF ABBREVIATIONS USED 

DGH District Caneral Hospital 
UTH University Teaching Hospital 

HCE Health Care of the Elderly 
DHSS Department of Health and Social Security 
RCN Royal College of Nursing 
U. K. C. C. United Kingdom Central Council 
Vs Versus 
CN Charge Nurse/Sister 
SN Staff Nurse (Registered General Nurse) 

EN Enrolled Nurse 
NL Nurse Learner 

Rehab. Rehabilitation 

Pat. Patient 
Id. Identified 

>, More than or equal to 
4 Less than or equal to 
> More than 

<# Less than 
S. D. Standard Deviation 

M. Degree(s) of freedom 
X Mean 
X2 Chi-Squared 

K-W Kruskal-Wallis one-way analysis of variance 
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CHAPTER 1 

A REVIEW OF THE LITFRAIURE 

1.1 INTRODUCTION 

It was not until rccently that the true extent of the problem of urinary 
incontinence was realised. In the last decade, considerable interest in 
the problem has been generated and there is an abundance of literature 

now available on the subject. Increasing research has served to define 
the extent and nature of the problem, identify shortcomings in health 

service provision, improve methods of diagnosis, evaluate current methods 
of treatment and has helped in the development of new techniques of 
management. Additionally, a small number of studies have sought to 

evaluate the psychological and social consequences of the condition upon 
the sufferer and her family or carers. 

Normal bladder furetion is discussed first, and is followed by the 
difficulties in defining incontinence, and a review of studies which have 

sought to examine the extent of the problem. In the following section, 
the causes of incontinence are outlined, and the physical, psychological 

and economic consequences of incontinence are considered. Current 

methods of assessment, treatment and management of urinary incontinence 

are reviewed, and finally the nurse's role in the care of patients who 
are incontinent is discussed. 

In addition to the main literature review, each of the studies described 
in this thesis begins with a brief overview of the literature relevant to 
the particular aspect under investigation. 
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1.2 NORMAL BLADDER FUNCTION 

1.2.1 The definition of normal bladder function 

The definition of normal bladder function is problematic since the 
boundaries of what constitutes "normality" are wide (Norton 1986). 
Urodynamic values and patterns are not well defined so that even the most 
objective measurements of bladder function have, to date, failed to 
adequately determir. the limits of normal variation (Torrens 1984). The 
International Continence Society Standardisation of Terminology Committee 
has defined bladder dysfunction but not normal bladder function (Bates et 
al 1975). Any attempt at definition is constrained by a lack of 
sufficient research-based evidence obtained from healthy individuals in 

the population at large. 

The dilemma of defining continence was highlighted by Hodgkinson (1970) 

who attempted to determine what might be considered as normal and 
abnormal. He stated that in the male the standard for normal urinary 
continence was absolute voluntary control but questioned whether this was 
true for females, ;n view of the prevalence of stress incontinence in 

apparently "normal" females. The problem of defining urinary 
incontinence is not addressed here but in section 1.3.1 of the literature 

review. 

A very broad definition of normal bladder function has been offered by 
Feneley (1986) who stated that it is the ability to store and void urine 
at will, in suitable places and at convenient times. This definition 
includes the ability for "anticipatory micturition", when the bladder is 
emptied in the absence of any sensation of the need to do so (Norton 
1986). Additionally, urine loss does not occur if micturition has been 
delayed, during exercise, coughing or standing up, or during sleep 
(Norton 1986, Stanton 1978). On completion of voiding significant 
residual urine, dc-. fined by Stanton (1978) as being less than 50 

millilitres, should not be present in the bladder. In the elderly, in 
whom bladder emptying may be less efficient (Eastwood 1979), a higher 
limit of up to 100 millilitres may be accepted as normal (Norton 1986). 
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Micturition does not conform to a uniform pattern, however, but exhibits 

a wide variation from infancy to old age and between one individual and 
the next (Feneley 1986). There is evidence to show that patterns of 

micturition alter with age (Brocklehurst 1984b, Abrams, Feneley and 
Torrens 1983, Brocklehurst )1971) (discussed in more detail in section 
1.4.5 of the literature review). Nocturia, for example, defined as being 

woken at night by the need to micturate, has been reported o increase 
st. 

with age (Abrams, Feneley and Torrens 1983, Brocklehurst /1971). Thus 

age, as well as ot1.. er factors, needs to be considered when attempting to 

define normal variations in bladder function. 

In most adults, the bladder will hold a maximum of 400-600 millilitres of 

urine at capacity (Norton 1986, Brocklehurst 1985, Stephenson and Wein 

1984, Abrams, Feneley and Torrens 1983), although many individuals 

micturate before this volume is reached. Stanton (1978) stated that an 
individual with normal bladder function should experience the first 

sensation to void at 150-200 millilitres and a strong desire to void at 
450-500 millilitres capacity. In a cystometric study of 10 healthy 

female subjects, Ulmsten, Andersson and Persson (1977) found that the 

first desire to void was at approximately 300 millilitres bladder volume. 

Shah (1984) stated : hat it was generally accepted that normal individuals 

void less than seven times a day. The distribution of urinary frequency 

in 3,276 patients (age range 5-84 years) attending the Clinical 

Investigations Unit in Bristol has been reported by Abrams, Feneley and 

Torrens (1983). These patients attended the clinic for investigations of 
bladder dysfunction, thus findings may not be representative of the 

general population. The range of voids per day (defined as rising from 

bed to falling asleep at night) was wide and found to be from 1 to 20 

with a mean frequency of 8 times a day. The investigators concluded that 

normal diurnal frequency was probably between 4 and 8 times per day. 

There was little difference in frequency with age or sex. Wilkinson 

(1978) compared the frequency of micturition in 96 males (mean age 59.6 

years) from a gene: -al practice population who did not have frequency, 

with 98 males (mean age 61.5 years) referred to a urodynamic clinic for 

investigations of prostatic enlargement. A large overlap between the 
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asymptomatic and symptomatic groups was observed but the difference in 
frequency was statistically significant. The mean diurnal frequency of 

micturition for asymptomatic men was 7.9 times compared with 11.2 times 
in the symptomatic group. Thus, these findings for "normal" men are 

comparable with those of Abrams, Feneley and Torrens (1983). Larsson and 
Victor (1986) in Sweden, studied the frequency of micturition in 141 

"normal" healthy female volunteers with a mean age of 43.6 years (range 

19-81 years). The mean frequency per 24 hours was found to be 5.9 (range 

3-11 times); a lower rate than previously reported for males in the two 

studies mentioned earlier. As with Abrams, Feneley and Torren's (1983) 

findings, no age related changes in the frequency of micturition were 
demonstrated. 

The above review of the literature highlights the difficulties of 

attempting to determine normal bladder function, and further research is 

needed to better elucidate and define the limits of acceptable variation 
in healthy individuals. At present, it is probably wisest to heed 

Norton's (1986) suggestion and define "normal" as the absence of any 

problem of the individual. This may be what the patient, rather than the 

doctor, or other health professionals, considers to be normal (Abrams, 

Feneley and Torrens 1983). 

1.2.2 Acquisition of continence 

Acquisition of continence is a complex skill which occurs early in 

childhood and becomes intricately woven into adult behaviour (Wells 

1984). In the normal infant, the incomplete development of the central 

nervous system results in an automatic spinal reflex for both bladder and 
bowel (Norton 1986, Millard 1979). The infant's bladder empties 
automatically anywhere and at any time (Norton 1986, Brocklehurst 1967) 

apparently neither producing bladder fullness sensations nor awareness of 

voiding (Muellner 1960). 

The issue of whether- continence is learned or developed spontaneously as 

a process of natural maturation, or is the result of an interaction 

between the two, has been reviewed by Smith and Smith (1987). Findings 
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were inconclusive and the authors thought it likely that maturation and 
learning were both necessary for the acquisition of continence. 

In many countries, it is the custom for a child between three and six 
months to begin to acquire appropriate urination behaviour under parental 
instruction (Willington 1975a). The basis for toilet training relies on 
the presentation of one or more sensory stimuli in favourable 

circumstances to produce bladder or rectal evacuation (Willington 1975a). 

Newson and Newson (1963) found that 83% of mothers in England had started 
toilet training before the infant was 12 months old, this finding being 

comparable with an earlier American study in which it was found that 
females had started training on average at nine months and males at 12 

months (Scoe 1933). Early toilet training has been criticised by those 

who consider it would be more successful from 20 months onwards when the 

child can understand (Azrin and Foxx 1974). 

The range of skills needed to acquire continence are considerable (Morgan 

1981) and can only progress according to the stage of development of the 

child's central nervous system (Willington 1975a). Wilson (1965) carried 
out studies of enuretic children and reported that the age at which 
toilet training was started seemed to make no difference to the incidence 

of enuresis. Similar findings have been reported by Newson and Newson 
(1968). At about two years of age, with full development of the cerebral 
cortex, conscious inhibition appears (Willington 1975a) and as physical 

maturation continues, sensations of bladder fullness and imminent voiding 
are perceived and the ability to briefly inhibit urination is acquired 
(Norton 1986, Brorklehurst 1967, Muellner 1960). Bladder capacity 
increases and successful toileting develops gradually by trial and error 
(Willington 1975a). By the age of five or six years, 80-90% of children 
have both day and night bladder control (Goldstein 1977, Newson and 
Newson 1968, Brazelton 1962) and continence becomes subconscious and 
automatic in most circumstances (Norton 1986, Brocklehurst 1967). 
Equally significant at this time, children have acquired a complex set of 
cultural cleanliness and modesty rules (Wells 1984). 
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1.2.3 The lower urinary tract; mechanisms of control 

Hald (1975) stated that any study of urinary incontinence is, by 

definition, also a study of normal continence mechanisms. In spite of a 
large amount of research, and advances in diagnostic techniques, however, 

many factors which influence the control of bladder function are still 

not fully understood (Brocklehurst 1984a, Powell 1983, Feneley 1980, 

Yeates 1976). 

The lower urinary tract is composed of the bladder and the urethra which 
form a functional unit (Bates et al 1979). The principle functions of 
the bladder are storage and evacuation of urine (Bradley and Scott 1978). 

Urine is conveyed from the kidneys via the ureters, which enter the 
bladder obliquely (Gosling and Chilton 1984, Boyarsky et al 1979, Lich, 

Howerton and Amin 1978). In the newborn the bladder is ovoid and lies 

chiefly in the abdomen, adjacent to the ventral abdominal wall, whilst in 

the adult, when emptied, it lies totally in the pelvis assuming an oval, 

pear-shaped or circular form (Boyarsky et al 1979, Gutman 1977). The 

bladder consists of the detrusor and trigone muscles which have been 

extensively described by Tangagho, Smith and Meyer (1968) and Woodburne 
(1961). The detrusor muscle forms the smooth muscle of the fundus of the 
bladder and consists of a meshwork of interlacing fibres mounted upon the 

trigone muscle of the bladder (Gosling and Chilton 1984, Powell 1983, 

Feneley 1980). The trigone is the triangular area between the two 

ureteric orifices and the bladder neck (Crane, David and Hackler 1978) 

and has been identified as two distinct layers (Gosling and Chilton 1984) 

superimposed upon the detrusor muscle (Boris and Cormarr 1971). Tanagho 

(1978) and Woodburne (1961) suggested that the detrusor muscle fibres are 

continued into the urethra as longitudinal fibres and form the main part 

of the urethral wall. Donker, Droes and Van Ulden (1976), however, were 

unable to support this finding. The capacity for urine storage is 

assured by the distensibility of the epithelial, muscular and connective 
tissue components of the detrusor muscle (Mundy 1984, Bradley and Scott 
1978). During the storage phase of bladder function, sensory impulses 

are initiated by stimulation of both tension receptors located in the 

layers of collagen surrounding the smooth muscle bundles (Bradley et al 
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1975) and stretch receptors in the pelvic floor musculature (Bradley and 
Scott 1978). 

The smooth muscle of the bladder neck is histologically and 

pharmacologically distinct from the detrusor (Kluck 1980) and Gosling and 
Chilton (1984) suggested it should be considered as a separate functional 

unit. The bladder neck differs in males and females (Feneley 1986). In 

males, the smooth muscle cells form a complex circular collar which 

extends distally to surround the pre-prostatic portion of the urethra, 

while in females, iorphologically distinct smooth muscle bundles extend 

obliquely or longitudinally into the urethral wall (Gosling and Chilton 

1984). It was traditionally believed that the bladder neck was held 

closed by an "internal sphincter" (Kohlraush 1854) but now most regard 

this concept as untenable since no demonstrable anatomical internal 

sphincter has ever been established (Mundy 1984, Crane, David and Hackler 

1978, Zinner 1965, Green 1963, Woodburne 1961). The accumulation of 

circular or oblique muscle fibres passing from the bladder into the 

urethra should, according to Woodburne (1965), be thought of as an 

opening mechanism rather than a sphincter. The functional anatomy of the 

bladder neck has been examined radiologically by Hutch (1972), who 

referred to the muscles at the bladder neck as the "base-plate". He 

demonstrated that the floor of the bladder converts to a cone or funnel 

during voiding. 

The urethra in the male is approximately 18-23 centimetres long (Lich, 

Howerton and Amin 1978) and in the female four centimetres (Tanagho 

1975). The urethra serves as a conduit for urine, as well as for 

products of the genital system in the male (Lich, Howerton and Amin 1978) 

and extends from the bladder to the external surface of the body at the 

meatus (Tanagho 1978). The urethra is a muscular tube (Tanagho 1978) 

which primarily consists of inner longitudinal and outer circular layers 

of collagenous tissue that binds fibres of smooth and striated muscle 

around the urethra (Tanagho 1975). Adequate compression of the mucosal 
folds of the urethra provide a watertight closure for maintaining 

continence which must be sufficient to resist any increase in intra- 

abdominal pressure transmitted to the bladder during urine storage 
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(Feneley 1986). The external urethral sphincter is composed of striated 

muscle and allows voluntary closure of the urethra (Woodburne 1961) and 
functions to interrupt voiding (Wheatley 1983, Turner-Warwick 1968, 

Peterson et al 1962). 

The chief support of the bladder is the pelvic floor (Lich, Howerton and 
Amin 1978). The pelvic floor muscles form a hanmock comprising of the 
levator ani, which subdivides into the pubococcygeus and ileococcygeus, 

and the coccygeus (Chilton 1984) through which the urethra, vagina in 

females, and the rectum pass (Sampselle, Brink and Wells 1989). These 

muscles are attache, ] posteriorly to the back of the sacrum and coccyx to 

the base of the spine and at the front on to the superior pubic ramus 
(Blannin 1986). As the urethra passes through the pelvic floor to the 

perineum, it is supported and surrounded by the periurethral part of the 

pelvic floor muscles (Chilton 1984), the proximal urethra being an intra- 

abdominal structure. This permits pressure from a cough or sneeze to be 

transmitted equally to both the bladder and the urethra and facilitates 

the maximum transmission of increased pressure to all sides of the 

proximal urethra (Sampselle, Brink and Wells 1989) thus maintaining an 
intraurethral pressure that is greater than the bladder pressure (Lapides 

1982). 

The nerves supplying the bladder form the vesical plexus and consist of 
both sympathetic aad parasympathetic components (Gosling and Chilton 

1984). Denny-Brown and Robertson (1933) showed that the bladder and the 

urethra were reciprocally innervated, relaxation of the urethra occurring 

with contractions of the bladder and with relaxation of the bladder the 

urethra resumes its normal tone. The detrusor muscle is 

parasympathetically innervated (Palmer 1982) and detrusor contractions 

are initiated by cholinergic neurotransmission (Diokno 1973). In the 
bladder wall itself are stretch receptors which relay information about 

the state of the bladder via both the parasympathetic sensory nerves 
(Bors 1956) and the pudendal nerve centrally to the brain (Feneley 1986). 

Bladder neural control has long been thought to be via a sacral 
micturition reflex, through the parasympathetic nerves to a centre in the 
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second, third and fourth sacral segments of the spinal cord (Denny-Brown 
O^a Ro6e11&son 

11933). The sacral centre alone, however, is not sufficient for complete 
reflex filling and emptying (Bradley 1976), but is modulated centrally by 

the inhibitory and facilitatory influence of the higher centres of the 
nervous system (Fe. ieley 1980, Bradley 1976). Discrete portions of the 
frontal lobe (Andrew and Nathan 1965), the thalamus (McCleod 1958), basal 

ganglia (Lewin, Dillard and Porter 1967) and limbic system (Edvardsen and 
Ursin 1968), among other areas of the brain, have been implicated 
(Bradley and Scott 1978). Feneley (1986) maintains that the main 
influence of the brain, however, is to suppress detrusor contractions. 

Normal bladder emptying is the result of a sustained bladder contraction 

which raises the intravesical pressure to overcome the resistance of the 

urethra (Yeates 1976). Bladder function may be thought of in terms of 
cycles of filling and emptying (Powell 1983, Yeates 1976). Urine 

production by the kidneys is continuous and the bladder normally fills at 

an average rate of approximately one millilitre per minute (Mundy 1984). 

The lower urinary tract changes excretion from a continuous to an 
intermittent process by storing urine until a certain volume is reached; 
this volume is then rapidly and completely voided away from the body 

surface at a suitable time and a suitable place, and the storage phase of 
the cycle starts again (Mundy 1984). Yeates (1976) has classified 

micturition as comprising of three phases: 

i) Filling to the time of desire to void; 
ii) Voluntary postponement; 
iii) Emptying. 

During the filling phase, the detrusor muscle accommodates to an 
increasing volume of urine without any significant rise in pressure 
(Boyarsky et al, 1979 Bradley and Scott 1978, Tanagho 1978). During the 
initial filling phase, no sensation is detected; as filling continues, a 

vague sensation becomes more distinct in the pelvis or perineum but is 

easily ignored (Mundy 1984). Throughout the filling phase, continence is 

maintained so long as the pressure within the bladder is lower than the 

urethral pressure (Wein 1986, Powell 1983). 
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At approximately 200-250 millilitres capacity (Powell 1983, Brocklehurst 
1978) an awareness of distention and a mild desire to void is normally 
experienced. Sensory impulses reach the sacral cord (S 2-4) and travel 
to centres in the brain stem, other sub-cortical centres and the cortex 
(Hald 1975). There is a gradual increase in the urethral pressure as 
bladder filling occurs (Wein 1986). If the time or the place is not 
suitable for mictir-ition, there follows a phase of postponement during 

which evacuation is suppressed by voluntary inhibition (Yeates 1976). 
Powell (1983) noted that this phase must be long enough to allow for 

completion of the essential preliminary requirements before micturition 
takes place, ie. a selection of a socially acceptable place, the 
locomotory activity of getting there, and adopting a satisfactory 
micturition posture. 

Micturition appears initially to be inhibited unconsciously from the 

region of the basal ganglia, but with increased stimulation, breakthrough 

to the cerebral cortex produces a desire to void (Yeates 1976). 

This awareness of the potential onset of micturition allows 
reinforcements of the unconscious inhibition by conscious inhibitory 
impulses from the frontal lobe (Andrew and Nathan 1964). When a suitable 
place for micturition has been selected, sustained contraction of the 
detrusor muscle raises intravesical pressure which overcomes the 
resistance of the urethra and voiding occurs (Wein 1986). Micturition 
begins by relaxation of the voluntary muscles of the pelvic floor 
(Harrison 198S). As a result, the bladder neck descends, and when a 
certain critical point is reached, the bladder neck opens (Vincent 1966). 
Contraction of the trigone muscle opens the bladder outlet further and 
tends to shorten the urethra whilst contraction of the detrusor follows 
this, further opening the bladder outlet and increasing intravesical 

pressure; this is accompanied by relaxation of the external sphincter 
(Brocklehurst 1978). 
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1.3 URINARY INCONTINENCE; THE SCALE OF THE PROBLEM 

1.3.1 The definition of urinary incontinence 

Smith and Smith (1987) stated that incontinence is difficult to define as 
it is not a simple all-or-nothing at all phenomenon. An abundance of 
definitions are thus to be found in the literature. 

Urinary incontinence is often defined according to the appropriateness of 
the location in which urine is excreted. Thus, Yeates (1976) defined 
incontinence as "the passing of urine in an undesirable place". Issues 

are therefore raised about what constitutes an "acceptable" place. 
Norton (1986) stated that it is society's rules which determine what is 

and what is not an acceptable place for excretion, so that urine passed 
into clothing, the bed or on the ground, or into the wrong receptacle is 

usually called incontinence. Norton (1986), however, pointed out that 

these rules are often quite arbitrary. A person who relieves himself 

behind a tree rarely invites public censure, whereas a person who 

urinated in a crowded street would. 

In the United States, Mitteness (1987) suggested that incontinence 

sufferers may re-define the meaning of incontinence depending on whether 
urine loss is "visible" to others, either by eye (soiled clothing, floor 

or furniture) or by nose (the smell of urine). Thus, in her study of 30 

elderly incontinent people living in the community, 41% considered it 

acceptable to urinate on the floor in their own homes, but that this was 

not acceptable behaviour in public places. Similarly, Millard (1979) 

raises the question as to whether elderly people who use unsuitable 

receptacles such as sinks and bins in which to micturate, because they 

cannot locate the correct place, should be regarded as incontinent. 

Whilst these receptacles may be inappropriate, they are considered better 

than the alternative, which is wetting themselves. 

A further difficulty with defining incontinence in terms of suitability 
of place was highlighted by Smith and Smith (1987). They stated that 

problems of toilet behaviour, for example, adult males who spray urine, 
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around the toilet as well as in it, are not regarded as incontinent, 
despite the men failing to consistently urinate into the appropriate 
receptacle. 

A simple definition for incontinence was proposed by Wilson (1976) who 
stated that: 

"As far as the nurse is concerned a patient is incontinent 
when he is wet". 

The inadequacy of such a definition, however, in the light of the 
discussion above, is immediately apparent. The International Continence 
Society Standardisation Committee considered the consequences of 
incontinence and defined it as: 

"A condition in which involuntary urine loss is a 
social or hygienic problem and is objectively 
demonstrable. " (Bates et al 1975) 

Incontinence is thv3 defined in terms of the degree to which it presents 

a problem to the szfferer herself, as well as to those around her. The 

threshold at which the individual considers incontinence to be a problem, 
however, is variable (Feneley 1986, Norton 1986). Feneley (1986) noted 
that the occasional loss of urine to one person may be an inconvenience, 

whereas to another it is a disaster. In a study by Thomas et al (1980), 

which aimed to define the prevalence of incontinence in the community 
(discussed in detail in section 1.3.2.1), individuals who had slight or 

minimal leakage of urine did not consider it a problem. Studies by 

Norton (1982) and Norton et al (1988), however, found that severity of 

urine loss did not correlate with perceived psycho-social impact in women 

attending continence clinics. 

The need to identif, specific criteria in order that incontinence can be 

labelled "clinically" significant was stressed by Mohide (1986). There 

are, to date, no established values for volume or frequency of urine loss 

which constitute "incontinence" (Feneley 1986, Norton 1986) and in the 
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light of the above discussion, a consensus of agreement between 

sufferers, carers and health professionals would be difficult to achieve. 

The wide range of operational definitions used in studies designed to 

estimate the prevalence of incontinence have made comparisons between 
them difficult. Definitions have ranged from defining the type of 

problem, for example stress or urge incontinence (Milne et al 1972, 

Brocklehurst et al 1971), frequency of urine loss within a given period 
of time, for examp'. e twice or more a month (Thomas et al 1980), within 
the last year (Yarnell and St. Leger 1979), or "ever" (Wolin 1969), 

quantity of urine loss, for example wet pads or clothes (McGrother et al 
1987), or objectively in terms of perineal pad weight, a weight gain in 

excess of one gram is generally regarded as evidence of urine loss (Walsh 

and Mills 1981). A number of studies have included in the definition of 
incontinence the use of specific aids and appliances such as sheath 
drainage systems (Sullivan and Lindsay 1984, Ouslander, Kane and Abrass 

1982); others have excluded indwelling catheters (Sullivan and Lindsay 

1984) and some have failed to adequately define whether or not such aids 

were included within the definition of incontinence (Clarke et al 1979, 

Wells 1975a). 

1.3.2 The prevalence of urinary incontinence 

"True incontinence of urine .... is a defect met with almost 
entirely in children, although the examination of men in the 
Great War disclosed the fact that the disability extended into 
adult life more frequently than was supposed". 

(Hetrick 1929) 

Attempts to measure the prevalence of incontinence have been hampered by 

under-reporting (Thomas et al 1980, Feneley et al 1979). Incontinence 

sufferers may not come to the attention of health professionals, while 
clinicians themselves may not actively elicit information concerned with 
continence status (fee section 1.6.1). 

Prevalance is a ratio of the number of individuals with a condition as a 
percentage of the total sample studied at one particular time (point 
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prevalence) or during a given time period (Abramson 1984, Knox 1979, 
Roberts 1977). It was not until comparatively recently that the 

prevalence of urinary incontinence in adults was fully appreciated. A 

number of studies have been carried out in conmunity and institutional 

settings to establish the extent and the nature of the problem. 

Estimates of the prevalence of incontinence vary widely, however, and 
interpretation and comparisons of results from different studies are 
therefore difficult to make. The wide range of definitions of 
incontinence used (as discussed in section 1.3.1), differences in 

samples, study settings and methods of data collection are all likely to 

contribute to the variations in the results obtained. Williams (1983) 

commented that important information such as the description of 
functional and mental status of subjects included in such studies was 

often insufficiently documented. Response rates are not always reported 

and difficulties with obtaining reliable data about incontinence, 

particularly in the elderly, have also been highlighted (Smith et al 
1975, Milne 1970). 

Considering the limitations outlined above, a review of recent prevalence 

studies of urinary incontinence is presented. Although the research for 

this thesis was undertaken within a hospital environment, it is important 

that the problem of incontinence is perceived in a wider context. Thus, 

prevalence data from community, as well as institutional studies, are 
included. Community and institutional studies are discussed separately. 

1.3.2.1 Community Studies 

The well known study by Thomas et al (1980) is generally regarded as 

providing the most reliable estimate of urinary incontinence in the 

conmunity, in the U. K. The health and social services personnel in two 
London boroughs wi- h an estimated population of 359,000 were asked to 
identify those people aged 15 years and older who were known to be 
incontinent. Information concerning the method of data collection or the 

response rate achieved in this part of the study was not reported. In an 
effort to measure the extent of "unrecognised" incontinence, a postal 
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questionnaire was also sent to all those aged five years or older on the 
lists of 12 general practitioners -a total population of 22,430, in five 
different localities. "Regular" incontinence was defined as "the 

involuntary excretion or leakage of urine in inappropriate places or at 
inappropriate times twice or more a month, regardless of the quantity of 

urine lost". An 89% response rate to the questionnaire was reported. 
The results are shown in Table 1. The great disparity between the number 
of people who were known to be incontinent compared to those who were 
not, is immediately apparent. Of those respondents to the questionnaire 

whose incontinence was moderate or severe (moderate/severe defined as 

needing extra laundry, pads or expenses; some restriction in activities; 
help needed from others) between one fifth and one third of cases were 

receiving any health or social service support for the problem. The 

prevalence of incontinence increased with increasing age (after 35 years) 
and was more common in women than in men. It is suggested in this study 
that the true prevalence of urinary incontinence is approximately 8.5% in 

women and 1.6% in men aged 15-64 years, and 11.6% in women and 6.9% in 

men aged 65 and over. 

A study of a random sample of 1,280 people aged 70 years or over 
interviewed at home reported a prevalence of incontinence in females of 
18.1% and 7.3% in males, with approximately 5.0% suffering incontinence 

on a daily basis (Vetter, Jones and Victor 1981). The prevalence of some 
degree of incontinence reported for a sub-sample of respondents aged 74 

years and over, in the study by Thomas et al, was 17.6% in males and 
30.1% in females. Thus, the prevalence of incontinence in people aged 70 

years or more, reported by Vetter et al, appears considerably lower than 

that reported for an approximately comparable age group by Thomas et al. 

A recent survey of urinary dysfunction in 1,097 elderly people aged 75 

years and over at home, by McGrother et al (1987), reported that 5.3% of 
males and 6.5% of females suffered "major" incontinence (defined as 
difficulty in control of micturition leading to wetting of clothing or 
incontinence pads). It is unclear from the way in which the results are 
reported, however, precisely how many people experienced some degree of 
incontinence. In ar earlier study by Brocklehurst et al (1968), a higher 
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Table 1 

Prevalence of urinary Incontinence 
in the Community 

(Thomas et al. 1980) 

Urinary 

Incontinence Male Female Age 

nnX 

Recognised 73 0.05 172 0.1 15-64 
236 0.8 561 1.2 65>, 

Unrecognised 7659 1.6 7761 8.5 15-64 
1102 6.9 1562 11.6 65ý 
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prevalence of incontinence was reported. Of 557 people aged 65 years of 
age or older who were interviewed in their own homes, 17% of males and 
23% of females conceded to having some degree of incontinence. 

Yarnell et al (1981) reported a much higher prevalence of incontinence, 
in a random sample of 1,000 women (18 years or over) who were interviewed 

at home. Forty five percent admitted some degree of urinary incontinence 
in the previous 12 months, the severity of incontinence increasing 

slightly with age. The authors suggested, however, that "significant" 
incontinence (defined as causing social incapacity or urinary problems) 
in the female general population was likely to be between 3.5% and 7.1%; 
figures lower than those reported by Thomas et al. 

In the United States, Teasdale et al (1988) reported that previous 
studies of the prevalence of incontinence may have underestimated the 
true extent of the problem. Of 599 elderly people (65 years and over) 

who completed a questionnaire while attending a retirement convention, a 
third (37% females, 22% males) experienced some degree of urinary 
incontinence, with 12% of the sample experiencing episodes three or more 
times a week which increased in frequency with increasing age. Although 

the sample is not representative of all elderly people living in the 

community, the authors concluded that the findings indicated that 
incontinence was a major problem even in the healthy, ambulant elderly. 
Similar prevalence rates for incontinence have been reported by Diokno et 

al (1986), also in the United States, who found that 30% (18.9% males; 
37.7% females) of their sample of 1,955 elderly people interviewed (60 

years of age or older) had experienced incontinence on at least six days 

of the previous year. 

In Sweden, Iosif, Henriksson and Ulmsten (1981) found that of 2,000 women 
(aged 21-70 years) attending a gynaecological health programme, 540 (27%) 

admitted that they suffered involuntary loss of urine. 

Few studies have been carried out which have investigated the prevalence 
of incontinence specifically in young women. Two studies in the United 
States, of young, healthy nulliparous females found that approximately 
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half admitted to episodes of incontinence, between 5% (Nemir and 
Middleton 1954) an(L 16% (Wolin 1969), on a "frequent" (term undefined) or 
daily basis. It should be noted, however, that investigators in both the 

above studies restricted their definition to include only stress 
incontinence. These figures are comparable to those of Yarnell et al 
(discussed above) for women of all ages (17-75 years or older) while 
Thomas et al (1980) found that approximately a quarter of women aged 
between 25 and 34 years of age reported some degree of involuntary urine 
loss. 

In sunmary, reported prevalence rates of urinary incontinence in people 
living in the community range from 2% in men and 9% in women aged between 

5-64 years, between 7%-19% in males, and 12%-38% in females aged 65 years 
and over. Prevalence rates reported for younger women (17-25 or older) 
have indicated trat up to 50% may suffer some degree of stress 
incontinence, between 5-16% on a "frequent" or daily basis. Incontinence 

appears to affect more women than men and increases in prevalence with 

age. 

1.3.2.2 Institutional Studies 

The majority of studies designed to estimate the prevalence of 
incontinence in institutional populations have been carried out in care 

settings for elderly people (Table 2). In comparison with the prevalence 

rates found in community studies, urinary incontinence is reported to be 

much more common in institutions. 

Institutional populations are likely to contain a high proportion of 
people with conditions which predispose to incontinence (for example, 
acute illness, cerebrovascular disease, and other conditions causing 

chronic physical and mental impairment) which are discussed further in 

section 1.4 of the literature review. There is also evidence to suggest 
that the institutional environment itself may predispose a person to 
incontinence (section 1.4). Incontinence is frequently cited as a 
precipitating cause of institutionalisation of an elderly person 
(McCormick and Burgio 1984, Ouslander, Kane and Abrass 1982, Williams and 
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Pannill 1982, Brocklehurst 1978, Willington 1976, Shuttleworth 1970), or 

as a factor which may prevent discharge (0uslander 1986). Shuttleworth 
(1970) stated that incontinence was a contributory factor in up to one 
fifth of hospital admissions to wards for the elderly, but it is unclear 
how this estimate was derived. A survey by Smallergan (1985), in the 
United States, found that 13% of 288 elderly people were admitted to 

nursing homes as a direct result of incontinence. In most studies of the 

prevalence of incontinence in institutions, the information collected 
does not differentiate between patients admitted as a direct result of 
incontinence and those admitted for other reasons but who are also 
incontinent of urine. 

For the purposes of this review, prevalence data are confined to studies 

carried out in hospitals (and in one case, nursing homes) and exclude 
those carried out in psychiatric and mental handicap facilities, or 
residential homes. 

As can be seen in Table 2, results vary considerably between studies. 
Comparison between studies, however, needs to take account of the 

specific care settings in which they have been carried out; it is not 

always possible to obtain this information from the published reports. 

A survey by Egan et al (1983) examined the prevalence of incontinence in 

patients five years of age and over in all wards (except maternity) in 

two London teaching hospitals. A one-day census was used on three 

separate occasions during the year and information was obtained from the 

nursing staff. The definition of incontinence was the same as that used 
by Thomas et al (1280). Patients with "temporary" indwelling catheters 

were excluded, although the authors do not define what constituted a 
temporary catheter. The response rate was not reported. Between 9% and 
10% of the patients in the general wards were incontinent compared with 
between a quarter and a third of the patients in acute wards for the 

elderly. Proportionately more females than males were incontinent 

amongst patients aged 5-64 years and 65 years and over. 
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An earlier study by Willington (1969) reported a much lower prevalence of 
"established" incontinence of 12.5% in 900 consecutive admissions of 
elderly people to hospital, compared to 35.5% of men and 32.1% of women 
who were assessed as incontinent on admission. Willington does not 
specify the type o: wards to which patients were admitted. Established 
incontinence was defined as incontinence which persisted after admission, 
although it is not clear how long after admission the follow-up data were 
collected. No differences between the prevalence of incontinence in 

males and females were found. 

In contrast, MacPhee and Roberts (1987) found 55% of 201 patients 
admitted to acute /rehabilitation wards for the elderly were incontinent 

on admission and, of those patients who survived three months later, 60% 

remained incontinent. It is unclear from their study whether indwelling 

catheters were included in their definition of incontinence. Wells 
(1975a) reported a prevalence of incontinence of 53% in patients in acute 
care of the elderly wards. As with the above study, it is unclear 
whether indwelling catheters were included in her definition of 
incontinence. 

In the United States, Sullivan and Lindsay (1984) assessed the prevalence 
of incontinence in all patients aged 65 years and over admitted to all 
acute care units in a university hospital. They included patients with 
sheath drainage appliances but excluded the use of indwelling catheters 
in their definition of incontinence. An overall prevalence rate of 
incontinence of 19% was reported, ranging from no reported incontinence 
in a surgical intensive care unit (perhaps due to the use of indwelling 

catheters) to 75% in a burns unit. Significantly more men than women 
were identified as incontinent, but the prevalence of incontinence among 
females may have been underestimated by including sheath drainage 
appliances (only used in males) but not indwelling catheters in the 
definition of incontinence (the only alternative drainage system in 
females). 

When studies in long stay-wards for the care of the elderly were 
reviewed, less variation in the reported prevalence rates of incontinence 
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were found. A study by Isaacs and Walkey (1964) reported that 43% of 
elderly patients in long-stay wards were incontinent, half being 
incontinent at least once a day. Alexander and Eldon (1979) found that 
53% of patients in similar types of wards were incontinent. In the 
United States, Ouslander, Kane and Abrass (1982) found that half of the 

elderly residents in seven nursing homes surveyed were reported to be 
incontinent, their definition of incontinence including patients with 
indwelling catheters. In Canada, Jewett et al (1981) reported a 
prevalence of incontinence of 38% in elderly people in a long-term care 
hospital, without differences in prevalence between the sexes having been 

recorded. Patients with indwelling catheters were excluded, however, 

which may explain the lower prevalence rate obtained. 

Wade, Sawyer and Bell (1983) compared the levels of dependency of 

patients in private nursing homes, residential homes and hospital long- 

term care wards. They found the prevalence of incontinence to be highest 

in the hospital wards in which 78.2% of patients were reported to be 

incontinent. Of the incontinent patients, 40.3% were sometimes 
incontinent ("sometimes" was not defined), 27.7% were always incontinent 

and 10.1% had indwelling catheters. A similarly high prevalence rate was 
reported by Wells (1975a) who found that 70% of the patients in 

continuing care wards were considered to be incontinent by the nursing 

staff. 

In conclusion, in spite of the difficulties in comparing results from 

different studies, ft can be seen that incontinence is a common problem 
in hospital patients, particularly the elderly. Prevalence rates for 

younger patients (aged 5-64 years) are between 9-10% in general wards. 
Approximately 19% of elderly patients admitted to acute units (excluding 

care of the elderly wards) are incontinent, and for the acute care of the 

elderly wards the prevalence is between 12.5% and 53%. In long-term care 

wards, the reported prevalence of incontinence ranges from 38-78%. 
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1.3.3 Demographic projections; implications for incontinence 

It is acknowledged that there has been a marked growth in the proportion 

of elderly people in Britain's population (Victor 1987, Rossiter and 
Wicks 1982, Paillaii 1981, Department of Health and Social Security 
1978). In the last 20 years up to 1981, the number of people aged 65 

years or over increased by one third (Central Statistical Office 1981). 
In 1981, the decennial census showed that the elderly population (ie. of 

pensionable age) of Great Britain constituted 17.7% (approximately nine 

million people) of the total resident population (Victor 1987). The 

demographic changes projected for the future not only include an increase 
in the proportion of the elderly, but among those elderly, a marked 
increase in the proportion of the "very old" (85 years and over) (Victor 

1987, Clarke 1984, Paillard 1981). Between 1981 and 2001 it is predicted 
that there will be a 60% increase in the fraction of the population over 
85 years (Victor 1981). The Office of Population Censuses and Surveys 
(1983) showed that 1% of those aged under 75 years compared to 19% of 
those aged 85 and ov. r were resident in institutions. 

As the prevalence of urinary incontinence appears to increase with age, 

particularly in the very elderly (section 1.3.2.1), projected demographic 

changes indicate a likely increase in the number of incontinent 
individuals, with consequent implications for health care services. 
Comparative studies in 1976 and 1979 (Donaldson, Clarke and Palmer 1983) 
to assess functional capacity in people aged 65 years and over have 

already indicated such a trend. There was a greater proportion of the 

elderly in acute hospital wards in 1979 than in 1976, and levels of 
incapacity, including urinary and faecal incontinence, had also 
increased. 
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1.4 CAUSES OF INCONTINENCE 

1.4.1 Classification of incontinence 

There are a variety of causes and types of incontinence and this has led 

to a number of attempts at classification. One of the earliest 

endeavours at classification was quoted by Allen (1749) referring to 

Ettmuller: 

"The cause of an involuntary discharge of urine is a 
deficiency in the constriction of the sphincter of the 
bladder, by a palsy, contusion, by staying too long 
in cold water, by a difficult labour, and sometimes 
it happens to women in their last months of their 
going with child. " 

A number of classification schemes to identify voiding disturbances, 

including incontinence, have since been described (Wein 1981, Krane and 
Sirosky 1979, Gibbon 1976, Kendall and Karrafin 1974, Borrs and Comarr 

1971, ), based predominantly on neurological or functional categories. 
Each has its shortcomings, some are very complex, and all are limited to 

specific clinical specialties. A simple functional classification scheme 

proposed by Wein (1981) is based upon whether the deficit produced is 

primarily one of the filling-storage phase of micturition or of the 

emptying phase. Th'. s method has been criticised, however, for failing to 
take into account circumstances in which failure to store and to empty 

co-exist, for example detrusor-sphincter dyssynergia (Krane and Sirosky 

1984). Others have distinguished between passive incontinence (caused by 

weakness of the bladder outlet) and active incontinence (caused by 

overactivity of the bladder mechanism) (Yeates 1976, Gleason, Bottaccini 

and Reilley 1974). 

Such attempts to develop a classification for incontinence have rarely 
accounted for causes other than those of physiological origin. 
Psychological and social factors may also play a part in determining 

continence, or lack of it, in many patients. With specific reference to 

the patient with necrological bladder dysfunction, Boyarksy at al (1979) 
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emphasised the importance of holistic care. They proposed a model which 
considered the physiological, psychological and sociological functions of 
the individual in his environment. Rottkamp (1985) constructed a model 
which attempted to examine psychological, social and biological factors 

and their relationship to urinary dysfunction following a stroke. 

Incontinence has also been classified as transient or established(Pannill 
1987, Brocklehurst 1985), acute or persistent (Ouslander 1986), apparent 
or "true" (Newman 1962) and spurious or central (Willington 1975c). In 

essence, these terms serve to distinguish incontinence in the context of, 
and perhaps caused by, acute illness, adverse drug effects, sudden 
immobility, and infection, from incontinence which is primarily the 

result of physiological bladder disturbance. 

Norton (1986) utilised a simple scheme for considering the main causes of 
incontinence which were classified into three broad categories; 
physiological bladder dysfunction, factors affecting the individual's 

ability to cope with bladder function, and factors directly influencing 
bladder functioning. These are described in detail below. She stressed 
that these categories were intimately related and often overlapped. This 

scheme would seem to be particularly appropriate to nursing, allowing 
sufficient scope and flexibility to encompass physiological, functional, 

environmental, psycaological and social dimensions which nurses need to 
consider if they ate to adequately assess and help patients with urinary 
incontinence. An overview of the main causes of incontinence are thus 
presented according to Norton's classification (Figure 1). 

1.4.2 Physiological bladder dysfunction 

Any discussion of causes of incontinence is hampered by wide differences 
in terminology; thus, where possible, terms adopted by the International 
Continence Society are used. 

Physiological bladder dysfunction may be classified into four main types; 
detrusor instability, genuine stress incontinence, outflow obstruction, 
and autonomous bladcer (Figure 1) (Norton 1986). 
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Figure 1 

CAUSES AND PREDISPOSING FACTORS 
OF URINARY INCONTINENCE 

(adapted from Norton 1986) 

PHYSIOLOGICAL BLADDER FACTORS AFFECTING ABILITY 
DYSFUNCTION TO COPE WITH BLADDER 

Ec; Detrusor instability 
(unstable bladder) 
Stress Incontinence 
Outflow obstruction 
Autonomous bladder 

PATIENT 

FACTORS INFLUENCING 
BLADDER FUNCTION 

Eg. Urinary tract infection (UTI) 
Faecal Impaction 
Drug therapy 
Endocrine disorders 

Eg. Immobility 
Mental Function 
Psychological State 
Environment 
Carers 
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1.4.2.1 Detrusor instability 

Normally the bladder contracts during voluntary voiding and at no other 
time, this controlled behaviour being referred to as "stable" (Turner- 
Warwick 1984). Detrusor instability is the term used to describe the 

objectively demonstrated contraction of the detrusor, occurring either 
spontaneously or on provocation, during bladder filling, while the 

patient is attempting to inhibit micturition (Bates et al 1978). 
Individuals with this condition normally experience symptoms of urgency 
(a strong desire to void), persistent frequency, and nocturia, and where 
the detrusor contraction is sufficient, urge incontinence (a strong 
desire to void wi:. h involuntary loss of urine) and enuresis (Pannill 
1987, Abrams, Feneley and Torrens 1983, Fernie et al 1983, Overstall, 
Rounce and Palmer 1980, Cantor and Bates 1980, Farrar et al 1975). 

Residual volumes in excess of 100 millilitres are common (Eastwood 1979, 
Brocklehurst and Dillane 1966a) and bladder capacity is reduced (Fleigner 

and Gleinning 1979). 

Detrusor instability is claimed to be the commonest cause of incontinence 
in the elderly (Farrar 1984, Williams and Pannill 1982, Castleden and 
Duffin 1981, Fossberg, Sander and Beisland 1981, Hilton and Stanton 1981, 
Eastwood 1979, Field 1979, Gleason, Bottaccini and Bentley 1976, 

iýconý+ýýnt 
Brocklehurst and Di. lane 1966b). Between 39% and 75% of elderly patients 
have been reported as having the condition (Ouslander et al 1986, 

Eastwood and Warrell 1984, Castleden, Duffin and Asher 1981, Hilton and 
Stanton 1981, Brocklehurst and Dillane 1966b). 

Detrusor instability may arise when a defective central inhibitory 

mechanism leads to loss of the normally inhibiting impulses from the 

cortical bladder centre. These impulses normally modulate activity in 

the sacral reflex arc which controls micturition. Loss of these 
inhibitory impulses leads to inappropriate activation of the sacral 
reflex arc and the bladder begins to contract before micturition is 

voluntarily initiated, so causing incontinence (Norton 1986, Johnson 
1980, Overstall, Roince and Palmer 1980, Brocklehurst 1978a). 
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The underlying causes of detrusor instability are varied. Sensory input 
from the bladder may be increased in intensity (sensory urgency), for 

example as a result of acute infection, stones, faecal impaction or 

prostatic enlargement (Wheatley 1983, Brocklehurst 1978b). In the 

elderly, neurological causes are common, for example strokes, Altzheimers 
disease, Parkinson's disease, incomplete spinal cord lesions and brain 

tumours (Farrar 1984, Wheatley 1983, Williams and Pannill 1982, Philp 
1981, Brocklehurst and Dillane 1966b, Murnaghan 1961). It has also been 

suggested that age-related brain changes in general might cause the 

majority of the elderly people to suffer from some degree of detrusor 

instability (Norton 1986, Brocklehurst 1984b). 

"Idiopathic" detrusor instability occurs in the absence of detectable 

pathology (Brocklehurst 1984a, Bates et al 1979). It is thought that 

emotional or psychological problems can manifest as urological symptoms 
(Brocklehurst 1985, Abrams, Feneley and Torrens 1983, Willington 1975d, 

Margolis 1965, Newman 1962) and that idiopathic detrusor instability may 
in some cases be psychosomatic in origin (Frewin 1972). The successful 
treatment of detrusor instability with placebo therapy, bladder training 

or hypnotherapy tends to support this view (Frewin 1978). Yarnell et al 
(1981) found that neuroticism was associated with symptoms of urge and 

combined urge and stress incontinence in females; the extent to which 
this can be implica-ed in causation of incontinence, however, is unknown 

as neuroticism mi;; ht well have arisen as a consequence of being 
incontinent. 

1.4.2.2 Genuine stress incontinence 

Genuine stress incontinence is defined as involuntary loss of urine when 
the bladder pressure exceeds the maximum urethral pressure but in the 

absence of detrusor activity (Bates et al 1975). "Stress incontinence" 

is a symptom which is the patient's statement of involuntary urine loss 

and a sign which denotes the observation of involuntary urine loss from 

the urethra immediately upon an increase in abdominal pressure (Bates et 

al 1975). 
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In patients so affected, small amounts of urine loss usually occur 
immediately with the onset of physical exertion or coughing (Pannill 

1987, Norton 1986). It is important that genuine stress incontinence is 

distinguished from detrusor instability, however, as a movement or a 

cough may cause involuntary urine loss in both situations (Norton 1986, 

Brocklehurst 1978a), in the latter condition acting as a stimulus to a 
detrusor contraction. 

Stress incontinence is rare in males; it can arise as a complication 
following prostatic surgery or occur in high-pressure chronic retention 
(Brocklehurst 1984b, Abrams, Feneley and Torrens 1983). Stress 

incontinence, however, is common in women and Stanton (1984) attributes 

this to a fundamental anatomical weakness in the female partly associated 

with the evolutionary change from horizontal to vertical position. In 

the vertical position, the urethra leaves the bladder at the point of 

maximal gravitational force and lacks the buttressing support of the 

symphysis. 

The prevalence of stress incontinence is difficult to determine due to 

its variable level of tolerance and definition. As discussed previously 

in section 1.3.2.1, community based studies relying upon subjective 

reporting of symptoms have indicated that approximately 50% of young, 
healthy nulliparous women experienced some degree of stress incontinence 

(Wolin 1969, Nemir and Middleton 1954). Fifty seven percent of women 

between 45-64 years have been found to experience stress incontinence 

(Brocklehurst et al 1972) while in elderly females (65 years or older) 

between 12% and 17% were identified as having the symptom (Brocklehurst 

et al 1971, Yarnell et al 1981). 

Results obtained from urodynamic studies of elderly women vary widely. 
Interpretations of studies are limited by highly selected samples as well 

as lack of comparative data for continent women. Of 263 consecutive 

admissions of patients 65 years and older to a urology clinic, 16% of the 

females and 2% of the males were shown to have genuine stress 
incontinence following urodynamic investigation (Ouslander et al 1986); a 

prevalence comparab:. e to those for elderly women discussed previously. 
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Of 75 elderly women consecutively investigated at a continence clinic, 

none were shown to have stress incontinence following urodynamic 
investigation (Castleden, Duffin and Asher 1981). In contrast, a study 
by Diokno, Wells and Brink (1987) of 200 women consecutively attending an 
out-patient clinic showed that 77% had genuine stress incontinence. 

Stress incontinence is usually associated with bladder outlet 
incompetence because of weakness of the supporting pelvic muscles 
(Wheatley 1983, Brocklehurst 1978a). The bladder should be situated 

within the abdominal cavity to allow equal transmission of any increase 

in abdominal pressure (Stanton 1984). The intra-abdominal location of 

the bladder, adegw to urethral support beneath the pubic bone, and the 

angle of the pelvis: floor to the urethra are important determinants of 

outlet resistance , Wheatley 1983). If the pelvic tissue relaxes, the 

effects of gravity pull the organs downward (Sampselle, Brink and Wells 

1989). An alteration in the anatomical relationship between the bladder 

and the urethra and their muscular supports can then result in stress 
incontinence (Norton 1986, Stanton 1984). 

Pregnancy, parturition, obesity, the menopause, and conditions associated 

with impaired innervation of the pelvic floor have been implicated as 

causal factors (Snooks et al 1984, Wheatley 1983, Stanton, Kerr Wilson 

and Harris 1980, Thomas et al 1980, Yarnell et al 1981, Hodgkinson 1970, 

Francis 1960). A study of the factors associated with incontinence by 

Yarnell et al (1981) did not establish any relationship between stress 
incontinence and petineal damage during childbirth and it was suggested 
that parity was a far more important aetiological factor. Hodgkinson 
(1970), however, maintained that there was no correlation with number of 
vaginal deliveries and either the occurrence or severity of stress 
incontinence. Electrophysiological investigation of pelvic floor 

innervation in women post-natally, by Snooks et al (1984), indicated that 

nerve damage, rather than overstretched muscles, may be the cause of 
incontinence. 

Inadequate levels of oestrogen in post-menopausal women may lead to 

atrophy of muscles, ligaments and fascia involved with ephincteric 
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control in post-menopausal women (Stanton 1984) and consequent stress 
incontinence. Obesity, chronic cough and habitual straining at stool may 
aggravate the problem (Norton 1986, Parks et al 1966). 

1.4.2.3. Outflow obstruction 

The obstruction of outflow of urine during voiding may be caused by, 

among other factors, prostatic enlargement, bladder neck hypertrophy, 

urethral stenosis or stricture, and severe constipation (Norton 1986, 
Brocklehurst 1984b, Turner Warwick 1984, Abrams, Feneley and Torrens 
1983). Abrams, Feneley and Torrens (1983) suggested that outflow 
obstruction may also be caused by psychological or emotional factors 

which can lead to irýhibition of urethral relaxation. 

Outflow obstruction is associated with hesitancy, poor urinary stream, 
and post-micturition dribble (Norton 1986, Brocklehurst 1984b, Turner- 
Warwick 1984). A slow stream and hesitancy of micturition have been 

shown to be associated with proven outflow obstruction following 

urodynamic investigation (Abrams and Feneley 1978). Other symptoms such 
as nocturia, frequency, urge micturition and urgency incontinence are 
also conmonly associated with obstruction, most often as a result of 
unstable detrusor contractions (Turner-Warwick 1984). Turner Warwick 

estimated that 75-80% of males with outflow obstruction had secondary 
symptoms of frequency, urgency and nocturia. Of 318 males aged between 
45-85 years atten&. ng a urodynamic clinic, 17% had obstruction alone 
while 40% were diagnosed as having obstruction and detrusor instability 
(Abrams, Feneley and Torrens 1983). Overstall, Rounce and Palmer (1980) 

reported a higher proportion with both outflow obstruction and detrusor 
instability; 80% of elderly men attending a urodynamic clinic having both 

conditions. 

In severe cases, the detrusor contraction is unsustained and leaves a 
large residual volume of urine which gradually builds up, the bladder 
becomes progressively distended and in some leading to overflow 
incontinence (Brocklehurst 1984b, Abrams, Feneley and Torrens 1983). The 

commonest cause of outflow obstruction is prostatic enlargement (Norton 
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1986, Abrams, Feneley and Torrens 1983, Yeates 1976) which increases with 
age in men over the age of 55 years (Abrams, Feneley and Torrens 1983). 
Bladder outflow obstruction is rare in females; of 2124 females who 
attended a urodynamic clinic, 3.7% were so diagnosed (Abrams, Feneley and 
Torrens 1983). 

1.4.2.4 Autonomous bladder 

In the autonomous bladder, the detrusor muscle is underactive and fails 

to provide a sustained or adequate voiding contraction during micturition 
(Norton 1986). The condition is usually caused by damage to the 

peripheral nerves to the bladder or by damage to the lower spinal cord 
(Norton 1986). The sensation of bladder filling may be absent or reduced 
(Robinson 1984a); the bladder often increases in capacity and large 

residual volumes of urine (500-2,000 millilitres) may accumulate and 
result in overflow incontinence (Norton 1986, Mundy and Blaivas 1984, 
Castleden, Duffin acid Asher 1981). Diabetic neuropathy, particularly in 

middle or old age, -: )elvic injuries, lesions of the cauda equina, multiple 
sclerosis and Herpes Zoster are some of the causes (Mundy and Blaivas 
1984, Wheatley 1983, Brocklehurst 1978a). 

1.4.3 Factors affecting ability to cope with bladder 

The precise role of factors such as impaired mobility, diminished mental 
awareness or environmental limitations as predisposing or causal factors 

of incontinence is relatively unknown. The association between impaired 

mobility and incontinence, for example, may be connected with poor 
physical health, mental impairment, inaccessible toilets and lack of 
carers, factors which may cumulatively predispose towards the problem. 

A number of institutional and community surveys of elderly people were 
concerned with the relationship between incontinence and such factors. 
Comparisons between studies, however, are hindered by different methods 
of data collection, widely varying and sometimes inadequately described 

patient samples and, in some cases, lack of data about continent 
individuals with which to compare findings. 
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1.4.3.1 Immobility and related factors 

Physical restrictions which impede access to the toilet are likely to 
induce incontinence, either directly or in association with other factors 

such as detrusor instability or diuretic therapy (Green 1986, Norton 
1986, Kennedy 1984, Brocklehurst 1984a, Robinson 1984a, Williams and 
Pannill 1982, Field 1979, Millard 1979, Isaacs and Walkey 1964). A 

number of studies of elderly institutionalised patients have reported a 
relationship between level of mobility and continence status (Sier, 

Ouslander and Orzeck 1987, McCormick et al 1985, Fernie et al 1983, 

Ouslander, Kane and Abrass 1982, Isaacs and Walkey 1964). Similar 

findings have been reported in studies of elderly people living in the 

community (Resnick et al 1986, Vehkalahi and Kivelda 1985, Vetter et al 
1981). 

In contrast to these studies, Castleden, Duffin and Asher (1981) did not 
find any relationship between level of mobility and incontinence in a 

study of 100 elderly people consecutively assessed in a continence 

clinic. They concluded that mobility was not an important factor in the 

causation of incontinence in the elderly. It should be noted, however, 

that their sample was highly selected; all patients were attending a 

continence clinic and the majority were mobile. 

In addition to limited mobility, associated factors such as poor manual 
dexterity, poor eyesight, and unsuitable clothing and footware are 
frequently cited as adversely affecting an individual's functional 

ability for indepewident toileting (Norton 1986, Whitehead, Burgio and 
Engel 1984, Millard 1979). 

1.4.3.2 Mental State 

The association between impaired mental function and incontinence is well 
documented (Sier, Ouslander and Orzeck 1987, Berrios 1986, Campbell, 
Reinken and McCosh 1985, Ouslander, Kane and Abrass 1982, Arie, Clarke 

and Slattery 1976, Brocklehurst and Dillane 1966b, Isaacs and Walkey 
1964, Brocklehurst 1951). In contrast, Castleden, Duffin and Asher 
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(1981) in the study mentioned previously, found little relationship 
between mental test scores and incontinence. Differences between the 
findings of this s: udy and those mentioned above are likely to be the 

result of biases it sample selection. The study by Castleden, Duffin and 
Asher (1981) comprised of patients attending a continence clinic, the 

majority of whom were mobile, whereas in the majority of the other 
studies, mentioned above, samples comprised of hospital or nursing home 
in-patients. 

Mental impairment associated with dementia and cerebrovascular disease 

has been shown to be positively correlated with incontinence, the 

severity of the incontinence being related to degree of mental impairment 
(Barer 1989, Borrie et al 1987, Berrios 1986, Brocklehurst et al 1985, 

Campbell, Reinken and McCosh 1985, Brocklehurst and Dillane 1966b). 

Vetter et al (1981) found that clinical anxiety and depression were also 

much more common in incontinent than continent people living in the 

community. As previously discussed, it is difficult to know whether 

anxiety and depression are secondary to incontinence or whether they are 
factors in its causation. In addition, it is unclear from the study by 

Vetter et al (1981) whether anxiety or depression existed independently 

or co-existed, or resulted from, other mental impairment such as dementia 

or cerebrovascular disease. 

Conditions causing impaired mental functioning may have a direct effect 

on bladder function by damage to cortical centres controlling 

micturition. This damage is normally due to Altzheimer's disease, 

vascular dementia or a stroke (Barrios 1986, Campbell, Reinken and McCosh 
1985, Arie, Clarke and Slattery 1976, Brocklehurst and Dillane 1966b). 
The cognitive impairment and disinhibition found in these conditions may 
indirectly affect continence as a result of inability to remember or 
locate the toilet, lack of appreciation of impending need to empty 
bladder or of the social need to do so (Norton 1986, Brocklehurst 1984a, 

Robinson 1984a). 
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1.4.3.3 Psychological state 

The influence of psychological factors upon bladder function is well 
documented although their role in the causation of incontinence is 

unclear (Ory, Wyman and Yu 1986, Scott 1985, Wells 1984, Abrams, Feneley 

and Torrens 1983, Frewin 1979, Stone and Judd 1978, Brocklehurst 1973, 

Sutherland, 1971, Willington 1969, Margolis 1965, Newman 1962, Schwartz 

and Stanton 1950). Sutherland (1971) stressed that without an adequate 

consideration of psychological aspects, neither the understanding of 
incontinence nor its treatment are complete. Wells (1984) warned, 
however, against prematurely attributing incontinence to an emotional 
disorder in the absence of consideration of other causal mechanisms. 
Specific symptoms such as urinary retention (Abrams, Feneley and Torrens 

1983, Margold 1965) and urge or urge incontinence (Frewin 1972,1979) 

have been attributed, in some circumstances, to be psychosomatic in 

origin. Frewin (1979) stated that 80% of female patients with symptoms 

of urge incontinence attending gynaecology out-patient clinics belonged 

to this group, though further data to substantiate his claim have not 
been reported. 

Newman (1962) suggested that incontinence was a symptom of emotional 
breakdown in elderly institutionalised patients. Willington (1969) 

attributed the cause of psychologically induced incontinence to a loss of 
learned conditioned reflexes. He indicated the importance of negative 

stimuli such as lack of privacy or uncomfortable toileting positions, 

which exert a strong inhibitory effect on voiding behaviour, and positive 

stimuli, such as appropriate staff attitudes and the use of appropriate 

clothing that help maintain continence. Scott (1985) and Sutherland 

(1971) identified incontinence, in some cases, to be the result of 

patients' psychological coping reactions, or of defence mechanisms 

manifest in regressive, overly dependent, rebellious or attention-seeking 
behaviour. 
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1.4.3.4 Environmental factors 

The physical design, layout and facilities afforded by the environment, 
in both community and institutional settings, are considered to be 
important determinants of continence or incontinence (Norton 1986, Brink 

and Wells 1986, Hu 1982, Williams and Pannill 1982, Millard 1979). Thus, 
bed and chair height, the proximity to mobility aids, the provision of a 

working call bell system, and the location and accessibility of toilet 
facilities, among other factors, have been identified (Brink and Well 
1986, Hu 1982, Calder 1976). 

A Scottish home and health department report (1970) recommended that 

toilets be no more than 12 metres from orientated, continent elderly 
individuals. The rationale upon which this recommendation was based is 

not, however, made explicit. Interestingly, Vehkalhi and Kivelda (1985), 

and Vetter et al (1981), in surveys of the elderly living in the 

community, found no relationship between incontinence and location of 

toilet. The recommended toilet to patient ratio is 1: 6 or 1: 4 in wards 
in which patients are more dependent (Chamberlain and Stowe 1982). An 

investigation of ward facilities of 246 long-stay hospital wards by 

Norton (1967) showel that 68% of the toilets were unsatisfactory in size 

and design. Wells 1975a), in an investigation of 13 care of the elderly 

wards, found that 83% of the toilets were too small for a wheelchair, 

only one ward had the recommended number of toilets and 43% of the 

patients' beds were further than 12 metres from the toilet. More 

recently, Chamberlain and Stowe (1982) assessed the bathroom and toilet 

facilities of 21 surgical and medical wards. They found the ratio of 

toilets to patients highly variable ranging from 1: 4 to 1: 16. Of 65 

toilets inspected, 14 (22%) had room for a wheelchair and an attendant 

with the door closed, and only two wards had raised toilet seats. 

The effects of improving the physical environment have received little 

systematic research. Smith and Smith (1987) highlighted the need for 

studies to establish the extent to which incontinence can be accounted 
for by general environmental factors. Chanfreau Rona et al (1984) made 

simple environmental adaptations to the ward environment to increase the 
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sensory cues to enable elderly female psychiatric patients to visit the 
toilet. No measurable improvement of continence was observed after a two 

week period. It is doubtful, however, whether this was a sufficient 
length of time to allow for any changes in behaviour to occur. 

Anecdotal evidence describing the move of a group of elderly patients 
from a hospital ward to bungalow accommodation has highlighted beneficial 

changes in both their mental and physical functioning, which included "a 

great reduction in incontinence" (Adams 1979, Davies 1979, Northwood 

1979). 

1.4.3.5 Carers 

It is frequently claimed that carers' low expectations and negative 

attitudes may be responsible for causing or exacerbating incontinence 

(Mitteness 1987, Miller 1985a, Miller 1985b, Tarrier et al 1983, Arie, 

Clarke and Slatterly 1976, Calder 1976, Isaacs 1976, Willington 1969, 

Schwartz and Stantcn 1950). This was vividly portrayed in a published 
letter in the Nursing Times written by a 22 year old man who was admitted 
to hospital for investigations of "mild" urinary incontinence. 

"I was taken into a treatment room by a young male nurse 
who explained that they were going to try some incontinence 
aids, and he gave me a pair of plastic pants ..... 
When I felt the need to urinate and attempted to find the 
toilet, an auxiliary nurse escorted me back to my chair 
and said in a loud voice, " it's ok, you've waterproof 
pants on"..... 
After four days in that place I had "progressed" to 
wearing adult all-in-one diapers ... and was readily 
wetting myself instead of using the toilet... 
After seven days I had regressed to being totally dependent 
on aids.... 
I went into hospital, a good looking 21-year-old with 
self respect t-rd confidence. I am now totally incontinent 
of urine and rely on baby's underwear. 

(Collodine 1987) 

Brody (1977) stated that routine giving of care is less demanding on 
staff than the encouragement of self-care and that the former fosters 
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dependency. Observational studies investigating the nursing care of 
elderly people in hospital (Wright 1984, Baker 1978, Wells 1975a, Norton 

et al 1962) found that nurses focused on soiling rather than measures to 

encourage continence and that many nursing practices, such as routine 

ward toileting, frequently encouraged incontinence. Isaacs (1976) and 
Baker (1978) suggested that attending to individual patient requests for 

toileting does not readily fit into the ward routine, while the cleaning 

and changing of incontinent patients can occur at a time convenient to 

the nursing staff. Sutherland (1971) stated that many nursing procedures 

encouraged patient dependency. Evidence to suggest that patient 
dependency can be nurse-induced has been reported by Miller (1985a). She 

carried out a study to compare two different styles of nursing care, 

traditional task orientated nursing and individualised nursing care. She 

found that where traditional task allocation nursing was carried out, 

patients were significantly more physically dependent (which included 

incontinence) than patients in wards in which individualised nursing care 

took place. Similar, although anecdotal findings, have been reported by 

Savage and Widdowson (1974a and 1974b) in a psychiatric ward for elderly 

patients. Changes in work pattern from a rigid routine to more flexible 

individualised nursing was reported to produce a decrease in episodes of 

incontinence. 

Bridgewater and Christie (1974) described difficulties in changing staff 

attitudes to incontinence in a male psychiatric ward. They described the 

staff as paternal, affectionate but defeatist. A new implemented 

toileting programme was poorly accepted; staff resented the change and 

were anxious that the workload would be increased as a result of the new 

procedure. 

1.4.4 Factors influencing bladder function 

1.4.4.1 Urinary tr}pct infection 

Acute urinary tract infection is frequently cited as causing or 

predisposing to transient urinary incontinence (Norton 1986, Ouslarder 

1986, Brocklehurst 1978a, Helps 1977). An acute infection is thought to 

- 39 - 



sensitise the stretch receptors in the bladder, and, in an elderly 

person, present as incontinence associated with urgency (Ouslander 1986, 

Brocklehurst 1978a). The precise role of urinary tract infection as a 

causal factor of incontinence, however, remains uncertain (Abrutyn, 

Boscia and Kaye 1988, Ouslander 1986, Brocklehurst et al 1968), 

particularly in the elderly where asymptomatic bacteriuria is common 
(Nicolle and Ronall 1983, Brocklehurst et al 1977, Akhatar et al 1972, 

Brocklehurst et al 1968, Walkey et al 1967, Sourander 1966). Sourander 

(1966) reported an association between bacteriuria and incontinence but 

Brocklehurst et al (1968) and Yarnell et al (1981) found no such 

relationship. 

Brocklehurst (1984b) maintained that chronic bacteriuria in many elderly 

people is probably secondary to residual urine associated with bladder 

dysfunction and treatment will not affect incontinence which is likely to 

recur. 

Incontinent individuals may restrict their fluid intake (Norton 1986). 

Norton et al (198£) found that 70% of the incontinent women in their 

sample practised i; uid restriction. Low fluid intake may predispose 

toward urinary tract infection (and constipation), and concentrated urine 

itself may irritate the bladder causing sensory urgency and frequency 

(Norton 1986). Spangler, Risley and Bilyew (1984) reported that when 

they tested the specific gravity of urine specimens of 16 incontinent 

elderly nursing home residents, four were found to be dehydrated. 

1.4.4.2 Faecal impaction 

Willington (1980) claimed that the most common cause of incontinence in 

the elderly was chronic constipation although this is not substantiated 

by research. EldErly people are known to be particularly prone to 

constipation, and : onsequent faecal impaction. Constipation in the 

elderly arises from increased colonic transit time, drug therapy such as 

analgesics, diuretics and anticholinergics (section 1.4.4.3), reduced 

mobility (Tallis and Norton 1985, Avery-Jones and Godding 1972) and low 

fluid intake (Norton 1986). 
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The precise mechanisms by which constipation may lead to incontinence of 
urine have not, however, been examined. It is postulated that severe 
constipation or faecal impaction may cause urinary incontinence by 

compressing the bladder and urethra leading to outflow obstruction, 
retention of urine and overflow (Norton 1986, Brocklehurst 1985, Tallis 

and Norton 1985). Abdominal and rectal distention is also thought to 

precipitate detrusor instability in some circumstances (Tallis and Norton 
1985). Evidence from a study by O'Reagan, Yasbeck and Schick (1985) 

indicated that severe constipation can cause unstable detrusor 

contractions. Investigations of 47 children with chronic constipation, 

recurrent urinary tract infection and enuresis and/or encopresis showed 
that all had unstable bladder contractions following urodynamic 
investigation. Elimination of constipation resulted in cessation of 

urinary tract infection, enuresis and encopresis in the majority of 
individuals. The authors postulated that compression of the bladder due 

to faecel pressure might trigger unstable detrusor contractions. Faecal 

loading may stretch the pelvic floor muscles and precipitate stress 

incontinence (Norton 1986, Parks et al 1966). 

1.4.4.3 Drug therapy 

Many different types of drugs have been reported to adversely affect 
bladder function (Shimp 1988, Norton 1986, Paillard and Resnick 1984, 

Perkash 1982, Williams and Pannill 1982, Brocklehurst 1978a). 

As polypharmacy is common in the elderly, they may be particularly prone 
to drug induced incontinence (Shimp 1988, Green 1986). A recent study by 

Relater and Creason (1989) of 84 elderly incontinent females in nursing 
homes found that 70% were taking a drug having the potential to cause 

urinary incontinence. Yarnell and-St Leger (1979) in a study of a random 

sample of 388 elderly people living in the community found increased drug 

use was positively related to prevalence of incontinence although they 
did not specify the nature of the drugs used. In contrast, a study of 
437 elderly patients admitted to a long-term care hospital found that 

incontinent patients were receiving slightly fewer diuretic and sedative 
drugs than those wh) were continent (Jewett et al 1981). A study of 363 
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elderly patients admitted to medical and surgical wards by Sier, 
Ouslander and Orzeck (1987) found no difference between continent and 
incontinent individuals in the use of anticholinergic, psychotropic or 
diuretic drug therapy. A study of elderly, predominantly community 
dwelling individuals, however, found that incontinence was significantly 
related to the use of diuretics (Vehkalahti and Kivelda (1985). 

Diuretics, particularly the rapid-acting loop diuretics, can cause 
frequency, urge and urge incontinence (Ouslander 1986, Brocklehurst 
1984a, Paillard and Resnick 1984, Willington 1975c). 

Reduction in bladder contractility and retention of urine may be caused 
by anticholinergic, antidepressant, anti-Parkinsonian, phenothiazine and 

antihistamine drugs (Perkash 1982, Williams and Pannill 1982, 

Brocklehurst 1978a). 

Beta blockers (eg. propanolol) can increase urethral pressure and cause 

voiding difficulties leading to retention of urine (Norton 1986, Perkash 

1982). Progesterone can lower urethral resistance and cause stress 

incontinence (Perkash 1982). Norton (1986) stated that diazepam may also 
lower urethral resistance. Psychotropic, sedative and hypnotic drugs may 

cause over-sedation, confusion and immobility which can reduce an 
individual's response to micturition cues or ability to get to the toilet 
(Paillard and Resnick 1984, Norton 1986, Williams and Pannill 1982, 

Willington 1975c). Castleden and Davies (1987) reported that 55% of 

those aged 85 years given 10 milligrams of nitrazepam at night were found 

to be sedated the next day; it is not clear whether this is a clinical 

observation or a research finding. 

Alcohol may also cause frequency, urgency, sedation, confusion and 
immobility (Ouslander 1986, Paillard and Resnick 1984), all of which may 

predispose to urinary incontinence. Beverages such as coffee, tea and 

cocoa contain caffeine, a diuretic, which stimulates micturition (Brink 

1988). 
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1.4.4.4 Endocrine Disorders 

The effect of diabetic neuropathy on bladder function has been discussed 

in section 1.4.2.4. Diabetes mellitus and insipidus may also cause 
polyuria with consequent effects on bladder function (Norton 1986). 

Oestrogen deficiency in post-menopausal women causes atrophic changes in 
the vagina and urethra which may cause or exacerbate incontinence 
(Brocklehurst 1984x, Robinson 1984a). Cardozo et al (1986) found that 
the level of circulating oestrodial in post-menopausal women negatively 
correlated with symptoms of urgency, thus leading them to conclude that 

oestrogen withdrawal influenced lower urinary tract function. 

Hilton and Stanton (1981) found that 37% of 100 incontinent elderly women 
attending a continence clinic had atrophic vaginitis. Robinson (1984b) 

reported a much higher figure in her study. She found that 77% of 219 

women attending a continence clinic (mean age 79 years) had atrophic 

vaginal mucosa when examined, and of these, 81% of the clinical diagnoses 

were histologically confirmed. She found that a third of the patients 
who were treated , ith oestrogen alone, 53% of those on oestrogen and 
other drugs such as anticholinergic and/or antibiotic therapy, and 44% of 
those treated without oestrogen, with or without other drug treatment, 
became dry. She concluded that oestrogen deficiency may contribute to 
incontinence in the presence of other factors but it was not a major 
cause of incontinence in its own right. 

1.4.5 The effect of ageing on bladder function 

Whilst it is generally assumed that bladder function diminishes with 
increasing age, current knowledge about age changes in the lower urinary 
tract and the neurological mechanisms controlling micturition is scanty 
(Brocklehurst 1984b1,. Little information concerning bladder function in 
"normal" elderly people is available (Brocklehurst 1984b, Abrams, Peneley 

and Torrens 1983). A progressive deterioration of renal function and 
structure has been shown to accompany ageing (Anderson and Brenner 1987). 
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Brocklehurst (1985) stated that the main histological changes with age 
are diminished thickness of bladder epithelium and some replacement of 

smooth urethral muscle by connective tissue. Trabeculation and 
diverticulae of the bladder, in both sexes, are common (Staskin 1986, 
Brocklehurst 1985). Cystometric studies by Brocklehurst and Dillane 
(1966a) in 40 elderly, continent females found that bladder capacity and 
compliance, as well as the ability to postpone voiding were diminished. 

Post-voiding residual urine was increased to more than 100 millilitres in 
73%, and 42% of tr : women leaked urine during bladder filling. Staskin 
(1986) suggested that fibrotic changes induced by radiation, chronic 
infection, interstitial disease, chronic overdistention and long-term use 

of indwelling catheters may be contributory factors which reduce bladder 

compliance. The closing pressure of the urethra is also diminished in 

elderly females, which Brocklehurst (1982) has suggested may be related 
to replacement of the smooth muscle by collagen. Oestrogen depletion may 

also affect the urethral closing mechanism, and can lead to stress 
incontinence (Staskin 1986, Brocklehurst 1982). Staskin (1986) stated 

that it is generally accepted that benign prostatic hypertrophy is a 

pathological condition associated with ageing in men. 

According to Brocllehurst (1982), the most important age associated 

change in control of bladder function is that which occurs within the 

central nervous system. The long and complex nerve tracts might be 

affected by what Brocklehurst (1984b) termed "neuronal fall-out" in the 

neo-cortex and cerebellum. This may affect cortical inhibition of spinal 

reflex activity, allowing spontaneous bladder contractions to occur 

causing urgency and diminished bladder capacity, both of which predispose 

towards incontinence (Brocklehurst 1982). Whether these alterations in 

central nervous control reflect true ageing changes or are associated 

with age-related disease (eg. Alzheimer's disease, cerebrovascular 
disease) remains unclear. 

There is evidence that the pattern of micturition alters with age. 
Brocklehurst et al (1971) and more recently Hale et al (1986), among 

others, have found nocturia to be a very common symptom in elderly men 
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and women living in the community. Nocturia appears to become more 
common and severe with increasing age (Brocklehurst et al 1971). 

Resnick and Yalla (1985) and Manley (1984a) stated that the elderly are 

more susceptible to incontinence than younger people because of the 

additional pathological, physiological, pharmacological and psychological 
factors from which they are at risk. Brocklehurst (1985) suggested that 
there are factors which lead to inefficient and impaired bladder function 

with which an elderly person can cope provided her environment is 

undisturbed. There are also a number of precipitating factors, however, 

which may tilt the balance so that the elderly person with impaired 
bladder control is no longer able to maintain continence. 

1.5 CONSEQUENCES OF INCONTINENCE 

1.5.1 Physical implications 

Problems related to the skin and urinary tract infections are the two 

most commonly cited complications of urinary incontinence (Norton 1986, 

Ouslander, Kane and Abrass 1982, Willington 1975e). Willington (1975e) 

reported that patients with urinary incontinence who were immobile were 
four times more likely to develop a pressure sore than those who were 

continent. Urine (and/or faecal) contamination of the skin can cause 

skin irritation and provide a damp, warm environment in which bacteria 

can proliferate (Notton 1986, Malone-Lee, Pluck and Exton-Smith 1984). 

Dermatitis is the commonest type of skin reaction; the dermis becomes red 
and swollen and the epidermal cells become separated by oedema (Malone- 

Lee, Pluck and Exton-Smith 1984). 

A survey of 172 incontinent elderly men found that 50% had skin 
eruptions, 20% small erosions and 2.5% pressure sores (Koskard 1964). Hu 

et al (1984) in a study of 33 incontinent nursing home residents found 

that 50% had rashes or skin redness and 3.0% had pressure sores; 35% of 
the patients required skin medication and related nursing care. 
Ouslander, Kane and Abrass (1982) in a study of 842 elderly nursing home 
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residents found that skin breakdown and urinary tract infection occurred 
in 45% of the patients with incontinence; these problems being more 
common in patients with indwelling catheters. These studies do not, 
however, compare their findings with matched samples of continent 
patients. 

Complications associated with the use of indwelling catheters are well 
documented and will not be considered here (Burkitt and Randall 1987, 
Platt 1982, Warren et al 1982, Ekelund 1979, Garibaldi et al 1974). 

The risks, if any, regarding the use of body worn pads, or pads and pants 
do not appear to hs. ve been evaluated. Norton (1986) suggested that women 

wearing incontinence pads have an increased risk of acquiring a urinary 
tract infection but does not substantiate the claim. There is evidence, 
however, that male sheath drainage systems may cause severe skin damage 

when used incorrectly (Jayachandan et al 1985), and may also cause 
urinary tract infection (Ouslander, Greengold and Chen 1987). 

A study by Norton (1981) on the effects of urinary incontinence upon the 
lifestyles of 55 women attending a urodynamic clinic identified that 

smell was perceived to be a problem by 47.3% of the sample. In the United 
States, Mitteness (1987), in a study of 30 elderly incontinent people 
living in the com mnity, reported that smell was considered by the 
sufferers to be one of the most stigmatising components of the problem. 

1.5.2 Psycho-social implications 

The sufferer 

Urinary incontinence is assumed to have far reaching adverse psycho- 
social consequences for the sufferers, their families and carers (Herzog 

and Fultz 1988, Norton et al 1988, Mitteness 1987, Wyman et al 1987, Ory, 
Wyman and Yu 1986, Wells 1984, Cantanzaro 1981, Norton 1981, Sutherland 
1971). Wells (1984) suggested that incontinent individuals may become 

preoccupied with toileting frequently, checking their clothing 
continually for possible signs of leaking urine, and carrying additional 
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clothing. Herzog and Fultz (1988) stated that incontinent people may 
never feel at ease and may always be on guard, since an episode of 
incontinence may occur with little or no forewarning. Lowered self- 

esteem, embarrassment and shame have been associated with the condition; 
feelings which are likely to leave the incontinence sufferer feeling 

vulnerable and self-conscious (Herzog and Fultz 1988, Norton et al 1988, 
Norton 1981). Indeed, losing control over a basic bodily function, such 
as continence, may give rise to a sense of helplessness and 
demoralisation (Herzog and Fultz 1988). 

The personal impact of incontinence was graphically portrayed by Pay 
(1987). She stated: 

"For a woman paraplegic coping with incontinence is 
by far the most daunting problem, outstripping the 
limitations on mobility posed by life in a wheel-chair, 
which popular misconception sees as the greatest handicap". 

Studies by Norton (1981) and Norton et al (1988) identified considerable 
emotional and social distress in women who were either incontinent or 
suffering other bladder dysfunction. 

Norton (1981) administered a questionnaire to 55 women (mean age 50 

years) attending a urodynamic clinic. All respondents considered that 
incontinence had afected at least one sphere of their daily life; the 

major problems were in social and mental well-being and included sexual 
difficulties. The severity of incontinence was not associated with 
perceived psycho-social impact. 

Norton et al (1988) similarly examined the effect incontinence, or 
urinary symptoms of urge and/or frequency, had upon 201 females (16-86 

years) consecutively assessed in a continence clinic. Forty eight 
percent reported feeling odd and different because of their bladder 

problems, two fifths felt less attractive and a quarter avoided other 
people. Forty percent avoided sexual activity, two thirds attributing 
this to their urinary problems. More than half reported that urinary 
symptoms affected taeir work. A study cited by Herzog and Fultz (1988) 
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demonstrated a relationship between incontinence and diminished 

participation in sports, exercise and active hobbies among older men. 
Mitteness (19R7), in the study discussed previously, reported that self- 
imposed social isolation, as a result of being incontinent, can be 
devastating to the individual concerned. Several incontinent individuals 

in her sample (the precise number is not reported) mourned the loss of 
intimate personal relationships with members of the opposite sex. They 

wished to have such relationships but felt that their incontinence was an 

insurmountable barrier. 

Vetter, Dee and Victor (1981) found that elderly incontinence sufferers 

were less likely to visit, or be visited, by friends than those who were 

continent. CantE.. nzaro (1981) explored the personal and social 

implications of bladder dysfunction in middle-aged adults with multiple 

sclerosis (the number of subjects is not reported). Shame and feeling 

different were the predominant emotions described. 

The relatives/carers 

The care of individuals with incontinence is an aesthetically unpleasant 

and time consuming task (Ory, Wyman and Yu 1986, Norton et al 1962). 

Noelker (1983), in the United States, studied 614 families who were 

looking after eldirly relatives and found that incontinence was 

significantly assoc_. ated with the carers' reports of stress (conflict 

with relatives, restriction of activities). Carers found care-giving 

burdensome. An earlier study by Sanford (1975), in the U. K, found that 

the majority of supporters of elderly relatives at home tolerated urinary 

incontinence surprisingly well, although this was not the case for faecal 

incontinence. Schwartz (1977) examined the personal reactions to the 

problem in those suffering incontinence. He reported that a "mutual 

pretence" between sufferer and nurse existed whereby each saw the other 

as unconcerned about the problem. Incontinence may be viewed by some 

carers as a normal result of ageing (Herzog and Fulton 1988, Mitteness 

1987). As a consequence, health professionals, relatives and patients 

- 48 - 



themselves, may subscribe to the notion that not much can be done to 
alleviate the problem (Herzog and Fulton 1988). 

There is evidence to suggest that nurses' attitudes may be related to the 

characteristics of the patients for whom they care. Studies have shown 
that nurses do not value as highly those patients who place extra demands 

on them by soiling themselves or the environment, compared to patients 
who do not exhibit such behaviour (Hardy 1981, Brown 1971). In the 
United States, a study by Brown (1971) examined nurses' attitudes towards 
nursing elderly patients in hospital, and found that the highest 

correlations were achieved between negative attitude scores and 
environmental soiling behaviour. Hu et al (1984) analysed the reactions 
of nursing home st iff towards the care of incontinent patients by means 
of an incontinence stress index. Of 156 nurses and nursing aides who 
participated, half reported that they felt frustrated, tired, discouraged 

and irritable some of the time and a third were depressed about their 

work because of incontinence. A substantial proportion were upset by the 

extra work involved and wanted to resign from their job because of the 

problem. A third felt guilty about having negative feelings towards 

patients who were incontinent. Ory, Wyman and Yu (1986) among others, 
suggested that carers commonly sublimate their negative feelings and 

compensate for this by over-indulgence and excessive "caring". 

1.5.3 Economic imp'. ications 

Little up-to-date research has addressed the economic impact of urinary 
incontinence in the U. K.. Smith, in 1982, estimated that the National 
Health Service spent approximately 36 million pounds a year on 
incontinence equipment and that 24 million of this sum was spent on 
incontinence pads and pants alone. He indicated that the large costs to 
the health service could be reduced by identifying more clearly the 

problem and by more appropriate management of incontinence. 

The economic implications of urinary incontinence in the United States 
has been reviewed in detail by Hu (1986). Hu claimed that, to date, the 
most comprehensive study to evaluate the cost of urinary incontinence has 
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been carried out by Ouslander and Kane (1984). They undertook a detailed 

examination of the cost implications of incontinence in nursing homes. 
Direct costs of the management of incontinence, supplies laundry and 
labour were calculated as well as indirect costs which comprised the 

management of the complications of incontinence. Direct costs were 
estimated as $3-$11.00 per patient per day. When the direct and indirect 

costs were estimated, they suggested that incontinence cost the U. S. 

national economy $8.1 billion (at 1986 prices). Hu (1986) noted that for 

economic reasons alone there is a strong incentive to reduce the problem 
of incontinence. 

Few studies have evaluated the economic costs of incontinence for the 

sufferers or carers. Townsend et al (1981) assessed the cost incurred by 
families caring for incontinent severely handicapped children. They 
found that in spite of the attendance allowance, an average of seven 
pounds a week remained uncompensated (at 1977/1978 prices). 

1.6 THE ASSESSMENT OF URINARY INCONTINENCE 

1.6.1 Identification of the problem 

There is evidence to suggest that the majority of people affected by 
incontinence remain largely unknown to health professionals. Community 

surveys by Feneley et al (1979) and Thomas et al (1980) have investigated 
the prevalence of incontinence (as discussed in section 1.3.2.1). 

Both studies found the prevalence of urinary incontinence far in excess 
of that already known to the health and social services (section 
1.3.2.1). Thomas at al (1980) found that one in five of the two thirds 
of people who had not sought help stated that they suffered from 
"moderate" incontinence (defined as requiring extra laundry or pads with 
some restriction of activities) to "severe" incontinence (defined as 
requiring extra laundry or pads, activities restricted and help required 
from others). 
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There are several factors which may be responsible for this apparent lack 

of awareness on the part of the health professionals. These factors can 
be divided into two broad categories: - 

a) Presentation of the problem by the sufferer. 

b) Recognition of the problem by health professionals. 

a) Presentation of the problem by the sufferer. 
There is evidence that, for a variety of reasons, a considerable 

proportion of sufferers with incontinence fail to report the problem to 

health professionals. 

Manley (1984a), referring to incontinence, comented that: 

"Many people go to extreme lengths to hide the disability 
which may only come to light with a hospital admission 
for an unrelated illness". 

Incontinence is a symptom which, because of potential social and 

psychological implications (Norton et al 1988, Norton 1984, Catanzaro 

1981), sufferers may deny (Sier, Ouslander and Orzeck 1987) or be 

unwilling or reluctant to discuss (Yarnell et al 1981). Tolerance of 

urological symptoms, including incontinence, particularly in women, 

appears to be wide (Mitteness 1987, Yarnell et al 1981, Morrell 1976, 

Wolin 1969). Also, elderly people may accept the disability as a natural 

concomitant of ageing (Mitteness 1987, Williamson 1981). Mitteness 

(1987), in the United States, in her study of 30 elderly, incontinent 

people living in the community, and found that 58% of the sample believed 

that incontinence was the result of a normal process of the body 

weakening with age. One third of the sample had never mentioned their 

incontinence to their doctor, which Mitteness attributed to the fact that 

many believed incontinence was a normal, irreversible part of the ageing 

process. 
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The study carried out by Norton et al (1988), as described in section 
1.5.2, investigated the reasons why women who suffered urinary symptoms 
had delayed seeking medical help. Of the 60 incontinent women (age range 
from 17 years to 87 years) who completed a questionnaire, 48.3% had had 

urinary symptoms for more than three years and a third had been troubled 
for more than seven years. Less than a quarter of the women (13 in 

number) had sought advice from their general practitioner at the onset of 
urinary symptoms. Delay was significantly associated with age; the 

proportion of womer, aged 65 years and over who delayed consultation more 
than five years was twice that of women under 35 years. The most common 

reason for delay in seeking help was that patients hoped that symptoms 

would get better spontaneously (61%) while a considerable proportion of 

women (30%) also felt too embarrassed and ashamed to consult their 

general practitioner. The study by Wolin (1964), in the United States, 

which investigated the prevalence of stress incontinence in young, 
healthy nulliparous women revealed that none of those affected by stress 
incontinence had ever sought medical attention, either because they felt 

ashamed or because they did not perceive the incontinence as abnormal and 

therefore tolerated it. 

Hald (1975) referred to what he termed the "iatrotropic" threshold and 

suggested that the intensity by which people seek medical advice for 

incontinence depends on the therapeutic resources which are available. 

If no such resources are available, or if individuals are unaware of 

their availability, they are less likely to perceive the problem as being 

potentially remediable and as a consequence are unlikely to actively seek 

professional advice. 

b) Recognition of the problem by health professionals 
Several studies have suggested that health professionals may either be 

unaware of, or fail to acknowledge incontinence as a problem in patients 
for whom they care. Much of the data in these studies were collected 
from doctors and relatively little information concerning nurses and 

their awareness of the problem is available. 
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In the study by Mitteness (1987), reported previously, almost half (48%) 

of the 21 doctors whom patients had consulted concerning their 
incontinence were perceived, by the sufferers, as ignoring or dismissive 

of the problem. The doctors' comments included telling the patient that 
incontinence was an irreversible part of ageing, that there was no 
treatment for incontinence, or that the patient was too old for 

treatment. 

An early study by Williamson and colleagues (1964) investigated the 

occurrence of health problems in elderly people living in the community. 
They discovered a great disparity between those conditions in their 

patients about which general practitioners were aware and those which 

were unknown to CUs. To the general practitioner, the presence of 

urinary dysfunction in their patients was largely unknown. 

Similarly, a more recent community study of elderly people by Ebrahim et 

al (1987) found that the number of health problems identified by the 

researchers at interviews was always greater than those recorded in the 

general practitioner's case notes. Of seven patients identified as being 

incontinent at interview (as defined by Thomas et al 1980), none were 

recorded as such when the medical case notes were subsequently checked. 
The general practitioners' awareness of these unrecorded problems in this 

study was not queried. Interestingly, the authors noted that eliciting 
information from elderly people concerning incontinence often required 

persistent and careful questioning. It appears that the way in which 
information is elicited is also an important determinant in identifying 

the problem. Milne (1972) interviewed a sample of elderly people living 

in the community and found that minor differences in the use of 

terminology - using the word "wet" instead of "lose control" - produced a 
dramatic reduction in the extent to which incontinence was admitted from 

30% to 5%. 

Littlewood (1984) investigated the management of the incontinent elderly; 
her sample was small but of 14 patients considered to be incontinent 
(defined as those receiving incontinence pad supplies) only two had the 

problem identified at the time of referral to the district nursing 
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services. In this study, it is unclear whether the problem was known to 
health professionals but unrecorded prior to referral. Similar results 
have been observed by Sullivan and Lindsay (1984) in the United States; 
their longitudinal survey of the incidence, prevalence and duration of 
incontinence in elderly patients admitted to acute hospital wards 
revealed that none of those who remained incontinent prior to discharge 
home (38 in number) Had the problem identified in the nursing discharge 

records. 

In institutional care, it is often assumed that incontinence is less 

likely to be overlooked (Norton 1986). There is evidence, however, that 
incontinence is often not recorded, and health professionals may not, 
therefore, be aware of the problem. Discrepancies between the prevalence 

of incontinence known to the care-givers and that which is documented in 

the medical records have been highlighted in several institutional 

surveys in the United States (Sier, Ouslander and Abrass 1987, Riberiro 

and Smith 1985, Starer and Libow 1985, Ouslander, Kane and Abrass 1982). 

Comparable studies for the U. K. have not been undertaken. 

Ouslander, Kane eýad Abrass (1982), in the, United States, defined 

incontinence as "uncontrolled leakage of urine regardless of amount or 
frequency" and relied on nursing staff to identify patients amongst 

nursing home residents. Information obtained was verified by checking 

the medical records as well as by interviews with patients and nursing 

staff who were familiar with the patients. Nurses identified 50% of the 

total in-patient population as being incontinent, yet only 14% of these 

patients had been identified as such in the medical records. 

Similarly, a survey by Ribeiro and Smith (1985) using the same 
definition for incontinence as Ouslander, Kane and Abrass (1982), found 

that of the 55% of nursing home patients identified as incontinent by the 

nursing staff the problem was recorded in the medical documentation in 

only 5%. 

In a retrospective review of medical and nursing charts in a nursing home 
(Starer and Libow 1985), nurses had documented incontinence in 62.4% of 
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cases whilst the modical notes had recorded incontinence as a problem for 

only 10% of the re: dents. 

Another study by Sier, Ouslander and Orzeck (1987), in an acute-care 
hospital, found that medical records, whilst identifying incontinence 

more frequently than in the preceding studies, still omitted the problem 
in over half (56%) of the elderly patients observed to be incontinent by 

nursing staff. 

It is unclear from the studies described above whether the physicians 
concerned were aware of the problem in those patients for whom they had 

omitted to record the symptom, or whether the under-recording reflected a 
lack of awareness of the true extent of incontinence in the patients for 

whom they cared. 

In the U. K., Dunn et al (1987) have evaluated an audit form for use on an 

acute admissions unit for the elderly. Enquiry at admission into 

problems commonly encountered in the elderly such as falls, incontinence 

and memory impairment was found to be unreliable. Of 41 patients 

audited, just over half (22 in number) had been asked about incontinence 

by the admitting doctor. 

There is some evidence in the literature to suggest that nursing staff 

may not always be aware of the problem. Littlewood (1984) in the study 

previously discussed, found that of the 14 patients identified as 
incontinent only fiv,,, e had been identified as such in the district nurse's 

records. 

Ring (1979), during a survey of causes of incontinence in elderly females 
in a psychiatric hospital, noted problems among nursing staff in the 
identification of incontinent patients. She found widely varying 

opinions among the nursing staff, particularly concerning information 

about incontinence at night. 

Similar findings were observed by Smith et al (1975), when investigating 

problems involved in toilet training mentally handicapped adults in 
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hospital. Discrepancies between different nurses and their ability to 
identify patients who were incontinent were observed. In an attempt to 

measure these discrepancies, a small inter-rater reliability study was 

carried out on one ward, using two nurses who knew the patients well to 

rate the degree of incontinence. Overall agreement was found to be only 

about 50%. 

In the United States, Sier, Ouslander and Orzeck (1987) noted that 

nursing staff were not always completing the patients' bladder charts, 
designed to monitor episodes of incontinence as part of the study 

protocol. This failure occurred despite support from nurse 

administrators and repeated in-service training sessions by the research 

team. They suggested that this failure to complete charts may be a 

contributory factor towards the under-reporting of incontinence. 

1.6.2 The definition of assessment 

Urinary incontinence is a symptom not a diagnosis (Blannin 1984, 

Brocklehurst 1978a, Josephs 1983, Hald 1975), thus, in order to select 

the most appropriate treatment or method of management, it is essential 

first to identify the underlying cause or causes of the problem (Ribeiro 

and Smith 1985, Blannin 1984, Brocklehurst 1978a, Williams and Pannill 

1982, Hald 1975). 

Common usage of the term "assessment" within nursing refers to a planned, 

systematic and continuous process of collecting data in order to identify 

actual or potential patient problems (Carpenito 1983, McFarlane and 

Castledine 1982). In medical spheres, "assessment", particularly in the 

North American literature, is often used interchangeably with the term 

evaluation to describe the method by which a diagnosis is derived. 

In spite of semantic variations, the process of making an assessment is 

essentially similar in both nursing and medical practice (Henderson 

1987). Data are systematically collected and analysed in order to arrive 

at some tentative hypothesis about the problem, or problems, an 
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individual patient may be experiencing and the causes of these problems 
(Marriner 1983, Mayers 1983, Kron 1976 (see Figure 2). 

The product of the assessment (diagnostic) process is a statement, either 
as a medical diagnosis usually stated as a disease or disability, or a 
nursing problem often stated as a deficiency in a daily living activity 
(Henderson 1987, Mayers 1983, Marriner 1983, McFarlane and Castledine 
1982, Kron 1976). Intrinsic within assessment is clinical inference 

which, if accurate, may lead to the identification of possible cause or 
causes of the problem or diagnosis (Marriner 1983, Roebottom 1981, 
Aspinall 1976, Kror 1976, Hamdi and Hulemyer 1970). 

1.6.3 Methods of assessment 

Methods available for the assessment of incontinence are reviewed in this 

section. These have been broadly categorised according to two clinical 
data collection skills as follows: 

Interviewing 

Observation and measurement 

1.6.3.1 Interviews: tg 

Marriner (1983) described interviewing as "a method of learning about 

people through purposeful, goal-directed communication. " Within medicine 
and nursing, this usually takes the form of a history (McFarlane and 
Castledine 1982, Seward and Mattingly 1979) taken from the patient 
and/or his relatives, friends or carers. 

The history of the complaint is considered to be an important foundation 
for the assessment of urinary dysfunction (Abrams et al 1987, Glezerman 

et al 1986, Leach and Yip 1986, Norton 1986, Ouslander 1986, Shah 1984, 
Wein 1984, Williams 1983, Bates 1978, Frimodt Moller 1978, Robertson 
1974). The content of the history may vary according to the type of 
clinical setting in which it is elicited (for example a gynaecology out- 
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patient clinic, ge_ieral practitioner's surgery or ward for the elderly). 
A consensus of opinion on the major areas to be included, however, does 

appear to exist. 

In both the medical and nursing literature, fundamental components of the 
history include a description of the types of urinary symptoms 

experienced (for example nocturia, frequency or hesitancy), together with 

specific details of episodes of incontinence (such as amount of urine 
lost and the circumstances in which it occurs) as perceived by the 

client/patient (Leach and Yip 1986, Ouslander 1986, Brocklehurst 1984a, 

Shah 1984, Abrams, Feneley and Torrens 1983, Thompson 1983, Williams and 
Pannill 1982, Willington 1980, Cardozo and Stanton 1978, Bates 1978, 

Norton 1980, Blannii 1984). 

It is generally assumed that an indication of the underlying cause of 

urinary incontinence may be identified from an enquiry into the symptoms 

experienced by the patient (Wells 1987, Blannin 1984, Brocklehurst 1984a, 

Feneley 1984, Robinson 1984, Cardozo 1980, Fridmodt-Moller 1978). 

However, the extent to which symptoms may provide diagnostic information 

is relatively unknown. Many consider symptoms to be unreliable 
diagnostic indicators (Stephenson and Wein 1984, Castleden, Duffin and 

Asher 1981, Stanton 1977, Moolgoaker et al 1972). 

A number of researchers have attempted to evaluate the usefulness of 

particular symptoms (and signs at clinical examination) in identifying 

the underlying causas of incontinence. Cantor and Bates (1980) compared 

findings obtained following urodynamic investigation of 214 incontinent 

women with their urinary symptoms. Results showed that nocturia, 

nocturnal enuresis and urge incontinence were the most reliable symptoms 
distinguishing patients with detrusor instability (DI). The results 

suggested that 64% of patients with one of these symptoms had DI; in 

patients in whom two or three of the symptoms were present, the incidence 

of DI rose to 76% and 81% respectively. According to Cantor and Bates 

(1980), if a female has any of these "key" symptoms she should be 

assumed to have an unstable bladder until shown otherwise by urodynamic 

investigation. Frequency, defined as voiding in the day-time at average 
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intervals of two hours or less, and urgency, were found to be poor 
discriminators between those with other causes of urinary incontinence. 

Earlier, Farrar et al (1975) found that when urge incontinence was 
associated with persistent frequency and nocturia, there was a positive 
correlation with a urodynamic diagnosis of detrusor instability. They 

concluded that it was possible to offer a guide on the presence or 

absence of detrusor instability on the basis of symptoms, but it was 
important that a detailed and careful history of micturition was 
reported. 

More recently, Diokno, Wells and Brink (1987) found that of 338 

incontinent women examined, 318 females gave a history of stress 
incontinence and/or demonstrated stress urine loss at physical 

examination. Eighty five percent of the 318 women were subsequently 
found, on urodynamic investigation to have genuine stress incontinence 

alone or in association with another diagnosis. Of 94 women who had a 

diagnosis of urge incontinence based on history, 38% demonstrated DI only 

or in combination with genuine stress incontinence during urodynamic 
investigation, and half demonstrated stress incontinence alone. Thus, 

Diokno, Wells and Brink (1987) concluded that clinical assessment was a 

good indicator of urethral incompetence but not of detrusor instability, 

contrary to the claims made by Cantor and Bates (1980) and Farrar et al 
(1975). Diokno, Wells and Brink (1987) stated that selected questions 

and self-recorded diary data, as well as physical examination, may be 

very useful in determining the urological diagnosis. 

Studies by Glezerman et al (1986), Farrar et al (1975) and Smith (1972) 

have found that minimal urine loss related to physical activity has a 
high predictive value for stress incontinence. 

Parkin and Davis (1986) assessed the value of the visual analogue scale 
in the diagnosis of urinary incontinence in women. Thirty five women 

assessed in a urodynamic clinic because of incontinence were asked to 
indicate the severity of their urinary symptoms by marking a 10 

centimetre analogue scale. Analogue scores obtained were statistically 
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different in women urodynamically diagnosed as having detrusor 
instability comparad to those with genuine stress incontinence. Women 
with detrusor instability tended to score higher (mean score 62.1 

millimetres) than women with genuine stress incontinence (23.3 
millimetres). A recent study by Frazer,. Sutherst and Holland (1987) has 
assessed the usefulness of this technique in a larger sample of 110 

women. Although confirming a significant difference in mean scores 
between the two groups, the area of overlap was large. They considered 
that a clinically useful separation between the two groups could not 
therefore be demonstrated by the use of such an instrument. 

Other studies, including those by Hilton and Stanton (1981), Castleden, 
Duffin and Asher (1981) and Eastwood (1979), have all reported little 

correlation between signs and symptoms and urodynamic diagnoses in groups 
of elderly people tout-patients and/or hospital in-patients). Much of 
the data obtained in the studies described above refer to selected 
patient groups. Patients are likely to be referred for urodynamic 
assessment as a result of treatment failure (Williams 1983) or because of 
atypical or complex symptomatology (Cantor and Bates 1980). The 
interpretation of these results may therefore, be limited and may not be 

representative of the incontinent population as a whole. 

Other relevant areas of enquiry concerning the client's/patient's 

previous, as well as current medical history, have included 

gynaecological, obstetric, urological and neurological complaints (Leach 

and Yip 1986, Norton 1986, Shah 1984, Abrams, Feneley and Torrens 1983, 

Cardozo and Stanton 1983, Frimodt-Moller 1978). Others have suggested 
that enquiry into psychiatric or psychological problems are important and 

should also be included in the history (Thompson 1983, Norton 1980, 

Cardozo and Stanton 1978). Associated faecal incontinence should also be 

noted (Norton 1986). 

Other factors frequently considered for inclusion are questions relating 
to fluid intake (Ouslander 1986, Shah 1984, Thompson 1983, Norton 1980), 

past and current medication (Leach and Yip 1986, Ouslander 1986, Thompson 
1985, Abrams, Feneley and Torrens 1983, Williams and Pannill 1982, Norton 

- 61 - 



1980, Brocklehurst 1978a, Stanton 1978, Robertson 1974) and bowel habits 
(Ouslander 1986, Brocklehurst 1984b, Thompson 1983, Cardozo and Stanton 
1978). Enquiry should be made into functional ability (mobility, manual 
dexterity, eyesight) (Williams and Pannill 1982, Norton 1980), home 

environment (availability and accessibility of toilet facilities) 
(Ouslander 1986, Norton 1980), and type and number of incontinence aids 
if used (Norton 1980, Frimodt-Moller 1978). 

Associated sexual, social or financial problems (Ouslander 1986, Shah 
1984, Norton 1980, Frimodt-Moller 1978) are also considered important in 

attempting to assess the impact of incontinence upon the sufferer. 

Norton (1986) discusses the nursing contribution towards assessment and 

comments that: - 

"It is vital that whoever is taking the history has a 
sound basic knowledge of the subject and knows what 
questions to ask". 

Many have advocated, the use of standardised questionnaires or checklists 

to elicit information during the history (Blannin 1984, Shah 1984, 

Abrams, Feneley anc Torrens 1983, Norton 1980, Cardozo and Stanton 1978, 

Frimodt-Moller 1978, Robertson 1974, Barry and Hodges 1973, Hodkinson, 

Ayers and Drukker 1963). The evaluation of different methods of history 

taking and their contribution towards the assessment of incontinence, 

however, has been limited. In the United States, a study by Barry and 
Hodges (1973) compared the information obtained by patient completed 

questionnaires to that recorded during usual history taking by the 

medical staff in 27 male patients attending a urology clinic. Results 

showed that the questionnaire elicited major urological symptoms that 

were not elicited by the medical staff in 70% of cases. The medical 
staff elicited major urological symptoms missed by questionnaire in 33% 

of cases. Intere8tingly, the information most often missed during 

history taking, bit detected by questionnaire, related to sexual 

problems. The authors concluded that the questionnaire elicited more 

complete information about urological symptoms because more time was 

- 62 - 



available for the patient to identify problems. Sexual difficulties 

associated with urinary incontinence may have been less embarrassing for 

the patient to adnit and describe in a questionnaire, than during an 
interview with Cie doctor. Whilst advocating the use of such 

questionnaires as an adjunct to history taking, the authors recognise the 

unsuitability of such methods with illiterate, unco-operative, severely 
ill or mentally impaired patients. 

Several difficulties in obtaining a history relating to bladder 

dysfunction have been observed. The inaccuracy with which some patients 

recall their symptoms is widely acknowledged (Ouslander 1986, Shah 1984, 

Abrams, Feneley and Torrens 1983, Stanton 1978). 

Williams (1983), Eastwood (1979) and Yarnell and St. Leger (1979) amongst 

others, have noted specific problems in the elderly (eg. poor memory, 
hearing impairment). A study by Milne, Hope and Williamson (1970) 

emphasised the limitations of using questionnaires to elicit reliable 

information concerning bladder symptoms in the elderly. Interviews with 

30 elderly people living in the community were conducted on two different 

occasions (at an interval of two months). The percentage disagreement 

between replies about incontinence was found to be 60%. 

Jewett et al (1981), in a study to investigate urinary dysfunction in 

elderly patients admitted for long-term hospital care, showed that 

obtaining reliable information posed a significant problem for the 

investigators. Part of the difficulty was attributed to the fact that 

27% of the sample suffered some form of mental disorder, while 30% were 

unable to give a history about their own health. Similar findings were 

reported by Fernie et al (1983). 

Methods of data collection as well as the interpretation, by respondents, 

of questions asked may also influence the quality of the information 

obtained (Milne et al 1972) as previously discussed in section 1.3.1 and 

section 1.6.1. 
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It is widely believed that the clinical history alone may be inadequate 

in helping to differentiate between the different causes of incontinence 

(Glezerman et al 1986, Iosif, Henriksson and Ulmensten 1981, Cantor and 

Bates 1980, Stanton 1978, Hilton and Stanton 1981) and additional, more 

reliable and objective means of assessment are required (Shah 1984, 

Hilton and Stanton 1981, Cantor and Bates 1980, Stanton 1978). 

1.6.3.2 Observation and measurement 

Further data collection obtained by observation and measurement 

techniques serve to validate the information obtained during the history- 

taking (Gordon 1982). 

Observation has been defined as a descriptive act accomplished by using 

the senses (sight, hearing, touch and smell) (Rambo 1984, Marriner 1983, 

McFarlane and Cast: -edine 1981, Bower 1977). Measurement is a form of 

observation where lata may be obtained by the use of instruments that 

quantify information (Christenson 1986). 

The objective determination of incontinence 

An important part of the assessment of incontinence is the objective 

confirmation of the symptom and measurement of associated features such 

as the pattern and severity of the problem (Robb 1985, Pierson 1984, 

Sutherst, Brown and Shawer 1981, Walsh and Mills 1981, Stanton and 

Ritchie 1977, Bates et al 1975). Incontinence, however, is a symptom 

which may be difficult to confirm and measure objectively, as previously 

discussed in section 1.3.1. The subjective reporting of the problem may 

be unreliable (Walsh and Mills 1981, Smith et al 1975) and incontinence 

is not always readily demonstrable on physical examination (Turner- 

Warwick et al 1975). Studies have shown that only between a third and a 

half of women presenting with incontinence have the symptom confirmed on 

physical examination (Constantinon, Govan and Stamey 1986, Sutheret, 

Brown and Richmond 1986). Urodynamic investigation by 

Videocystourethrography (VCU) may also fail to demonstrate the presence 

of urinary loss (Stanton and Ritchie 1977). 
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To date, two non-invasive methods designed to confirm and quantify urine 
loss have been developed. The first calibrates urinary leakage 

electrically (Stanton and Ritchie 1977, Rowan 1976, Caldwell 1974, James 

et al 1971, ), and the second measures weight changes in absorbent 
perineal pads (Sutherst, Brown and Shawer 1981, Walsh and Mills 1981). 

In the first method, urine loss is detected by recording the electrical 
capacitance between electrode strips containing dry electrolyte placed 
within a disposable perineal pad. The presence and volume of urine 
deposited is measured by a calibrated monitoring unit to which the pad is 

connected (Robinson 1984a). In a study of 50 female patients complaining 
of incontinence, the use of an electronic pad recording system (Urilos) 

was compared with the use of VCU to demonstrate urine loss (Stanton 

1977). The Urilos system demonstrated urine loss in 10 (20%) in whom 
incontinence was not detected by VCU. Only two patients (4%) had a 
negative Urilos result and were subsequently demonstrated to have urinary 
leakage on VCIJ. Studies designed to evaluate such devices have, however, 

identified several problems with their use, including poor levels of 

reproducibility, limited recording capacity (100 millilitres) and limited 

recording time (four hours or less) (Eadie, Glen and Rowan 1983, Wilson 

Samarrai and Brown 1980, Rowan, Stanton and Ritchie 1977, Deehan and Glen 
1976). In spite of these limitations the system is recommended as an 

effective method with which to detect and confirm incontinence in 

selected groups of patients, although the volume of urine loss cannot 
reliably be measured (Stephenson and Wein 1984, Eadie, Glen and Rowan 
1983, Stanton 1977). 

The weighing of perineal pads (or similar urine collecting devices) 

before and after being worn for a defined time period is an alternative 
objective method designed to identify and quantify urine loss (Sutherst, 

Brown and Shawer 1981, Walsh and Mills 1981). In the ward or clinic, a 
standardised fluid intake and exercise regimen approximating to 
circumstances of every day life is recommended (Abrams et al 1987). The 

total amount of urine lost is determined by the changes in weight 
recorded after the test period. A number of studies with continent, non- 
menstruating healthy volunteers have demonstrated that the mean weight 
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gain, due to perspiration and vaginal discharge in females, is 

approximately one to two grammes per hour and this should be regarded as 
normal (Versi and Cardozo 1984, Sutherst, Brown and Shaver 1981, Walsh 

and Mills 1981). Pad weight increases of more than two grammes per hour 

are normally regarded as evidence of urine loss. The method was first 

evaluated by Walsh and Mills (1981) in a sample of hospitalised elderly 
patients and also by Sutherst, Brown and Shaver (1981) in female out- 
patients attending a continence clinic. Following their investigation of 
the one-hour pad weight test, Sutherst et al advocated its use as a 
screening test. They suggested it could be incorporated as part of the 
Nursing Process when a patient is first seen in hospital or by the 

general practitioner before referral for specialist examination. To 
date, the use and feasibility of this method in routine clinical practice 
in the ward setting has not been evaluated. 

Other researchers have also reported the use of similar methods (Jacoben, 

Vedel and Anderson 1987, Jorgensen et al 1987, Sutherst, Brown and 

Richmond 1986, Versi and Cardozo 1984, Klarskov and Hald 1983). The one- 
hour pad test has been reported to be reliable and reproducible 
(Sutherst, Brown and Richmond 1986, Wood et al 1983, Klarskov and Hald 

1983) and it is officially recognised by the International Continence 

Society Standardisation Committee as an objective means of verifying 

urine loss (Bates et al 1983). 

Nurses'/carers' observations; frequency and severity of incontinence 

A method often employed by nurses or other carers to determine the 
frequency of incontinence in hospital and residential settings consists 

of regular checking (usually at one or two hourly intervals) of a 
patient's clothing or bed, and recording the time when the patient is wet 
(or found to be wet) (Clay 1986, Walsh and Mills 1981). The inaccuracy 

of such observations in a study of the implementation of a toilet- 

training programme for hospitalised mentally handicapped adults (Smith et 

al 1975) has previously been discussed in section 1.6.1. In this study, 
the overall agreeme: * between nurses about the frequency of incontinence 

was only about 50%. In a study of prompted voiding in four nursing homes 
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in the United States, Hu et al (1984) observed that nursing staff were 
selective about which parts of the research protocol they chose to 
implement. Patients were not consistently checked for wetness as 
instructed in the protocol. One reason appeared to be that the nursing 
staff found it was insulting for some patients to ask if they were wet or 
dry and then to confirm the accuracy of the patient's replies by 

physically checking them. Also, the frequency of checking had diminished 

after the tenth week of the study. The investigators concluded that lack 

of staff motivation was one factor which may have contributed towards 
this. Physically clecking the patient at regular intervals may not give 
accurate informati. n about the time at which incontinence occurs. 
Several episodes may have occurred between two consecutive checks. 

A number of attempts have been made to develop methods to measure the 
frequency and timing of episodes of incontinence. Willington (1976) 

recognised the need for accurate nursing observations for this purpose. 
He described the use of an electronic monitoring system, first reported 
by Ball and McFadden (1975), which relieved the nursing staff of this 

task. The device (similar to those previously described by Stanton and 
Ritchie 1977) consisted of an electronic sensor connected to a timer 

which recorded each episode of incontinence. Studies which have 

evaluated the clinical use of such devices in this country have not been 

reported. Recently, however, O'Donnell (1986) in the United States, 

evaluated a similar system in nine elderly incontinent patients. He 
found that the monitor detected the majority (the total number is not 
reported) of the episodes of incontinence observed by simultaneous hourly 

checks of the patients by the nursing staff. He concluded that the 

method accurately measured the frequency of incontinence with minimal 
alteration of normal behaviour patterns in the patient. 

Some authors have suggested that a simple indication of the degree of 
incontinence can be established by subjectively rating episodes of 
incontinence, as for example, "a few drops", "wet pants", "a moderate 
amount" and "soaked" (Rooney 1987, Norton 1986, Robinson 1984a). 
However, Walsh and Hills (1981), in their study of pad-weighing, found 

that the subjective assessment of "wetness" by nursing staff was a crude 
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indicator of the degree of incontinence. The weight-gain in pads judged 

subjectively as being "wet" was anything from 0.7 gramme to 341 grammes. 
They found considerable overlap between the weight of pads judged by 

nurses to be dry, damp and wet. 

Charting 

The use of a "chart" is widely recommended as an important component of 
the assessment and treatment of urinary incontinence (Fader 1987, Rooney 
1987, Norton 1986, Shah 1984, Abrams, Feneley and Torrens 1983, Autry, 
Lauson and Holliday 1984, Blannin 1984, Thompson 1983, Denmerle and 
Bartol 1980, Turner"Warwick and Milroy 1979, Stanton 1978, Wilson 1976, 
Willington 1969, Brocklehurst 1967), but is often overlooked. Norton 
(1986) stated: 

"The chart is probably the single most important 
nursing tool in assessing incontinence. At the 
same time it is often also the most misused". 

It is surprising, therefore, to find only very limited evaluation of its 

use within the nursing and medical literature. 

Variously described as continence /incontinence charts, frequency-volume 

charts, base-line charts, bladder, voiding or micturition records, they 

may provide an additional, objective method of investigating urinary 
problems (Abrams, Feneley and Torrens 1983). In some cases, it is 

suggested that the completion of a chart may be all that is necessary for 

an assessment (Torrens 1984). 

Charts can be used to collect a variety of information. They can provide 
base-line recordings of periods of continence and incontinence (Fader 
1987, Norton 1986, Ouslander 1986, Johnson 1980), identify the pattern of 
incontinence (Feneley 1984, Willington 1969), help to estimate the volume 
of urine loss in an episode (Rooney 1987, Robinson 1984a), identify 
factors associated with episodes of incontinence (Ouslander 1986, 
Willington 1969), help in estimating the average and the maximum 
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functional bladder capacity (Abrams, Feneley and Torrens 1984, Blannin 
1984), and provide a measure of both the total volume of urine passed in 
24 hours (Blannin 1984) and the daily fluid intake (Rooney 1987, Johnson 
1980). 

A number of different types of charts have been suggested, the content of 
which varies according to requirements and the setting in which they are 
to be used (Rooney 1987, Brown, Corcoran and Chisholm 1986, Brocklehurst 
1985, Clay 1978, Willington 1976b). At its simplest, the time and the 
volume passed on voiding over a 24 hour period is recorded as accurately 
as possible either by the patient or those providing the care (Blannin 
1984, Torrens 1984). 

To date, studies evaluating the precise diagnostic value of charting in 

assessing incontinence are not available. An anecdotal account, however, 
by Brown, Corcoran and Chisholm (1986) described the use of daily 
frequency -volume charts for out-patients attending a continence clinic. 
The investigators suggest that the interpretation of information recorded 
from such charts differentiate genuine stress incontinence, detrusor 

instability, unhealthy voiding habits, chronic infection, anxiety, 
autonomous bladder and premenstrual tension. 

Isaacs (1979b) investigated the resources available for the assessment 
and management of incontinence in 105 geriatric departments in the U. K. 
Several departments (the precise number is not given) stated that 
shortage of nursing staff was one reason for not making full use of 
incontinence charts. When charts are utilised, their use is limited to 
the accuracy with which they are completed (Rooney 1987, Norton 1986). 

Patient's compliance with the completion of charts, however, has been 

reported to be good (Shah 1984). In the United States, Ouslander, Urman 

and Uman (1986) developed an incontinence chart which enabled information 
to be more easily and clearly recorded by nursing staff. Standardised 
in-service instructions were given and its use was compared with the 
existing records employed in three nursing homes. The new charts were 
well accepted and nursing compliance for their. completion was higher than 
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for the normal records used. The accuracy with which information was 

recorded, measured by the level of inter-rater reliability between 

nurses, was also found to be higher than for the usual records used. 

The length of time suggested for completing such charts, as part of an 
assessment, varies from between 48 hours (Resnick and Yalla 1985, 

Brocklehurst 1967) up to two weeks or longer (Rooney 1987, Godec 1984, 
Autry, Lauson and Holliday 1984). In the United States, Robb (1985) 

studied 44 elderly incontinent men living in the community and found that 
the charting of episodes of incontinence for a three day period enabled 
38 patients (86%) to be classified into the same diagnostic categories as 
did similar charting over a seven day period. Charting for three days, 
in the home setting, appeared adequate to determine the number and 
pattern of episodes of incontinence as well as associations with relevant 
events, such as activity levels and fluid intake. She also found that 
the completion of the chart for three days was more acceptable to 

patients and care-givers with time constraints. 

Clinical Assessment 

The clinical assessment provides a major source of information in 

identifying causes of incontinence (Ouslander, Urman and Uman 1986, 

Abrams 1984, Farrar 1984, Wein 1984, Castleden and Duffin 1981, 

Brocklehurst 1978b, Stanton 1978). The data collected relates not only 

to physical aspects but to psychological and environmental dimensions as 

well. The patient's functional ability (for example mobility, manual 

dexterity, communication function) and mental ability are considered 

important factors (Fader 1987, Feneley 1986, Norton 1986, Ouslander 1986, 

Shepherd and Blannin 1986, Thompson 1983, Williams and Pannill 1982). 

A formal cognitive functioning tmay be required (Norton 1986, Feneley 

1984). Fader (1987)' suggests that difficulties with toileting skills may 
be identified by observing the patient's ability to rise from his chair, 

walk to the toilet, remove clothing and sit down on the toilet. 

Ouslander (1986), referring specifically to the elderly, commented that 

to date none of the standardised tests of mental and physical function 
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commonly used have been examined for their effectiveness in identifying 
which patients should be capable of independently using a toilet 
receptacle. Smith and Smith (1987) have developed a rating scale, 
primarily for use with disabled children and adults, in which they 
attempted to highlight problems with individual toileting skills. So 
far, however, the use of this instrument has not been evaluated or tested 
for reliability or validity. Brink and Wells (1986) highlighted the 
need to assess environmental factors which may cause or exacerbate 
incontinence. This assessment may also necessitate a home visit (Kennedy 
1984, Thompson 1983, Antrobus 1982), in which consideration can be given 
to such factors as the adequacy, accessibility and location of toilet 
facilities, the provision of a laundry service or the availability of 
carers. 

Within an institutional setting, factors such as the bed and chair height 
(including the angl of the seat), the need for mobility aids, a working 
call bell system, location and accessibility of the toilet facilities and 
type of clothing are factors which should be considered as part of the 

environmental assessment (Brink and Wells 1986, Brocklehurst 1985, 
Blannin 1984, Antrobus 1982, Hu 1982). 

Observing and timing patients' ability to get to a toilet from a defined 

starting point may be helpful in the assessment of incontinence (Burgio, 

McCormick and Burgio 1985, Ouslander and Orzeck 1985, Williams and 
Pannill 1982, Brink and Wells 1986). Chalifoux (1980) recomended that 

measuring the time between the onset of urge to void and the need to void 
is essential in the elderly. She has suggested that nurses teach 

patients to measure these "warning" times by means of a stop watch. Such 
information, she suggested, could assist nurses in helping patients to 
regain continence. 

The use of medication which may alter bladder function, such as diuretic 

and anticholinergic drugs, should also be noted (Norton 1986, 
Brocklehurst 1984b, Feneley 1984, Field 1979). 
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During the physical examination, it is important to try to demonstrate 
incontinence (Schmidbauer, Chiang and Raz 1986, Robinson 1984a, Williams 
and Pannill 1982, Bates 1978, Stanton 1978). Examination should 
therefore be undertaken when the patient has a partially or a 
"comfortably" full bladder (Bates 1978, Stanton 1978). The patient is 

asked to cough (or carry out a similar provocative test) in the supine or 
standing position (Diokno, Wells and Brink 1987, Bates 1978, Frimodt- 
Moller 1978, Stanton 1978). Diokno, Wells and Brink (1987) found of 200 

women examined, 121 showed a positive result, 61% with the standing test 
and 71% with the supine test. Where leakage is small and occurs 
simultaneously with coughing or straining, sphincter weakness is 

considered to be the likely cause (Hilton and Stanton 1981, Bates 1978, 

Frimodt-Moller 1978). A larger leakage occurring several records after 
provocative testing may suggest detrusor instability (Bates 1978, 

Frimodt-Moller 1978). 

A digital rectal examination to detect constipation or faecal impaction, 

rectal masses, or an enlarged prostate should also be performed (Leach 

and Yip 1986, Norton 1986, Resnick and Yalla 1985, Robinson 1984a, 

Abrams, Feneley and Torrens 1983, Williams and Pannill 1982, Antrobus 

1982, Willington 1980, Brocklehurst 1978a). 

Residual urine is defined as the volume of urine remaining in the bladder 

immediately after the completion of micturition (Bates et al 1977). A 

post-voiding in-and-out sterile catheterisation allows measurement of the 

residual volume of urine and is considered an important part of the 

assessment (Fader 1987, Norton 1986, Ouslander 1986, Resnick and Yalla 

1985, Shah 1984, Williams and Pannill 1982, Johnson 1980, Willington 
1980, Brocklehurst . 

978a, Bates et al 1977). A non-invasive technique 

using ultrasound h:. g been developed to measure bladder and residual 
volumes (Beacock at al 1985, Ravichandran and Fellows 1983, Rageth and 
Langer 1982). A precise cut-off point for what constitutes an elevated 
residual urine has not been determined (Ouslander 1986). In younger 
patients, the residual volume is usually zero but urine volumes up to 50 

millilitres are generally considered acceptable (Norton 1986, Shah 1984). 
With increasing age, the bladder appears to empty less completely and 
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there is a tendency for residual volume to increase (Eastwood 1979, Shand 

et al 1970, Brocklehurst and Dillane 1966a). Williams and Pannill (1982) 

suggested that in the elderly a residual volume of 50 millilitres should 
be considered abnormal while Norton (1986) suggests a higher limit of 100 

millilitres. 

Careful observations of the patient's attitude towards his incontinence, 

as well as mood and level of motivation, are considered important factors 

that should be included in the clinical assessment (Ouslander and Orzeck 

1986, Norton 1986, Shepherd and Blannin 1986, Willington 1980). Norton 

(1986) has suggested that, ideally, the physical examination of the 

incontinent patient should include an assessment of all the major body 

systems. Particular attention should be paid to abdominal, pelvic and 

neurological examinations (Williams and Pannill 1982, Brocklehurst 

1978a). 

A basic neurological assessment to detect any cortical, supraspinal or 

sacral cord abnormality (with particular attention directed to perineal 

sensation - S2 to S4), is considered to be an essential part of the 

clinical examination (Leach and Yip 1986, Norton 1986, Ouslander 1986, 

Resnick and Yalla 1985, Robinson 1984a, Abrams, Feneley and Torrens 1983, 

Johnson 1980, Willington 1980, Felder 1979, Brocklehurst 1978b, Stanton 

1978). Innervation of the anal sphincter occurs from the same spinal 

cord segment as that of the lower urinary tract (Resnick and Yalla 1985, 

Johnson 1980). The anal reflex test can be carried out at the time of 

the rectal examination and may be elicited by pricking the perianal skin 

and watching to see if the sphincter contracts reflexly (Leach and Yip 

1986, Willington 1980, Felder 1979). The bulbocavernosus reflex may be 

evoked by digital squeezing of the glans penis (or clitoris in females), 

which normally produces contraction in the anal sphincter or 
bulbocavernosus muscle (Leach and Yip 1986, Willington 1980, Felder 

1979). Abrams, Feneley and Torrens (1983) pointed out, however, that 

this procedure may not be tolerated well by the patient and is only 

positive in about 70% of "normal" people. They suggest that 

electrophysiological assessment by means of sacral evoked responses is a 

more reliable method of testing peripheral neural pathways involved in 
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bladder and urethral function. 

Examination of the abdomen by palpation and percussion may detect bladder 

distention, impacted faeces in the large bowel or abdominal masses (for 
a. 

example ovarian tumour or cyst) (Ouslander 1986, Robinson 198 ý, Abrams, 
Feneley and Torrens 1983, Thompson 1983). Abrams, Feneley and Torrens 
(1983) suggested that if pressure on the suprapubic region produces a 
need to void, the patient is likely to have a full or enlarged bladder. 
Hilton and Stanton (1981), in their study of 100 elderly incontinent 

women referred to a urodynamic clinic for assessment, showed that a 
palpable bladder found during clinical examination identified all those 
patients with retention of urine. However, Ouslander (1986) and Feneley 
(1986) point out that clinically significant degrees of urinary retention 
may be missed by abdominal palpation alone. Inspection of the perineum 
for redness or excoriation, particularly the skin around the scrotum or 

vulva, together with observation of the underclothes may confirm or 
indicate the severity of incontinence (Feneley 1986, Norton 1986, 

Shepherd and Blannin 1986, Brocklehurst 1984b, Malvern 1981, Stanton 

1978). An ammoniacal odour may also confirm urine loss (Malvern 1981). 

Examination of the external genitalia will highlight any anatomical 

abnormalities, for example meatal stenosis or phimosis in male patients 
(Abrams, Feneley and Torrens 1983, Frimodt-Moller 1978). Shepherd and 
Blannin (1986) suggested that observation of the male genitalia for 

evidence of retraction of the penis or scrotal herniae for example, may 
influence the choice of incontinence appliance where such devices are 
indicated. The pelvic examination in female patients is considered to be 

of particular importance (Leach and Yip 1986, Ouslander 1986). During 

examination, instruction for the patient to cough and "bear down" may 

show evidence of urogenital prolapse (which may be associated with stress 
incontinence), for Ixample cytocoele or rectocoele (Leach and Yip 1986, 

Mandelstam 1984, Robinson 1984a, Abrams, Feneley and Torrens 1983, 

Harrison 1983, Williams and Pannill 1982, Frimodt-Moller 1978). However 

Ouslander and colleagues (1986) have reported that of 32 elderly women 

clinically examined in their study, 13 showed evidence of prolapse but 

remained continent. A vaginal examination may show signs of atrophic 

vaginitis and indicate cytological studies of the vagina or cervix, 
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particularly in post-menopausal women (Leach and Yip 1986, Norton 1986, 
Brocklehurst 1984b, Robinson 1984a, Abrams, Feneley and Torrens 1983, 
Williams and Pannill 1982, Frimodt-Moller 1978). 

The strength of the voluntary pubo-vaginal contraction can be assessed by 

asking the patient to tighten the pelvic floor muscles on the clinician's 
fingers (Shepherd and Blannin 1986, Feneley, Abrams and Torrens 1983, 
Harrison 1983). A perineometer can provide a more objective method of 
assessing pelvic floor strength (Shepherd, Tribe and Torrens 1982). 
Worth, Dougherty and McKey (1986) developed an instrument to measure the 
circumvaginal muscl= contraction. The instrument has been found to be 
feasible, practical and reliable to use but its usefulness in the 

assessment and subsequent treatment of incontinence remains to be tested. 

Urine analysis 

As discussed in section 1.4.4.1, acute urinary infection is considered to 
be a factor contributing to incontinence, whereas the role of chronic 
infection remains uncertain (Ouslander 1986, Brocklehurst 1985), 

particularly in the elderly where asymptomatic bacteriuria has been 

reported to be common (Nicolle and Ronald 1983, Brocklehurst et al 1977, 

Akhatar et al 1972, Walkey et al 1967, Sourander 1966). Despite the lack 

of data to support a clear association with incontinence, most clinicians 

consider it important to try and eradicate a urinary tract infection in 

those with incontinence. Willington (1975b) considered that in clinical 

practice the importance of urine testing is largely overlooked and 

commented: 

"Having got her information, there is usually the 
slenderest record of the nurse's observations. " 

Urinalysis to detect proteinuria, glycosuria, haematuria and ketones is 

considered to be a routine part of the assessment of incontinence (Leach 

and Yip 1986, Ouslander 1986, Antrobus 1982, Williams and Pannill 1982, 
Feneley 1984, Will.. ngton 1975b). Objective signs such as sediment, 
malodour and cloudiness of urine may be indicative of infection (Johnson 
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1980, Willington 1975b). Norton (1986) suggested that urine can also be 
tested for specifi: gravity, where a high value may indicate possible 
dehydration. 

A clean catch specimen of urine should be collected for culture and 
sensitivity microscopy (Fader 1987, Leach and Yip 1986, Norton 1986, 
Ouslander 1986, Resnick and Yalla 1986, Blannin 1984, Brocklehurst 1984a, 
Antrobus 1982, Johnson 1980, Willington 1980, Bates 1978, Stanton 1978). 

Evidence of significant pyuria may indicate urinary tract tuberculosis, 

calculae, urethral stricture or carcinoma of the bladder (Feneley 1984, 
Cattell 1974) but is most commonly due to infection. Haematuria in the 

absence of urinary tract infection may indicate a tumour or other urinary 
tract pathology (Ouslander 1986, Willington 1980). Glycosuria may 
indicate diabetes mellitus which can be associated with a peripheral 
neuropathy affecting detrusor and urethral function (Feneley 1984, 
Thompson 1983, Willington 1980) as discussed in sections 1.4.2.1 and 
1.4.4.4. 

Other investigations 

Blood screening for blood urea nitrogen and creatinine may also be 

indicated in patients with suspected renal impairment (C ti nrlEon1984). 
The visualisation of the bladder and urethra by cystoscopy and 

urethroscopy may also be a necessary part of investigation, for example 
in patients with haematuria, chronic urinary tract infection or suspected 
stones (Abrams, Feneley and Torrens 1983). 

IJrodynamic investigation 

The term "urodynamic" was introduced in the 1960's and refers to a number 
of investigative techniques (Torrens 1984). These may consist of one or 
all of the following investigations: urine flow studies, filling 

cystometry, pressure flow studies during voiding, urethral pressure 
measurements and electromyography (EMG). These techniques all relate to 
observations of the changing function of the urinary tract over a period 
of time (Torrens 1984). 
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Today, these techniques are generally considered as the "gold standards" 
for the accurate diagnosis of incontinence (Pannill 1987). Urodynamic 

facilities are arailable in a number of departments of urology, 

gynaecology and geriatric medicine (Torrens 1984, Brocklehurst 1978a). 

Up-to-date information about the provision of urodynamic facilities in 

the U. K. has not been reported. A survey of 105 departments of geriatric 

medicine in the U. K. (Isaacs 1979b) revealed that one fifth had access to 

urodynamic facilities; another fifth had equipment but this was unused 

and the remainder had no access to such facilities. Isaacs commented 
that the majority of doctors without equipment appeared guarded as to its 

benefits. Torrens (1984) observes that urodynamic investigation has been 

slow to achieve acceptance and it is by no means universally advocated. 
Although widely recommended, there remains considerable disagreement 

among clinicians concerning which patients need urodynamic investigation 
(Castleden and Dufin 1981, Hilton and Stanton 1981, Malvern 1981, 

Eastwood 1979, Moolgoaker et al 1976, Svigos et al 1976, Bates, Loose and 
Stanton 1973, Low and Ming-Shian 1972, Whiteside 1972). This is 

particularly apparent with the incontinent elderly where little consensus 

of opinion concerning the value of such investigations appears to exist 
(Farrar 1984, Abrams, Feneley and Torrens 1983, Castleden and Duffin 

1981, Eastwood 1979). Opposing opinions upon this issue are illustrated 

by the following comments: 

"In our experience urodynamic investigation has a very 
limited role in clinical geriatric practice but can be 
essential as a pre-operative assessment in the border- 
line case". 

(Abrams, Feneley and Torrens 1983) 

"... We regard treatment of urinary incontinence in the 
elderly witho:: C prior cystometry synonymous with that of 
treating cardiac arrthymias without electrocardiography". 

(Castleden and Duffin 1981) 

It is generally assumed that urodynamic investigations should be 

considered when other, simpler methods of investigation have failed to 
provide a clear clinical diagnosis (Farrar 1984, Shah 1984, Wein 1984, 
Abrams, Feneley and Torrens 1983, Blaivas 1982). Precise data suggesting 
how patients should be selected for urodynamic assessment are lacking 
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(Pannill 1987) but a number of clinicians have recommended circumstances 

in which such investigations should be offered. 

Abrams, Feneley and Torrens (1983) considered it appropriate to make an 

objective assessment prior to any surgical procedure. They suggest, 

however, as have others (Stephenson and Wein 1984, Mohr et al 1983), that 

women with symptoms of "pure" stress incontinence who are observed to 

"leak" on clinical examination do not necessarily require such tests. 

Alternatively, Eastwood and Warrell (1984) evaluated the use of an 

algorithmic approach for the diagnosis of urinary incontinence (first 

reported by Stanton and Hilton 1981), in a prospective series of 76 

elderly female patients. The clinical diagnosis obtained using the 

algorithm was compared with subsequent urodynamic findings. The major 

errors in clinical diagnosis occurred in patients with stress 

incontinence who were subsequently diagnosed as having detrusor 

instability on urodynamic investigation, and the authors suggested that 

patients presenting with such symptoms do require urodynamic study. 

Other indications for urodynamic investigations are symptoms of outflow 

obstruction, abnormal flow rates in males, females with incontinence that 

is not pure stress in type, and incontinence secondary to neurological 

disease (Wein 1984, Abrams, Feneley and Torrens 1983). Torrens (1984) 

highlighted the importance of urodynamic testing in females in order to 

differentiate between stress and urge incontinence symptoms which often 

occur together (Hilton and Stanton 1981). Other circumstances where 

urodynamics are considered to be important include cases where 

preliminary investigations are inconclusive (Wein 1984), when 

unsuccessful therapeutic results have been achieved (De Bolla and Arkell 

1983), or when patients present with complex symptomatology (Torrens 

1984). 

A number of objections have been raised about the use of urodynamic 

investigations. Many of the techniques are invasive, requiring 

catheterisation and therefore carry a risk of urinary tract infection 

(Wein 1984). Walter and Vejlsgaard (1978) showed, however, that of 286 

females who underwent urodynannic investigation, bacteruria occurred in 
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five (2%) of the patients with initially infection-free urine. They 

therefore concluded that the risk of introducing urinary tract infection 
during urodynamic Ltudies was low. 

Urodynamic techniques create an artificial situation in which to evaluate 

a physiological process (Wein 1984). The attendant risk of artifacts 

generated by the testing situation or technique itself may, therefore, 
influence the results obtained. The interpretation of urodynamic 
findings and their clinical significance are open to debate since 
"normal" urodynamic values and patterns are not particularly well defined 

(Torrens 1984, James 1978). As previously discussed in section 1.5.5, 

studies such as those of Brocklehurst and Dillane (1966a) have shown that 

bladder function appears to alter with age and that abnormal urodynamic 
findings are common in continent elderly people. Eastwood (1979), 

therefore, stressed the need to take such findings into consideration 

when interpreting urodynamic results obtained from elderly people. 

Hilton and Stanton (1981) stated that discomfort and distress may result 

from such investigations, particularly in the elderly with physical 

disease or mental impairment. Farrar (1984) has questioned the 

practicability of performing urodynamic investigations on patients whose 

mobility may be very limited. Eastwood and Smart (1985) in a study of 64 

elderly disabled males found that only 13 (20X) had a definite cause of 

incontinence established by urodynamic studies; they attributed the low 

success rate to difficulties in obtaining co-operation, particularly for 

voiding studies, where micturition to command under test conditions was 
difficult to achieve. However, in Canada, Fernie et al (1983) 

investigated 65 e'derly patients with incöntinence for symptoms of 

urgency, and found that almost all of these patients (the precise number 
is unreported), even those with multiple disease or dementia, were able 

to undergo urodynamic investigation successfully. 

Urine flow studies 

Urine flow is a product of both detrusor and urethral function and is 

defined as the volume of urine expelled from the urethra in millilitres 
per second (Abrams 1984). Urine flow studies are considered the simplest 
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of the urodynamic techniques and are non-invasive (Abrams, Feneley and 
Torrens 1983). Abrams (1984) suggested that urine flow studies should be 

regarded as a screening test, and an essential preliminary to all other 

urodynamic testing: Urine flow studies are recommended for the routine 

pre-operative and post-operative assessment of lower urinary tract 

surgery and in particular the investigation of outflow obstruction - for 

example suspected prostatic hyperplasia in males (Abrams 1984, Shah 1984, 

Robinson 1984a). Low urine flow rates may indicate either bladder 

outflow obstruction or an inefficient detrusor contraction (Robinson 

1984a). Bottacinni and Cleason (1980) found that the maximum flow rate 

was significantly lower in women with stress incontinence when compared 

with that of normal women. 

Cystometry 

Urine flow studies are considered useful, non-invasive tests but for 

further information concerning lower urinary tract function other 
techniques may be required (Abrams 1984). Cystometry is the method by 

which the pressure/volume measurements of the bladder are obtained (Bates 

et al 1977). 

Stephenson and Wein (1984) have outlined the main areas for enquiry which 

should be considered during cystometric analysis. During the filling 

phase of the cystometrogram, questions relating to the bladder, in 

particular the detrusor pressure, bladder sensation and bladder capacity 
together with questions about the sphincter mechanisms are important. 

During the voiding cystometrogram, further information relating to the 

bladder, for example, the presence and type of detrusor contraction, type 

of voiding, and residual urine, together with information relating to 

urine outflow, such as outflow obstruction, and type of obstruction 

should be sought. 

The principles of cystometric analysis are well covered elsewhere (for 

example Abrams, Feneley and Torrens 1983) and will not, therefore, be 
included for the purposes of this literature review. 
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During the bladder filling stage, the patient is asked to indicate when 
the first desire to void occurs and the maximum capacity volume at which 
there is a normal, strong desire to void (Norton 1986, Abrams, Feneley 

and Torrens 1983). If sensation is normal, discomfort is usually 
experienced by the time the volume of 600 millilitres is reached 
(Stephenson and Wein 1984). Any leakage of urine during the procedure is 

noted (Norton 1986). Once filling has ceased, the filling catheter is 

removed leaving the pressure measurement catheter in situ for measurement 
of voiding pressure (Abrams, Feneley and Torrens 1983). The patient 
undergoes various provocative tests such as coughing, jumping, straining, 
drinking cold water etc. in order to provoke detrusor instability or 
genuine stress incontinence (Norton 1986, Abrams, Feneley and Torrens 
1983). The intravesical pressure when the bladder is empty varies 
according to patient position and with factors such as obesity, but is 

usually less than 40 centimetres of water (Abrams, Feneley and Torrens 
1983). The detrusor pressure is independent of posture and should be 
less than 10 centimetres of water (Abrams, Feneley and Torrens 1983). It 
is generally agreed that any significant rise in detrusor pressure on 
filling or provocation of the bladder is abnormal (Stephenson and Wein 
1984). Most bladders are very compliant (accommodate increasing volumes 

of urine) and pressure rises are small, less than 10 centimetres of water 

at about 300 millilitres and less than 15 centimetres of water at full 

bladder capacity (Stephenson and Wein 1984, Abrams, Feneley and Torrens 
1983, Harrison 1976). The normal bladder does not contract during the 
filling phase (Norton 1986, Abrams, Feneley and Torren 1983). When the 

patient has been a ked to inhibit voiding, the presence of contractions 

exceeding 15 centimetres of water indicates an uninhibited detrusor 

contraction (Bates et al 1977). It is usual during the procedure to ask 
the patient to initiate voiding (Stephenson and Wein 1984), and the 
bladder should contract smoothly (with pressures around 30-60 centimetres 
of water for females and 50-80 centimetres of water for males) (Norton 

1986, Harrison 1976, Stanton 1972). The flow should start very soon 
afterwards and the bladder empty completely (Norton 1986). 
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Urethral pressure measurements 

The urethral response to bladder filling and postural change may be 
important in the diagnosis of bladder dysfunction (Abrams, Feneley and 
Torrens 1983). The urethral pressure is the pressure at a given point 
along the urethra (Mundy 1984). The urethral pressure profile is defined 

as the intraluminal pressure along the length of the urethra with the 
bladder at rest (Alrams 1984, Robertson 1984, Bates et al 1975). 

The normal urethral closure mechanism maintains a positive urethral 
closure pressure during filling even in the presence of increased 

abdominal pressure (Bates et al 1979). Normally, urethral pressure 
increases on standing and increases as the bladder fills (Abrams 1984). 

Tanagho (1979) in a study of 500 women (aged between 13-80 years) has 

shown that in patients with genuine stress incontinence the maximum 
urethral pressure tends to fall when the patient stands up and when the 
bladder fills. Similar findings have been reported by Edwards and 
Malvern (1974). 

In addition to the assessment of incontinence, other indicators for 

filling cystometry include investigations for frequency and urgency, 
neurological disor, -. ers, sensory disturbances, and for monitoring the 

effects of drugs on the bladder (Abrams, Feneley and Torrens 1983). 

Indications for voiding cystometry include the identification of 

obstruction and the assessment of detrusor contractility (Torrens 1984). 

Electromyography 

Electromyography (EMG) is the study of the bioelectric potentials 

generated by the depolarisation of skeletal muscle (Wein 1984). It is a 
technique which can be employed to assess the integrity of the 
innervation to the striated pelvic floor and the perineal muscles and the 

supraspinal neurol'gical pathways involved in lower urinary tract 
function (Blaivas 1984). Recording is performed either from a surface 
electrode or a needle electrode within the muscle (Abrams, Feneley and 
Torrens 1983, Felder 1979). EM is not considered necessary for the 
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assessment of the majority of bladder dysfunction except in cases of 
certain neurological disturbances (Torrens 1984). 

1.7 THE TREATMENT AND MANAGEMENT OF URINARY INCONTINENCE 

Isaacs (1983) noted that in comparison with other conditions, research on 
which effective nursing and medical practice for incontinence sufferers 
could be based is . small. Williams and Pannill (1982) pointed out that 

many research reports which describe interventions to help incontinent 

people are anecdotal, use poorly defined terms and methods, lack control 
subjects and have little follow-up data. A further hinderance to 
interpretation of results is the lack of explicit criteria for 

incontinence, its cure or improvement (Hadley 1986). The efficacy of 

many interventions used in the treatment and management of incontinence, 

particularly in the elderly, thus remain to be determined (Hadley 1986, 

Ouslander and Uman 1985, Brocklehurst 1984b, Norton 1983). Precise data 

to better define the types of patients most likely to benefit from 

different treatment methods are also needed. 

In spite of a presuing need for further research in this field, a wide 

variety of treatm.. nt and management options are currently available, 

choice being dictated by the type of incontinence identified during 

assessment (Norton 1986, Brocklehurst 1984b, Kennedy 1984, Willington 

1978). 

& review of the main treatment and management strategies currently 

available for incontinence is presented. As the emphasis of this thesis 

is from a nursing perspective, greater attention has been paid to 

interventions for which nurses have particular responsibility. Thus, 

whilst the importance of surgical intervention and drug therapy are 

acknowledged, these areas will be only briefly addressed. 
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1.7.1 Training regimens/toileting programmes 

Whilst the treatment or management of incontinence should be based on a 
team approach, the initiation and carrying out of interventions, 

collectively referred to as "training" regimens, or toileting programmes 
is generally considered to be the responsibility of the nurse (Norton 

1983, O'Brien and Pallett 1978, Willington 1975b, Strykker 1971). 

However, Willingtor (1979) observed that: 

"Nursing training of incontinent patients is performed 
as a sacred ritual rather than a planned activity". 

A wide variety of training strategies are to be found in the literature. 

The terms used to describe such methods are inconsistent and explanations 

of their implementation not always provided; this makes comparisons 
between studies difficult. For example, bladder training, or re-training, 
bladder drill, habit training, nurse training, bladder conditioning or 
bladder re-education are terms used either inter-changeably to describe 

similar methods of treatment, or are referred to as distinctly different 

types of interventi: n. To date, plans to standardise such terminology by 

the International -t; ntinence Society Standardisation Committee have not 
been developed. It would appear that there is a need to do so, however, 

if the precise value of these training methods is to be properly 

evaluated. For the purposes of clarity, studies have been classified 

according to similarity of method employed, rather than according to the 

terminology used. 

Bladder training 

Norton (1986) stated that bladder training or re-training is a much mis- 
used and misunderstood term in nursing. She commented that in practice, 
it often amounts to little more than reminding the patient or taking her 

to the toilet every two hours. 
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When used appropriately, bladder training aims at restoring a normal and 
convenient pattern of micturition, and involves the progressive extending 
of intervals between voiding, typically to three or four hours (Hadley 

1986, Norton 1986, Frewin 1982, Frewin 1979). Based on information 

obtained from a micturition chart (Smith and Smith 1987), patients may be 

assigned to a voiding schedule and instructed to suppress the urge to 

void until the next scheduled time. Alternatively, the patients 
themselves may gras wally extend the voiding interval at their discretion, 

but may void befor! the allotted time if needed (Hadley 1986). Bladder 

training appears to be the most suitable method for use in patients with 

symptoms of frequency, urgency and urge incontinence - with or without 
detrusor instability (Hadley 1986, Norton 1986). 

Studies to evaluate bladder training have been mainly carried out in 

middle-aged women, although most study samples also included elderly 

patients in hospital or out-patients. Success rates vary from 44% to 97% 

(Frewin 1982, Fantl, Hurst and Dunn 1981, Jarvis 1981, Elder and 

Stephenson 1980, Jarvis and Miller 1980, Pengelly and Booth 1980, Frewin 

1979). 

Studies by Jarvis and Miller (1980) and Pengelly and Booth (1980) 

included control subjects, and each reported considerably better 

responses in the treatment group. In a randomised trial of bladder 

training compared with drug therapy (flavoxate hydrochloride and 
imipramine) by Jarvis (1981), bladder training showed markedly. better 

results. A study by Fantl, Hurst and Dunn (1981) comparing bladder 

training and anticholinergic drug therapy (type not specified) with 
bladder training alone showed no significant differences in response 
between the two therapies. 

Most investigators stressed the need for patients to have a clear 

understanding of th eir disorder as well as a full explanation of how to 

carry out the bladd ;r training regimen. In a number of studies, patients 
were given written information as well as verbal instructions. Norton 
(1986) stated that the key to successful bladder training was accurate 
record keeping and frequent, supportive professional contact. Bladder 
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training is generally recommended as first line treatment for frequency 

and urge incontinence (with or without detrusor instability) either 
alone, or in association with drug therapy (Castleden, Duffin & Gulati 
1986). To date, however, studies to evaluate the benefits of bladder 

training in patients with a neurological basis for frequency and urge 
incontinence do not appear to have been carried out; thus, the efficacy 
of bladder training in this patient population is unknown. 

Habit training 

In this approach, patients are initially assigned a toileting schedule 
(typically two hotrly) and encouraged to void at such intervals (Hadley 

1986, Whitehead, P)rgio and Engel 1984, Clay 1978). A base-line chart is 

used to monitor the patient's individual pattern of continence and 
incontinence and the toileting schedule is adjusted to fit the patient's 
individual voiding pattern (Clay 1978). When continence is achieved, the 

timing intervals between voidings are lengthened; if incontinence 

persists, the times between voids are shortened (Clay 1978). Whitehead, 

Burgio and Engel (1984) noted that if patients are toileted too 
frequently there is a risk that bladder shrinkage will occur. 

Clay (1978) carried out a study to evaluate a habit training programme in 

20 male and 11 female incontinent patients (mean age 79) in two care of 

the elderly wards. At 13 weeks into the programme, 20 patients became 

continent, five ware partially so (not defined), in five there was no 

change and one patient had died. Ritch and Rooney (1984) found that of 
246 elderly incontinent people living in the community who were referred 
to a continence rehabilitation team, 86 were considered suitable for 
habit training (36 were males). Analysis of micturition charts showed 
that 53% became continent, 37% were substantially improved (not defined) 

and 7% gained some improvement (not defined). Habit training appears to 
be successful with patients both with physical and mental impairments, 

but more rigorous, controlled studies are needed. Norton (1986) 

suggested that the greatest benefit of habit training may be to "re- 

train" staff to recognise individual toileting needs. 
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Set-interval toiletl. ng/prompted voiding 

Set-interval toileting consists of prompting or taking the patient to 

pass urine at fixed times, for example every two hours or at particular 
events such as before and after meals (Hadley 1986, Norton 1986, Kennedy 
1984). Ouslander and Fowler (1985), in a study of 90 nursing homes in 

the United States, found fixed two-hourly toileting was the main form of 
management of non-catheterised patients. This is also considered to be 
the most common method for managing incontinence in care of the elderly 
wards and residential homes in the U. K. (Norton 1986, Kennedy 1984). 

Hu et al (1984) carried out a controlled study to evaluate the 

effectiveness of a toileting programme in four nursing homes in the 
United States. The programme consisted of nursing staff giving the 

residents in the ; r&ervenitrn group two-hourly prompts to void. No 

statistical differences in level of incontinence were observed between 

the intervention and control groups at 13 week follow-up. Sogbein and 
Awad (1982) evaluated a two-hourly toileting programme in 20 male 
patients (age not specified) in a rehabilitation ward; the majority of 
the patients had detrusor instability. After a four week period, they 
found a noticeable reduction in level of incontinence (defined as 
incontinent less than 20% of the time when checked two hourly by nursing 
staff) in 17 of the 20 patients. Godec (1984) found that 15 female 

patients (aged 24-94 years) with stress and urgency incontinence and a 
history of infrequent voiding were completely dry following a two hourly 

voiding schedule carried out for a minimum of two weeks. 

Castleden and Duffin (1981) developed guidelines for the toileting 

management of incontinent elderly patients. They stated that no patient 
should be started on a toileting regimen without a prior clinical 
examination and that toileting would be unsuccessful in patients with 

unstable detrusor contraction at filling volumes less than 150 

millilitres. Thus, an attempt to estimate the patient's bladder capacity 
should be made. They also recommend that toileting regimens should be 
four hourly, patients should be relatively mobile and, before discharge, 
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a social assessmen' should demonstrate the feasibility of this management 
at home. 

Voiding techniques 

Several techniques to stimulate voiding, for example in patients with 
post-operative retention of urine or paraplegia, are recommended in the 
literature, although none appear to have been systematically evaluated. 
Johnson (1980) and Delehanty and Stravino (1970) suggested stimulating 
cutaneous "trigger" areas which initiate a bladder contraction by 

stroking the thigh, abdomen or genitalia. Digital stimulation of the 

anus and rectum Ljve also been reported as effective (Calder 1976, 

Delehanty and Stra-%ino 1970). Warm water over the perineum, or running 

tap water may also stimulate micturition (Norton 1986). 

The crede or valsalva manoeuvre help patients with autonomous bladders to 

void (Johnson 1980), but in recent years intermittent self- 

catheterisation is the preferred method (personal communication Malone- 

Lee 1986) (discussed in section 1.7.6). 

1.7.2 Behavioural modification techniques 

Alteration of toileting habits 

Attempts to restore continence (or the acquisition of continence in those 

who have never bee:, continent) through alteration of toileting habits 

based on theories of behaviour modification have been well reviewed by 

Smith and Smith (1987). Thus, management is based on principles of 

operant learning so that behaviours which are followed by favourable 

consequences will be repeated and that behaviours which are punished, or 

not rewarded, will disappear (Whitehead, Burgio and Engel 1984). Such 

techniques have either been used alone, or in conjunction with habit 

training, prompted voiding or other toileting programmes. 

Burgio and Burgin (1986) stated that these methods are most appropriate 
in institutional settings, and the majority of studies have been carried 
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out with mentally handicapped children or adults (Tierney 1976, Smith 
1979), psychiatric patients (Carpenter and Simon 1960, Grosicki 1968) or 
the elderly with dementia (Tarrier and Larner 1983). Favourable results 
following training programmes in mentally handicapped children and adults 
have been reported by Tierney (1976) and Smith (1979). Grosicki (1968) 
in a study of 20 elderly psychiatric males using a system of token and 
social reinforcement was unsuccessful; patients in the control group 
showed a significant reduction in incontinence compared with the 
experimental group. Patients in this study, however, were not randomly 
assigned. Carpenter and Simon (1960), in a study of 94 psychotic 
patients (mean age 62 years), compared three different training 

programmes with a control group. Patients received either regular two- 
hourly toileting a: }. one, or two-hourly toileting and verbal approval for 

successful contineit behaviour, or the same plus permission to wear 
personal clothing if they were continent. Patients were not randomly 
assigned to treatment groups, thus only within- group comparisons can be 

made. Within the first month of training the group receiving clothing 

privileges showed a sustained decrease in frequency of incontinence from 
4.6 to 0.5 incontinent episodes per week. The verbal approval group also 

showed significant reductions from 4.5 to less than 0.5 episodes per week 
but required longer than two months of training to achieve this. Neither 

the two-hourly toileting alone nor the control group showed consistent 
decreases in incontinence. 

Results from stu, 'Ies which have employed behaviour modification 
techniques are vartible. In the majority of such studies, little attempt 
has been made to establish whether any underlying causes of incontinence 

exist. 

Biofeedback 

Biofeedback is a form of behavioural training that aims to restore 
continence by altering the physiological responses of the bladder and the 
pelvic floor muscles (Burgio and Burgio 1986). Thus, by operant 
learning, physiological change can be achieved in suitably motivated 
individuals who learn by observing the results of their attempts to 
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control bladder and sphincter responses voluntarily (Burgio and Burgio 
1986). 

The earliest report of biofeedback was by Wilson (1948), who reported 
that of 23 elderly patients, 10 with urgency or incontinence were 
improved or completely continent following a diagnostic cystometrogram. 
During the procedure, bladder pressure readings were available to 

patients and may have provided them with feedback that allowed them to 

acquire better control. 

More recent studies have also shown favourable results. Biofeedback 

studies utilising visual and auditory cues, by Cardozo et al (1978a, 

1978b) in 27 wome, i (18-64 years) with urge incontinence resulted in 

improvement in 81%, and 41% of the women were judged to be cured. 

Other studies have investigated the importance of biofeedback in the 

treatment of stress incontinence (Burgio, Robinson and Engel 1986, 

Shepherd, Montgomery and Anderson 1983) and will be discussed in section 
1.8.3 on pelvic floor exercises. 

Hypnotherapy 

Freeman and Baxby (1982) hypothesised that if psychological factors play 
a part in detrusor instability, then applying psychological influences 

such as hypnotherapy should have some effect. They carriq(out a study 
with 50 women (me-an age 44 years) diagnosed as having detrusor 
instability who had 12 sessions of hypnosis over a one month period at 
an out-patient clinic. At the end of the treatment, 29 women were 
symptom free and 14 had improved, while seven remained unchanged. Of 44 

women who had cystometry three months later, 22 were found to have stable 
bladders, 16 showed significant improvement and six showed no objective 
improvement. The authors acknowledged the lack of a control group as a 
flaw in study design but considered it unethical to ask patients to 
attend a clinic 12 times and receive no treatment. The role of 
hypnotherapy in the treatment of incontinence requires further 
investigation. 
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1.7.3 Pelvic floor exercises 

Re-education of the pelvic floor muscles is considered first-line 

treatment for stress incontinence (Brocklehurst 1985, Brown 1977). Kegel 
(1956) first described the use of such exercises and developed the 

perineometer which allowed women to measure the strength of pelvic floor 

contractions during daily exercise. The exercise involves gaining 

awareness of the perivaginal muscles and learning to contract and relax 

these muscles (Wells 1988). 

Henalla et al (1989) randomly compared three treatments in 100 women (age 

not reported) suffering from stress incontinence. Women either carried 
out pelvic floor exercises initially taught by a physiotherapist, 
interferential therapy (electrical stimulation of the pelvic floor) or 

received oestrogen treatment. Women were randomly allocated to treatment 

or a control group. After three months, 65% of the women in the exercise 

group had significantly improved, compared to 32% who received 
interferential therapy and 12% oestrogen treatment. At nine months 
follow-up, 50% of the women in the exercise group still showed benefit. 

The authors do not specify whether severity of incontinence was measured 
at the start of the study, nor do they distinguish between cure and 
improvement in incontinence. 

Positive results evaluating the use of pelvic floor exercises have been 

reported by others (Castleden, Duffin and Mitchell 1984, Shepherd, 

Montgomery and Anderson 1983) but the benefits of biofeedback using a 
perineometer are contradictory. Castleden, Duffin and Mitchell (1983) 

found no statistical differences between women who used a perineometer 
while carrying out exercises to those women who exercised alone. 
Shepherd Montgomery and Anderson (1983), however, found that 91% of the 

women using a perineometer in conjunction with exercises, compared with 
55% of those women who carried out exercise alone, were cured or 
improved. 

Wells (1988) pointed out that there is considerable variability in 

methods of pelvic floor exercise. Further research is needed, therefore, 
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to find out which method is most effective in strengthening the pelvic 

muscles. 

The benefits of the use of electrical treatments, faradism and 
interferential therapy, in the treatment of stress incontinence has still 
to be determined (Harrison 1983). 

1.7.4 Surgical intervention 

Surgical correction in women with moderate or severe genuine stress 
incontinence, and otherwise stable bladders, may be indicated if other 
less invasive methods have proved unsuccessful (Stanton 1986). Surgery 

may be carried out as either a vaginal or a suprapubic procedure 
(Schmidbauer, Chaing and Raz 1986, Stanton 1986), the latter method being 

considered the more successful (Stanton 1986). 

Surgical intervention is the mainstay of treatment for prostatic 

obstruction (Kirshen 1983). Prostatectomy may be performed by the 

transurethral, retropubic or suprapubic approach with, according to 
Blaivas and Berger (1986), approximately equal efficacy. Blaivas and 
Berger (1986) pointed out that older men with cerebrovascular disease or 
other neurological impairment, as well as prostatic obstruction, are 
likely to have involuntary detrusor contractions as a consequence of both 

conditions. While prostatectomy usually relieves the obstruction, there 
is a risk of persistent incontinence as a result of detrusor instability 
in approximately 5CZ of such patients (Blaivas and Berger 1986). 

Surgical treatments for detrusor instability include bladder distention 
(Dunn et al 1974), and central or peripheral bladder denervation 
(Schmidbauer, Chiang and Raz 1986). 

1.7.5 Drug therapy 

Drugs used to treat incontinence may be classified into three groups, 
namely anti-diuretic drugs, drugs to diminish or increase bladder 

excitability, and oestrogens (Brocklehurst 1985). Drugs commonly used to 
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treat detrusor inEtability are anticholinergic and antispasmodic agents, 
alpha-adrenergic . gonists and oestrogens for stress incontinence and 
cholinergic agents and alpha-adrenergic blockers for overflow 
incontinence (Ouslander 1986). The use of drug therapy in the management 
of urinary incontinence has been extensively reviewed by Ouslander and 
Sier (1986) and Brocklehurst (1984b). 

1.7.6 Intermittent catheterisation 

The theory underlying intermittent catheterisation is that an over- 
distended bladder reduces blood flow to its tissue and the decreased 
blood flow lessens tissue resistance to infection (Lapides et al 1972). 

Regular bladder emptying prevents over-distention with its attendant risk 
of infection (Well; 1988). 

Sterile intermittent catheterisation was first used in patients with 
spinal cord injuries in the First World War (Marks and Barr 1977). 

Intermittent catheterisation involves the periodic introduction of a 
catheter into the bladder to drain urine leaving the patient catheter- 
free in between times (Norton 1986). Lapides et al (1972) introduced the 

clean (non-sterile) technique of intermittent catheterisation which was 
associated with little risk of associated urinary tract infection. 

Children with spina bifida have been successfully taught to use self- 
catheterisation (Kaye and Van Blerk 1981) and the technique has been 

extended to the management of all categories of people with voiding 
disorders (Norton 1986). 

Marks and Barr (1977) examined the efficacy of intermittent 

catheterisation in 30 hospitalised patients (37-77 years) who had 

suffered a stroke. Half of the patients were treated in the first week, 
and the remainder up to one month, following their stroke. Patients were 
catheterised every six hours until the post-void residuel was less than 
120 millilitres. Twenty seven of the 30 patients were found to void 
satisfactorily after this treatment. Although the investigators did not 
test for urinary tract infection, they claimed that this was an effective 
method to reduce the risk of infection. Marks and Barr stated that one 
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of the factors fc. r the success of the method was the availability of 
informed and enthusiastic nurses who were willing to persevere and ensure 
the regimen was carried out. 

Bennett and Diokno (1984) reported a retrospective analysis of 65 

patient's between the ages of 60 and 80 years (34 males, 31 females), 

trained to use intermittent catheterisation. The majority of patients 
(86%) had little difficulty mastering the technique. The most common 
indication for the treatment was autonomous or a decompensated bladder, 

and half of these patients had an associated debilitating disease. After 

careful instruction, even patients with poor hand dexterity were able to 

carry out the technique. 

1.7.7 EnvironmentL1 adaptations 

Adaptations to the environment, for example, alterations to existing 
toilet facilities (eg. grab rails, raised toilet seats), the provision of 

toilet alternatives (eg commodes), appropriate seating, and facilitating 

access to toilet areas are methods of continence management which have 

been reviewed by Brink and Wells (1986). 

The importance of enhancing the "social" environment as a means of 

reducing incontinence has also been highlighted (Norton 1986, Isaacs 

1976, Dunn and Strang 1970). Dunn and Strang (1970) introduced an 
"activity" person into a ward for the long-term care of the elderly in an 

effort to increase the patients' mental and physical wellbeing. At the 

end of three months the authors concluded that the intervention had 

little effect on the level of incontinence but the morale of the patients 

and the nursing staff had increased. Alternatively, Goat (1988) reported 

a reduction in incontinence in 12 patients in a long-term care of the 

elderly ward following the introduction of a nurse therapist who provided 

ward-based activities and outings. More carefully designed studies to 

evaluate the benefits of such interventions are needed. 

Other measures of continence management such as ensuring an appropriate 
diet, bowel management, a sensible fluid regime and suitable clothing 

- 94 - 



have also been highlighted (Norton 1986, Shepherd and Blannin 1986, 
Brocklehurst 1985, Castleden and Duffin 1981, Clay 1980). 

Several studies undertaken in care of the elderly settings have reported 
a reduction in the level of incontinence as a consequence of a number of 
environmental adaptations as reviewed above (Mandelstam and Tuck 1986, 
King 1980, Lepine, Renault and Stewart 1979). Unfortunately, none of 
these studies are methodologically rigorous, and in particular they lack 

explicit definitions of outcome measures. Tobin and Brocklehurst (1986) 

carried out a controlled study in residential homes for the elderly, in 

which the treatment group received two-hourly toileting, drug therapy 
(unless contraindicated) and in female residents, pelvic floor exercises. 
A reduction in daytime incontinence of 40% compared with 29% in the 

control group was observed, while a reduction in night-time incontinence 

of 41% in the treatment group and 23% in the control group was reported. 

1.7.8. Aids and appliances 

There are a number of devices to keep the patient dry. Their use is 

considered appropriate for short-term management or in cases of 
intractable incontinence (Clay 1986, Norton 1986, Shepherd and Blannin 
1981). Norton (1986) and Smith (1984), among others, stressed the 
importance of a thorough patient assessment prior to the use of such aids 
and that patients and carers should be instructed in their use. 

Occlusive devices 

These devices work by compressing the urethra (Brink and Wells 1986, 
Norton 1986). Shepherd and Blannin (1981) considered that none are 
satisfactory except as short-term measures. The aim of such devices in 

women is to restore the anatomical relationship by lifting and supporting 
the bladder neck and urethra (Norton 1986). Ring pessaries are 
considered useful in some women with vaginal prolapse (Norton 1986) but 
Shepherd and Blannin (1981) expressed doubt as to their effectiveness in 
controlling urinary incontinence. A tampon is recommended for some women 
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who experience mild stress incontinence (Brink and Wells 1986, Norton 
1986). 

Collecting devices 

Collecting devices are fitted to the patient and worn as a garment (Brink 

and Wells 1986). For male patients, there are a number of body worn 

appliances, dribble pouches and penile sheaths available (Brink and Wells 

1986, Norton 1986). As already discussed in section 1.6.1, there is 

evidence that penile sheaths can be associated with skin disorders, 

including penile necrosis, and urinary tract infections (Ouslander, 

Greengold and Chen 1987, Jayachandan, Mooppan and Kim 1985). Fewer 

collecting devices exist for use by women. Brink and Wells (1986) 

described the latest model available in the United States based upon a 
design developed by NASA. 

Absorbent products 

Numerous absorbent disposable and re-usable products to contain urine and 

protect clothes, furniture and bedding are currently available. 
Information about their use, availability and cost is limited although a 

small number of studies have evaluated the use of some of these products, 
for example, Fader et al (1986), Egan, Thomas and Meade (1985), Smith 
(1985), Malone-Lee, McCreery and Exton-Smith (1982). 

Absorbent products can be classified into pads, pads and pants, all-in- 
one pads ("diaperi°"), protective underpads (for use on chairs, beds, 

etc), and bed protection (Brink and Wells 1986). 

Indwelling catheters 

It is generally agreed that indwelling catheters should only be used when 
other, less invasive methods of incontinence management have failed 
(Turpie and Skelly 1989, Norton 1986). 
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The uses of indwelling catheters have been well reviewed and investigated 
by others such as koe (1989), Kennedy (1985) and Kennedy and Brocklehurst 
(1983,1982). Their use in the management of urinary incontinence will 

not, therefore, be considered here. 

1.8 URINARY INCONTINENCE; IMPLICATIONS FOR NURSING 

1.8.1 The nature of nursing 

The most widely quoted definition of nursing is that by Henderson (1978) 

who stated that it was: 

"... a 24 hours service that helps human beings 
with their e6sential daily activities when they 
lack the strength, knowledge or will to carry them 
out unaided, and to work towards the development 
of a healthy independence". 

That nursing is fundamentally concerned with fulfilling people's needs 
for everyday acftivities of living is undisputed (Wilson-Barnett 1988, 

Crow 1986, McFarlane and Castledine 1983, Roper, Logan and Tierney 1980). 

The challenge and importance of such work was emphasised by Wilson- 

Barnett (1988) who stated that the fulfilment of patients' basic needs 
must be recognised as a skilful and thoughtful nursing activity. Nursing 
is thus concerned with health promotion and preventive care, helping to 

restore the individual's deficits in self-care ability; when the patient 
does not regain ? 'ill independence, nursing maintains the self-care 
function while maximising the contribution of the individual (Wilson- 

Barnett 1988, McFarlane and Castledine 1982). 

Current views of nursing endorse the belief that its focus should be the 
whole patient, encompassing not only physical, but also psychological and 
social dimensions of patient care (Wilson-Barnett 1988, McFarlane and 
Castledine 1983, McGilloway 1980, Ferguson 1979, Henderson 1966). 
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Henderson (1966) described the role of the nurse as dependent (ie. one 

which assists the physician) and inter-dependent (ie. helping other 

members of the health care team to carry out programmes of care). She 

also identified the unique function of the nurse as an independent 

practitioner in her own right. This was later acknowledged in the Royal 
College of Nursing document (1981) on Standards of Nursing Care which 
stated that: 

"Nurses occupy a unique role in the care of the patient, 
being physically located in wards with patients 24 hours 
of every day and providing continuity of care equalled by 
no other profession". 

1.8.2 Recent developments in nursing 

Until the early 1960's, it is claimed that nursing practice was largely 

based upon intuition and empathy (Aggelton and Chalmers 1987). In 
institutional settings, nursing work was organised predominantly towards 

tasks rather than in response to patients' needs (Wilson-Barnett 1988). 

In recent years, the need for a more systematic approach to the planning 

and delivery of nursing care was identified (Aggelton and Chalmers 1987). 

Thus, the Nursing Process, defined as "a planned, systematic approach to 

nursing care of the individual patient" (Hayward 1986) became the 

official means of delivering nursing care in the United Kingdom, 

recognised by the General Nursing Council for England and Wales in 1977 
(GNC 1977). The celivery of nursing care, through the introduction of 
the Nursing Proces-", is intended to be problem-orientated and based upon 
an assessment of physical, psychological and social aspects of individual 

patients needs (McFarlane and Castledine 1983, McGilloway 1980). In 
spite of differences in terminology, the Nursing Process essentially 
comprises the collection of data and identification of patient problems 
(assessment), goal setting and the planning of care, intervention and, 
finally, evaluation of the outcome of care (Aggelton and Chalmers 1987, 

McFarlane and Castledine 1983, Luker 1981, Kratz 1979, Mayers 1978, Yura 

and Walsh 1978, Little and Carnevali 1976). Thus, "good" nursing care 
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was defined by the Royal College of Nursing Standards of Nursing Care 
Committee (1981) as planned, systematic and focused, being based upon a 
continuous and dynamic pattern of assessment, planning, action and 
review. 

In addition to changes in the organisation of nursing practice, the 

report on the Coumittee of Nursing (Salmon 1966) recognised that it was 
no longer sufficient for the education of professional nurses of the 
future "to remain at the level of a training in procedures". The report 
recommended that nursing became a research-based profession and nursing 
practice be supported by a rational, scientific basis for action. Since 

then, Schrock (1981) among others, has emphasised that the theoretical 
basis for nursing action, well founded in scientific principles, was 
essential to the provision of effective nursing care. 

1.8.3 Urinary incontinence; Recent innovations and the nursing role 

In recent years, a number of nursing models have been developed in which 
it was attempted o identify the essential components of nursing upon 
which practice shotld be based (Rieht and Roy 1980). Irrespective of the 
basis from which such models are derived (eg. biological, physiological, 
behavioural, "holistic"), an essential component, common to all, is the 
individual's need for elimination (Orem 1985, Roper, Logan and Tierney 
1983, Johnson 1980, Rieht 1980, Roy 1980) Thus, the provision of care 
directed towards helping the individual with her eliminatory needs is 

recognised as a fundamental nursing function. 

Urinary incontinence, the consequence of a breakdown in eliminatory 
function, can occur in childhood through adulthood to old age (Reid 
1976). Thus, Norton (1986) claimed that almost every nurse, midwife and 
health visitor regularly encounters incontinent people in everyday 
practice. The imp'rtance of the role of the nurse in the promotion of 
continence and management of incontinence was emphasised in a circular 
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from the Department of Health and Social Security (Friend 1977) which 
stated that: 

"These mattes are of particular concern to the nursing 
profession and require services to which nurses of all 
fields and all categories have a major contribution to 
make" 

Traditionally, this aspect of patient care has been viewed as 

predominantly a nursing responsibility. Indeed, Wells (1975b) and Norton 

et al (1962) placed the responsibility of reducing the incidence of 
incontinence, at least in the hospital setting, primarily upon nurses. 

It is frequently claimed, however, that rather than help to rehabilitate 
the patient to regain continence, or when this is not possible, to 

effectively cope with the problem, nurses have tended to direct their 

efforts towards clearing up the effects of soiling (Duffin and Castledine 

1986, Norton 1986. Manley 1984a, Badger 1983, Baker 1978, Willington 

1975, Wells 1975a, Norton et al 1962). Wells (1975b), referring 
specifically to the nursing care of incontinent patients, stated "there 

is little nursing heritage of thoughtful observation and planned 

assessment of patient behaviour". More recently Norton (1986) claimed 

that in both hospital and community many nurses still spend too much of 
their time and energy dealing with the result of incontinence. 

Findings from studies of the nursing care of elderly people in hospital 
by Wells (1975a) and Baker (1978), and an investigation of the toileting 

and changing practices in medical and care of the elderly wards by Badger 
(1983) tend to support these views. Many traditional hospital practices 
were observed to be idiosyncratic, obstructing rehabilitation rather than 
helping the patient to regain bladder function. 

In recent years, the recognition of the multifactorial nature of 
incontinence has led to the advocation of a multidisciplinary team 
approach towards its management (Norton 1986, Tallis 1985). The 

restoration of continence and management of incontinence, nevertheless, 
remains an area of care in which nurses are recognised as having a key 
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role (Clay 1986, Norton 1986, Kennedy 1984, Wells 1975b, Willington 
1975b, Friend 1977). 

In the last decade, against a background of previous disinterest in the 

problem of incontinence, a number of health professionals, organisations 

and companies have attempted to improve services and facilities for 

incontinence sufferers (Manley 1984b). Research, such as that undertaken 
by Thomas et al (1980) (discussed in detail in section 1.3.2.1) revealed 
that the majority of sufferers were neither seeking nor receiving help 

and advice about their problem. Two important documents "Action on 
Incontinence" (King's Fund 1983) and "The Problem of Promoting 
Continence" (RCN 1982), the results of a working party and regional 

workshops respectively, identified a number of shortcomings in the 

provision of health care within this area. Both reports claimed that 

confusion, ignorance and inconsistency surrounded the management of 
incontinence and that this was partially due to the failure of nursing 

and medical education at basic and post-basic level. 

In 1983, the Joint Board of Clinical Nursing Studies (now the English 

National Board) approved the course number 978 "The promotion of 

continence and management of incontinence" for trained nurses (Parkinson 

1986). The Royal College of Nursing pioneered another, similar short 
course specifically for district nurses (Manley 1984b). 

The King's Fund report (1983) recommended the establishment of a 
continence clinic, as well as a continence adviser, in every health 
district in the U. K. The remit of the continence adviser varies from 
district to district but most fulfil a clinical, teaching, advisory and 
sometimes, a research role (Turner 1987, Norton 1986). Reliable 
information about the current number and distribution of continence 
clinics and advisers in the U. K. is not available. A survey carried out 
by Smith (1988) in 1987 found that 95 of the 192 district health 
authorities in England had appointed nurse continence advisers. Among a 
sub-sample of 40 af, visers employed in seven different regions, 17 (43%) 
had access to ur dynamic facilities and 10 (25%) staffed a joint 

continence clinic with a geriatrician, urologist or gynaecologist. 
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Shepherd, Blannin and Feneley (1982) described the success of a 
continence clinic run solely by nurses. The evaluation of the clinical 
benefits and the cost-effectiveness of the continence adviser role, 
however, have still to be conclusively demonstrated (Badger, Drummond and 
Isaacs 1983). 

Reservations have been expressed concerning the development of the 

specialist continence adviser role. The Royal College of Nursing report 
(1982) warned that the creation of a specialist nurse might stultify the 

role of the general nurse and allow her to opt out of any involvement in 
the care of people with incontinence. Norton (1986) pointed out that the 

problem of incontinence was too large to be left to the specialist. She 

emphasised the need for nurses to learn to use the continence adviser 
when necessary, and not to think that by doing so she can abdicate her 

own responsibility for continence. 

It has been shown that nursing is primarily concerned with helping 

individuals with their everyday activities of living. Thus, helping the 

patient with her eliminatory needs is an integral part of nursing care. 
Despite the recent development of the continence adviser role, it is 

agreed that all nurses, together with other health professionals, have a 
major responsibility for the restoration of continence. Where continence 
is not a viable goal of care, the nurse is responsible for ensuring the 

patient is able to effectively cope with incontinence, and that the 

psychological and social consequences of the problem are minimised. 

1.9 CONCLUSIONS 

In the literature reviewed, the difficulties of attempting to determine 
"normal" bladder finction and problems associated with the definition of 
urinary incontinence were identified, and the consequent implications for 
clinical practice and research were highlighted. 

Studies which have examined the prevalence of urinary incontinence in the 
community and in institutions, have shown the problem to be common. 
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There is considerable evidence to suggest that many people affected by 

incontinence are unknown to health professionals and consequently are not 

receiving appropriate help from health and social services. A small 

number of studies have shown that incontinence can have substantial 
physical, psycho-social and economic implications for the sufferer, her 

family and carers. The considerable economic implications to the 

national economy, incurred as a result of incontinence, have also been 

recognised. While the majority of sufferers are to be found living in 

the community, incontinence is a considerable problem in the 
institutional setting. The prevalence rates obtained in hospital wards 

suggest that 10-19% of patients in acute general wards, 13-53% of those 
in acute HCE wards and 38-78% of patients in long-stay HCE wards are 
incontinent. 

Although evidence is conflicting, a number of studies concluded that the 

prevalence of incontinence increases with age and affects a greater 

number of women than men. The pattern of micturition and bladder 

function has been shown to alter with age, and, with the projected 
demographic changes ahead, an increase in the number of elderly people 

who are likely to ecome incontinent in the future is predicted. 

It is clear from the literature reviewed that while many of the precise 

causes of incontinence have still to be determined, it is a symptom which 
is frequently the result of more than one causal or predisposing factor. 

The literature identifies not only the role of physiological bladder 

dysfunction in the causation of incontinence, but also stresses the role 
of many other important aspects such as environmental, psychological and 
social causes. It was identified in the literature that a comprehensive 

assessment of incontinence necessitates the examination of many areas 
which may predispose, or cause the individual to become incontinent. 

While the benefits of many of the strategies to restore continence, or 
better manage incontinence remain to be evaluated, considerable advances 14* 
in this field have occurred in the 420 years. Newly developed and 
improved methods of management for incontinence were identified which has 
increased the scope for improving the care available to sufferers. In 
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addition, the literature indicates that the attitudes of the carers, 
including those of nurses, as well as methods of improving the "social" 

environment, are important considerations in the' management of the 

problem. 

In the literature reviewed, it has been shown that helping the patient 

with her eliminatcry needs is a fundamental part of nursing care. The 

literature has indicated that the nurse has a major responsibility for 

the prevention of incontinence, the restoration of continence, or where 
this is not feasible, to help the sufferer to cope effectively with the 

physical, psychological, social and economic consequences of the problem. 
There is evidence to suggest, however, that in general, nurses have 

tended to cope with the problem rather than directing their efforts 
towards helping to rehabilitate the incontinence sufferer. 
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CHAPTER 2 

TEE PREVALENCE OF URINARY I INIIME IN 
TER HOSPITAL WARDS 
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THE PREVALENCE OF URINARY ]IMMINENCE IN T E21 IK)SPITAL WARDS 

2.1 SUMMARY 

As a first stage in planning studies which examined aspects of the 

nursing assessment and management of patients with urinary incontinence 
in hospital it was considered important to ascertain the size of the 

problem. In this chapter a study carried out to determine the prevalence 

of urinary incontinence in acute medical and health care of the elderly 
wards is described. The results are compared with those of other 
hospital surveys and the implications of the findings are discussed. 

2.2 INTRODUCTION 

As discussed in Chapter 1, section 1.3.2.2, the prevalence of urinary 
incontinence among those receiving hospital care varies widely (Sier, 

Ouslander and Orzeck 1987, Sullivan and Lindsay 1984, Fernie et al 1983, 

Egan et al 1983, Jewett et al 1981, Clarke et al 1979, Wilkins and Jolly 
1978, Wells 1975a, Isaacs and Walkey 1964, Brocklehurst 1951). The 
interpretation of findings and limitations of comparisons between surveys 
have been extensively reviewed in section 1.3.1 of the literature review 
(Chapter 1) and will not be discussed here. Most data have been based on 
results obtained fr: m samples of elderly patients (65 years or older), 
often in long stay wards, and much less information is available relating 
to those in acute hospital settings. 

The published figures for the prevalence of urinary incontinence in 
hospital in-patients range from 9-78%. Results are dependent upon, among 
other variables, the type of study population, the care setting, and the 
definition of incontinence adopted by the researcher. Only one study, by 
Egan et al (1983), examined the prevalence of incontinence in younger 
patients (5-64 years) in acute hospital wards; a prevalence of 10% was 

-106- 



reported. Surveys of the elderly (65 years or older) have found 

prevalence rates ranging between 19% and 53% on acute general or acute 
care of the elderly wards and between 38% and 78% of patients on long 

stay wards (see section 1.3.2.2 Chapter 1). 

Early on in the planning of this research it was necessary to consider 
the type of wards to be included in this and subsequent studies. As the 

overall aim of the enquiry was to examine the nursing assessment and 
management of patients with urinary incontinence in hospital an essential 
requirement was the inclusion of wards in which the problem was likely to 
be a comnon occurrence. While incontinence is found in most adult 
specialties, as previously discussed, the extent of the problem varies 
considerably between different units. A decision was made to exclude the 

urological, gynaecological and surgical specialties because it was 
considered that patients in these wards would have particular types of 
bladder dysfunction peculiar to these specialties, and that this would be 

reflected in specific assessment and management skills of the nurses in 

these wards. In addition, the urological and surgical specialties were 
likely to have a high proportion of patients who already had indwelling 

catheters, for a ntmber of reasons including urinary incontinence, and 
this would have biased the nature of the information collected. Thus it 

seemed appropriate to choose acute medical and health care of the elderly 

wards, clinical specialties in which a considerable proportion of 

patients may be incontinent of urine for a wide variety of reasons, and 

where nurses need to employ a broad range of assessment and management 

skills if they are to provide informed, therapeutic nursing care. 

Consultation with personnel from the "hospital activity analysis" 
department, consultant physicians and nurse managers showed that the 
prevalence of incontinence amongst hospital in-patients within the study 
area was unknown. ITms as an initial step an estimate of the size of the 

problem in acute r radical and health care of the elderly wards was 
considered to be recessary before proceeding to the main areas of 
enquiry. It was anticipated that the information collected would place 
subsequent studies into context and provide a basis from which to plan 

further investigation. 
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2.3 AIMS 

The survey was designed to : 

1. Define the prevalence of urinary incontinence on acute general 
medical wards and acute health care of the elderly wards in one 
hospital within the study area. 

2. Compare the prevalence of urinary incontinence during the day with 
that during the night. 

3. Compare the prevalence of urinary incontinence between the two types 

of wards. 

2.4 METHODS 

2.4.1 Preliminary Planning 

Within the limits A both the time and resources available, a point 

prevalence survey was considered the most appropriate method to estimate 
the size of the problem. A survey was undertaken in one university 
teaching hospital of all patients resident on the acute general medical 

and acute health care of the elderly medical wards on a particular day 

and night. 

A reliable means of identifying patients who were incontinent was 
required. Various members of the ward team (for example the doctor, 

nurse, occupational therapist and physiotherapist) the patient herself 

and the medical and nursing records were considered. As previously 
discussed (section 1.6.1, Chapter 1), there is evidence to suggest that 
incontinence is an tinder recorded problem (Ebrahim et al 1987, Sier, 
Ouslander and Orzec: 1987, Ribeiro and Smith, 1985, Starer and Libow 
1985, Littlewood 1984, Ouslander, Kane and Abrass 1982). The medical and 
nursing documentation was not, therefore, considered to be a reliable 
means of obtaining information. Interviews with patients was another 
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method considered. However, this approach would have been too time- 

consuming as it would have necessitated approaching all the patients who 

were resident on the wards at the time of the survey. It was also 

anticipated that some patients would be unwilling or unable to provide 

reliable information. In clinical practice, the nurse in hospital is the 

person largely responsible for meeting the toileting needs of the 
individual patient. She is therefore likely to be in the best position 
to identify patients with urinary problems. Informal ward observations 

and discussions with other members of the ward team (doctors, 

physiotherapists, and occupational therapists) confirmed that this was an 
area of patient care in which they tended to depend upon the observations 

of the nursing staff. For the purposes of the survey, therefore, it was 
decided to rely upon the clinical judgement of the trained nurses to 
identify those patients who were incontinent of urine. 

Consent was obtained from the hospital ethical committee. Permission to 

conduct the survey was sought from the ward consultants, the Director of 
Nursing Services, the Divisional Nurse Manager and the Senior Nurse for 

night services. Meetings were held with each of the ward sisters/charge 

nurses (or the nurses-in-charge on night duty) of the wards concerned. 
These meetings were used to explain the design and purpose of the survey 

and to ensure that those nurses responsible for completing the forms were 
familiar with their content. A number of nurses expressed a preference 
for the survey to be conducted at the weekend when it was thought there 

would be more time to complete the data collection forms. As a 

consequence the survey was conducted on a Sunday. 

2.4.2 Sample 

The decision to select acute medical and health care of the elderly wards 
(HCE) has already been discussed in section 2.2. The sample comprised of 
all patients who were resident on the six acute general medical wards 
(mean length of patient stay 6.9 days) and the four acute LICE wards (mean 
length of patient stay 25.9 days) on the survey day and night in a 
provincial 1,210 bedded university teaching hospital in the Midlands. The 
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wards used in the sample ranged from 24 to 30 bedded units. All wards 
had male and female patients. 

2.4.3 Data collection instrument 

Data collection forms were designed for completion by the nurses (see 

Appendices la and 1o). Two forms per ward (one for the day and one for 

the night) were siTpplied for completion by the nurses. Information 

sought was kept to a minimum to enhance compliance in completing the 
forms. The day nursing staff were asked to identify patients known, at 

the time of the survey, to be incontinent during the daytime ("day" was 
defined as being from 07.30-20.30 hours) and the night nursing staff were 

asked to do the same for night-time ("night" was defined as being from 

20.30-07.30 hours). Forms were identical for the day and night staff and 

recorded demographic patient details (age, sex, primary reason for 

hospital admission) and whether incontinence occurred regularly or 

occasionally or alternatively, whether an indwelling catheter to control 

previous incontinence was being used. "Regularly" incontinent was 
defined as being wet one or more times per day/night while "occasionally" 

incontinent was defined as wet less than once a day/night. 

Definition of incontinence 

Urinary incontinence was operationally defined as follows: 

"Involuntary excretion or leakage of urine in inappropriate 
places regardless of the amount of urine lost. The 
definition includes patients with aids such as sheath drainage 
appliances and pads and pants as well as patients with 
indwelling urethral catheters because of incontinence". 

This is an adaptation of a definition used by Thomas et al (1980) who 

also included an established time frame of "once or more a month. " In 

view of the average -Length of-hospital stay on the sample wards (6.9 days 

medical wards: 25.9 days HCE wards) at the time of the present survey 
this time frame was considered inappropriate and thus excluded from the 
definition. Patients using incontinence aids such as absorbent pads and 
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pants, or sheath drainage appliances, as well as those with indwelling 

catheters because of incontinence were also included. Care was taken to 

explain to nurses that patients with indwelling catheters for other 

reasons, such as the accurate measurement of urine volumes or because of 

obstruction, were not to be included. A written copy of the definition 

of incontinence used was left with each nurse responsible for completing 
the forms. 

2.4.4 Procedure 

On the morning and evening of the survey, each nurse-in-charge (both day 

and night shifts) on each of the 10 wards in the survey was visited by 

the researcher who, before leaving the forms, reminded them of the nature 

of the information required. Written instructions (together with the 

survey definitions) were also supplied (see Appendices 2a and 2b). 

Pilot study 

The pilot study was carried out on two randomly selected wards from the 

sample (one acute general medical ward and one acute lICE ward). Problems 

concerning the completion of the forms did not arise. 

Inter-rater or inter-observer reliability are terms applied to the 

comparisons of raters or observers using the same measurement instrument 

(Nieswiadomy 1987). This type of reliability is determined by the degree 

to which two or more independent raters or observers are in agreement 
(Nieswiadomy 1987). For the purposes of the current survey an estimate 

of the reliability of the nurses' observations was required. During the 

pilot study the inter-rater reliability was estimated by asking the 

nurse-in-charge and another trained nurse from each of the two wards to 

complete the data collection forms at approximately the same time. 

Nurses were instructed to complete the forms independently without 

conferring with one another or other colleagues although they could 

consult the nursing and medical documentation if they wished. 
Comparisons were subsequently made between the information recorded by 

the pairs of nurses. 
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Inter-rater reliability was estimated as a function of agreements and 
expressed as a percentage using the equation: 

r= number of agreements x 100 
number of agreements + disagreements 

(Polst and Hungler 1983) 

An index of "overall" agreement was calculated; that is the proportion of 

patients about whom there was agreement as to the presence or absence of 

urinary incontinence. 

Cohen's Kappa statistic (Cohen 1960) was also calculated using the 

equation: 

K=PO - PC 

1 

Where Po is the observed proportion of agreement and Pc chance expected 
proportion of agreement. This provides a means of calculating the 

reliability coefficients in excess of chance agreement for nominal data. 

Of 29 patients on the medical ward the two trained nurses each identified 

three incontinent patients. There was complete agreement (100.0%) on the 
three patients so identified. Of the 24 patients on the HCE ward the two 
trained nurses each identified eight incontinent patients. There was 
complete agreement on seven of the eight patients so identified (91.7%). 

Each nurse had identified one patient as incontinent who was not 
identified by the other. 

Data from the two wards were combined and the Kappa statistic was applied 
using the formula as above. The inter-rater reliability Kappa 

coefficient was 0.88; according to Cicchetti (1984) this represents 
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excellent inter-observer agreement. The validity of the observations was 
not assessed but for the purposes of obtaining an estimation of the 

prevalence of incontinence reliance on the nursing staff reports was 
considered to be adequate. 

The level of agreement on the frequency of incontinence (assessed as 
"regularly" or "occasionally" incontinent) or on the use of indwelling 

catheters was examined. Of the ten patients identified as incontinent by 

both pairs of nurses there were disagreements concerning two patients. A 

patient was assessed by one nurse as "regularly" incontinent and by the 

other nurse as having an indwelling catheter. Further questioning 
revealed that the two nurses had completed their forms at different times 

of the day; the patient concerned had had an indwelling catheter inserted 

after one nurse had completed her form hence explaining the discrepancy. 

There was a disagreement concerning one other patient (assessed as 
"occasionally" incontinent by one nurse and "regularly" incontinent by 

the other). Thus the percentage agreement was 80.0%. 

2.4.5 Analysis 

Data from completed forms were analysed using the Statistical Package for 

the Social Science. - (SPSSx) using the ICL VME 2900 series main frame 

computer at the U iversity of Nottingham. Data are presented as 
frequencies and percentages. For selected variables the Chi-squared test 
(Siegel 1956) was used in order to establish whether or not there were 

significant differences between the results obtained. 

2.5 RESULTS 

2.5.1 Response rate 

The overall response rate in the present survey was 95%. All ten forms 

from the day staff tnd nine forms from the night staff were completed 
(two forms, one for the day and one for the night, were distributed to 

each of the ten wards). The nurse-in-charge on one medical ward at night 
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was unable to complete the form due to insufficient time. The 
information for this ward was obtained verbally from the nurse-in-charge 
at the end of the night shift and recorded by the researcher. Thus, 

although one form was not completed, complete data were obtained for the 
ten wards included in the survey. 

2.5.2 Overall prevalence 

The six acute general medical wards and four acute HCE wards have a total 

capacity of 280 beds (medical 172; HCE 108) of which 257 (91.8%) were 
occupied during the day and 264 (94.3%) during the night of the survey. 
During the survey 97 patients were reported to be incontinent of urine 

either during the day, or night or both. Thus the overall point 

prevalence, defined as the percentage of patients reported to be 

incontinent during the day and/or night on the medical and HCE wards, was 
36.7%. 

2.5.3 Characteristics of patients 

Mean age and sex 

The mean age of patients identified as incontinent was 75.2 years (S. D. 

12.7 years : range 23-99 years) of which 35 were men and 62 were women. 
Patients identified as incontinent on the medical wards had a mean age of 
67.1 years (S. D. 16.1 years) and on HCE wards a mean age of 78.7 years 
(S. D. 8.7 years). Fifty five (56.7%) of the 97 patients reported as 
incontinent were ag? d 75 years or older. The mean ages for males and 
females categorised by type of ward are shown in Table 3. 

Main reason for admission 

Table 4 shows the main reason for admission to hospital for the 97 

patients identified as incontinent. Twenty two (22.7%) of the patients 
had multiple diagnoses or problems on admission. For the purposes of 

classification, the first documented reason for admission was chosen. 
The most common reason for admission for patients identified as 
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Table 3 

Age of patients (in years) identified as incontinent on 
the acute medical and HCE wards 

Type of Ward Sex Mean Age S. D. * Range 

Acute medical Male 67.9 15.0 37-89 
Female 67.8 17.8 23-92 

Acute HCE Male 77.0 8.3 65-92 

Female 80.2 7.8 58-99 

* Standard Deviation 
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Table 4 

Classification of main documented diagnoses on admission 
in patients with urinary incontinence 

Classification No. of Percentage 

of diagnosis patients 
(n=97) 

Circulatory* 44 45.4 
disorders 
Mental disorder 13 13.4 

Nervous System 7 7.2 

Malignancy 7 7.2 

Metabolic disorder 3 3.1 

Respiratory disorder 3 3.1 

Musculo-skeletal disorder 3 3.1 

Gastro-intestinal disorder 2 2.1 

Genito-urinary disorder 1 1.0 

Othert 14 14.0 

* The majority (35) were admitted as a result of a stroke. 

t Other : incontinence (5), respite care (2), 

leg ulcers (2), collapse (2), hypothermia (1) self-inflicted 
injuries (1), geraral deterioration (1). 

- 116 - 



incontinent was as the result of a circulatory disorder (45.4%) the 

majority of whom, 35 in number, had been admitted as a result of a 

stroke. Mental dir. )rders (which for the purposes of the survey included 

six patients with the non-specific problem "confusion") accounted for a 
further 13.4% of the incontinent sample. Urinary incontinence was the 

primary reason for admission for five patients (5.2%). 

2.5.4 Incontinence during the day/night 

Table 5 shows that the prevalence of incontinence between the day and 

night varied little. Of the 257 patients resident on the wards during 

the day of the survey 85 (33.1%) were reported as incontinent. Of the 

264 patients resident on the wards during the night 84 (31.7%) were 

reported as incontinent (see Table 5). Thirteen patients (5.1%) were 
incontinent only during the daytime and 12 patients (4.6%) only during 

the night-time. 

2.5.5 Use of indwelling catheters/frequency of incontinence 

Of the 97 patients identified as incontinent, 30 (30.9%) had indwelling 

catheters. Of the 62 incontinent females, 22 (35.5%) had indwelling 

catheters and of the 35 incontinent males, eight (22.9%) had indwelling 

catheters. Of the 55 patients without indwelling catheter s who were 
incontinent during the day, 33 (60.0%) were assessed as regularly 
incontinent and 22 (40.0%) as occasionally as incontinent. Of the 54 

patients without indwelling catheters identified incontinent during the 

night, 25 (46.3%) wire assessed as regularly incontinent and 29 (53.7%) 

as occasionally incontinent. Patients assessed as regularly incontinent 

during the day also tended to be regularly incontinent at night (27; 

81.8%) and similarly those patients assessed as occasionally incontinent 

during the day also tended to be occasionally incontinent at night (15; 

68.2%). Six patients assessed as regularly incontinent during the day 

were assessed as occasionally incontinent at night. Seven patients 

assessed as occasionally incontinent during the day were assessed as 

regularly incontinent during the night. 
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Table 5 

Total number of patients identified as incontinent during the 
day/night of the survey 

Total No. Incontinent 

patients on Occasionally Regularly IDC* Continent 

wards n (%) n (%) n (X) n (X) 

DAY 257 22 (8.6) 33 (12.8) 30 (11.7) 172 (66.9) 

NIGHT 264 29 (11.0) 25 (9.5) 30 (11.3) 180 (68.2) 

Chi square (day vs. night) = 0.0144 d. f. =1 p>0.95 N. S. 
*IDC Indwelling catheter 
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2.5.6 Incontinence according to type of ward 

The level of incontinence found in different wards ranged from 13.0% to 
58.3% during the day and 3.4% to 60.7% at night (see Figures 3 and 4). 

Of the 105 patients on the HCE wards during the day, 56 (53%) (range 

between wards 48.0%-58.3%) were reported to be incontinent. Of the 107 

patients on the HCE wards at night, 56 (52.3%) (range between wards 
37.0%-60.7%) were reported to be incontinent. Of the 152 patients on the 

medical wards during the day, 29 (19.1%) (range between wards 13.0%- 

26.3%) were reported to be incontinent. Of the 157 patients on the HCE 

wards at night, 28 (17.8%) (range between wards 3.4%-25.0%) were reported 

to be incontinent. A significantly greater proportion of patients were 
identified as incontinent on the HCE wards than on the medical wards 
during the day (p<0.001) and during the night (p<0.001) of the survey 
(see Table 6). 

A quarter of all patients on the BCE wards, 26 in number (24.8%), were 

assessed as regularly incontinent during the day with fewer patients, 19 

in number (17.8%), assessed as regularly incontinent at night. On the 

medical wards 5% of patients during the day and 4% at night were assessed 

as regularly incontinent of urine. 

2.6 DISCUSSION 

2.6.1 Limitations of the method 

This was a small scble survey of six acute medical and four HCE wards in 

one university teaching hospital; the results, therefore, cannot be 

generalised to other specialties nor to acute medical and HCE wards in 

other hospitals. 

As urinary incontinence is a variable symptom, it could be argued that a 

study carried out on only one occasion is unlikely to give a 

representative estimate of the extent of the problem. Without the 
limitations of time and resources, it would have been more appropriate to 

-119- 



4i 
iý 

., ý ýý 

C 
N 

CU 

U ý. "U U 
CCcL 

0 Co 

Co -C 

_CC 

cr) C0 

Ü 

ci (D 

QQ 

N 

r-. 

(1)1 a 

v c 
A 

v- .~ 
O0 

O Q). 

rI 
C 

ro-) 

O O 
O 
r 

to 

O 

- 120 - 

O 

U) 
L cis 

w 
U 
2 
a> 
U 

U) 

cis 

U 

Q) 

U 



. Rt 
0) 

bc 
. r- 1'. 

ý. C 
as 'c 

4-- 0O 
C 
OO 

o: 
C 

OO 
'-0 

CC 

0 0 

c 

-- cI 
c cu 

_$ 
c 
o cu cÜ 

C 
c°c 

CO Al 
`u c 

C) 

C 
0 

rl" El El 
L J. 

O 
Ln 

\° 0 

0 

- 121 - 



Table 6 

Distribution of Patients identified incontinent on 
medical and HCE wards during the day 

Ward Total No. Incontinent 

Type patients on Occasionally Regularly IDC* Continent 

wards n (X) n (X) n (X) n (X) 

Medical 152 11 ( 7.2) 7(4.6) 11 ( 7.2) 123 (81.0) 

HCE 105 11 (10.5) 26 (24.8) 19 (18.0) 49 (46.7) 

Chi square (Medical vs. HCE) = 34.421 d. f. 4l p>0.001 

Distribution of Patients identified incontinent on 
medical and HCE wards during the night 

Ward Total No. Incontinent 

Type patients on Occasionally Regularly IDC* Continent 

wards n (%) n (%) n (%) n (X) 

Medical 157 11 ( 7.0) 6(3.8) 11 ( 7.0) 129 (82.2) 

HCE 107 18 (16.8) 19 (17.8) 19 (17.8) 51 (47.6) 

Chi square (Medical vs. HCE) = 15.913 d. f. =1 p>0.001 
*IDC Indwelling catheter 
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have carried out a survey on two or three different occasions throughout 
the year and to have obtained a mean prevalence rate based upon two, or 
three, estimates. 

As already discussed in Chapter 1, urinary incontinence is an under 
reported symptom. although care was taken to define urinary incontinence 

small volumes of urine loss, such as "stress" incontinence or 
"dribbling", may not always be detected, or, nurses may not necessarily 
perceive such urine loss as incontinence. The results may, therefore, 

represent an underestimation of the prevalence of incontinence. 

Mohide (1986) stated that studies of incontinence, which included cases 
which are not "clinically significant", over inflate the clinically 
relevant prevalence rates. She does not define, however, what is meant 
by "clinically significant". It would be difficult for the purposes of a 
survey to establish, however, as it is likely that individual perceptions 
of "clinical sig; ificance" would vary considerably between health 

professionals. It "ould also be argued that as a problem has first to be 
identified before it can be established whether it necessitates nursing 

and/or medical intervention, it is preferable, from a clinical 
perspective, to include all reported cases of incontinence (within the 
limits of an operational study definition). 

A further limitation concerned the lack of data obtained on the 
characteristics of the continent patients in the wards used in the study. 
Thus, observations for a possible relationship between urinary 
incontinence and variables such as age or sex, for example, could not be 

made. The collection of this information would have increased the amount 
of time needed b3 nurses to complete the data collection forms thus 
increasing the ris: of non-compliance. The main reason for carrying out 
the study was to i. ssess the extent of the problem on medical and HCF 

wards and to use this information as background data as a basis from 

which to plan further studies. Thus, the lack of data, while 
representing an omission, was not viewed as being essential to the 
original aims of the study. 
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Bearing in mind the methodological limitations outlined above, a 
discussion of the findings follows. 

2.6.2 Response rate 

Mohide (1986) stated that a response rate of 75.0% or greater should be 

achieved in surveys designed to estimate the prevalence of urinary 
incontinence to ensure representative results. The response rate in the 

present survey war 95.0%, although, as previously stated, complete data 

for the 10 wards were obtained. Thus, the results were considered to be 

representative of the wards concerned at the time of the survey. 

The prevalence of incontinence reported in the present survey was 
considered to be a reasonable estimate due to the acceptable level of 
inter-observer reliability established in the pilot study. It is 
interesting to note that issues concerning the reliability of information 

obtained in other surveys of incontinence have rarely been addressed. 
Ouslander, 'Kane and Abrass (1982), in a survey of the prevalence of 
incontinence in nursing homes in the United States, obtained their 
information from the nursing staff. They attempted to verify the data 

collected by interviewing patients and their relatives as well as 
checking the medical records. However, the reliability of their 
information is not reported. 

2.6.3 Overall prevalence 

The results of the present survey corroborate those from other studies 
which show incontinence to be a common clinical problem within hospital 
(Borrie et al 1987, MacPhee & Roberts 1987, Sier, Ouslander & Orzeck 
1987, Sullivan & Lindsay 1984, Egan et al 1983, Fernie et al 1983, Jewett 
et al 1981, Alexander & Eldon 1979, Clarke et al 1979, Wells 1975a, 
Willington 1969, Isaacs & Walkey 1964, Brocklehurst 1951). 

In the present study the overall point prevalence for urinary 
incontinence was 36.7%. At the time of the survey, some degree of 
urinary incontinence was reported for over half (53%) of the patients on 
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the HCE wards and 19% of the patients on the medical wards. Although the 
rates of incontinence were highly variable from one ward to another, 
particularly, as would be expected, between the medical and HCE wards, 
patients with incontinence were identified on all wards surveyed. 
Episodes of incontinence on HCE wards tended to be more frequent both 
during the day and right than on medical wards. 

2.6.4 Comparison with other studies 

The problems with making comparisons between surveys have been 

highlighted in section 1.3.1 in Chapter 1. Few studies using similar 

ward populations have been found with which to compare the results of 
this study. MacPhee and Roberts (1987) carried out a longitudinal study 

and found that over half (55%) of the 201 patients in their sample were 
incontinent on admission to acute /rehabilitation wards for the elderly. 
Of those patients who were incontinent on admission and survived three 

months later, 60% remained incontinent. MacPhee and Roberts do not, 
however, specify whether patients with indwelling catheters were 
included. Wells (1975a) reported a prevalence for urinary incontinence 

of 53% on two assessment wards for the elderly; a figure comparable with 
that found on the HCE wards in the present survey. The wards surveyed in 

both studies were acute admitting facilities for the elderly but wells 

does not report whether patients with indwelling catheters were included 

within her definition of incontinence. If such patients were excluded, 
her findings reflected a higher prevalence than was found in the current 

study. 

Clarke et al (1979) also reported a similar prevalence of incontinence 

(52%) in wards for the elderly; however, they failed to describe the type 

of wards included ir their sample. Thus, it is unclear whether patients 

were from acute wa: -ds or long-stay accommodation, a factor likely to 

influence the prevalence of incontinence. As with Wells' study (1975a), 

Clarke et al did not report whether patients with indwelling catheters 

were included. If patients with indwelling catheters were excluded, the 

prevalence would again be higher than that found in the present survey. 
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Egan et al (1983) reported a prevalence rate of 25%-33% in acute care of 
the elderly wards in two London teaching hospitals; a lower rate than was 
reported in the present survey. Egan et al excluded patients with 
"temporary" indwelling catheters. They did not, however, define the 

criteria used to identify "temporary" from "long term" indwelling 

catheter use. It is likely that the higher prevalence reported in the 

present survey is partly accounted for by the inclusion of all patients 
who had indwelling catheters because of incontinence. 

There are fewer studies with which to compare the results obtained in the 

acute medical wards. Those that are available are subject to 

methodological constraints similar to those for surveys on wards for the 

elderly. Only one survey, by Sullivan and Lindsay (1983), in the United 

States, has reported specifically on the prevalence of incontinence 

amongst patients in acute general medical wards. Sullivan and Lindsay 

confined their sample to patients 65 years of age or older and excluded 
those with indwelling catheters. Their study is not, therefore, directly 

comparable with the present survey. Sullivan and Lindsay found 25% of 
the patients in tieir survey to be incontinent. If patients on acute 

medical wards with indwelling catheters are excluded in the current 
study, a much lower prevalence rate (11%) is found than was reported by 

Sullivan and Lindsay. It is likely that this difference partly reflects 
the different age structures between the patient samples in the two 

surveys. 

Also in the United States, Sier, Ouslander and Orzeck (1987) carried out 
a longitudinal survey of elderly patients (65 years and older) admitted 
to acute medical and surgical wards. Overall, 35% of the patients were 
found to be incontinent at some time during their hospital stay (patients 

with indwelling catheters were included). However, the investigators do 

not distinguish between the prevalence rates on the surgical and medical 
wards so that comparisons with the present survey cannot be made. 

A comparable British survey of acute general medical wards has not been 
found. Egan et al (1983) reported a prevalence rate of incontinence of 
10% for patients aged between 5-64 years and 19% for patients aged 65 
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years and older on "general" wards. Their sample comprised of patients 
from all wards except those in maternity and care of the elderly units. 
As discussed earlier, their survey is not directly comparable because 
they excluded patients with "temporary" indwelling catheters and included 

a much wider range of hospital wards. However, it is interesting to note 
that the prevalence of incontinence reported for patients aged 65 years 
and older on the general wards in Egan et al's study is identical to the 

prevalence reported for patients on the acute medical wards in the 

present survey. 

In the current survey, the prevalence of incontinence varied little 

between the day and the night. Studies which have directly compared the 

prevalence of diurnal and nocturnal incontinence have not been found. 

Wilkins and Jolley (1978) reported that 8% of patients on two long-stay 

wards for the elderly had "accidents at night". This appears to be a 

particularly low prevalence for incontinence on long-stay wards, but it 

is unclear whether patients identified as incontinent during the day were 

also incontinent at night. In the present survey, the level of 
incontinence between the day and night was very similar. Although the 

frequency of episodes of incontinence at night was assessed to be 

slightly lower than that during the day, these findings suggest that 

while incontinence causes major demands on nursing staff time, it is 

likely to increase at night when the number of nurses and auxiliary staff 

on duty are considerably reduced. 

Milne (1976) has suggested that if those with transient incontinence 

(defined as incontinence associated with easily reversible factors such 

as urinary infection, faecal impaction of drug side effects) are included 

in the overall prevalence rate, the size of the long-term problem may be 

exaggerated. The present survey did not distinguish between short-term 

episodic or "transient" incontinence and persistent incontinence. To 
date, few surveys have attempted to distinguish between transient and 

persistent incontinence and data to identify the extent to which short- 
term episodes of incontinence became an established problem are lacking. 

Willington (1969) suggested that much incontinence in hospital is 

transient in nature. He found that the prevalence fell from 33.6% for 
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elderly patients admitted to hospital to 14.2% at a later date (the 

precise length of time was not reported). He described the latter figure 

as the proportion of patients with established or persistent 
incontinence. In the United States, Sier, Ouslander and Orzeck (1987), 
in their survey of elderly patients on acute medical and surgical wards, 
found that inconticence tended to be a persistent problem. Of 57 

patients identifies', as incontinent during their hospital stay, the 

majority (73%) were assessed as having persistent incontinence (i. e. were 
incontinent before, during and after hospital admission). In contrast to 
Willington's findings, they found only 5% of patients had "transient" 
incontinence. 

2.6.5 Characteristics of patients identified as incontinent 

While a greater number of females (65) than males (35) were identified as 
incontinent in the current study, the prevalence rate for men and women 

cannot be determined as the overall sex distribution for the sample 

population as a whole was not examined, as discussed at the beginning of 
this section. The sample in the present survey comprised predominantly 
of elderly patients, of whom 56.7% were 75 years or older, but the 

overall age distribution for the sample population as a whole was not 

examined. 

The use of indwelling catheters as a means of controlling incontinence 

appeared to be common practice. During this survey, a considerable 

proportion of the incontinent patients on the medical wards (39%) and the 
HCE wards (34%) had indwelling catheters. Indwelling catheters were used 
more often in females than males. This may be partially explained by the 

availability of external catheters such as sheath drainage appliances for 

male patients. Current nursing and medical opinion considers the use of 
indwelling catheterF to be a final option, when alternative methods of 
management for incot tinence have been unsuccessful (Norton 1986, Kennedy 

and Brocklehurst 1982, Castleden and Duffin 1981). The extent to which 
less invasive means of management may have been more appropriate was not 
assessed. However, the large proportion of patients who were reported to 
have indwelling catheters because of incontinence is some cause for 
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concern in view of the well documented risks of catheter induced 

complications (Barkitt and Randall 1987, Platt et al 1983, Warren et al 
1982, Ekelund and Johansson 1979, Garibaldi et al 1974, Turk, Goffe and 
Petersdorf 1962). 

The largest single cause of hospital bed occupancy by the elderly is 

cerebrovascular di. 3ease (Hunt 1973). One may have anticipated, 
therefore, that a stroke would be a common reason for admission in those 

patients identified as incontinent on the medical and HCE wards. More 

than a third (35 in number) of those identified as incontinent had been 

admitted as a result of a stroke. Other studies have shown 

cerebrovascular disease to be a common diagnosis in patients with 
incontinence (Borrie, Campbell and Caradoc Davies 1985, Sullivan and 
Lindsay 1984, Ouslander, Kane and Abrass 1982, Brocklehurst and Dillane 

1966b, Isaacs and Walkey 1964, Brocklehurst 1951). As discussed in 

section 1.4, Chapter 1, the association of cerebrovascular disease and 

incontinence is well established, both as a possible causal and 

predisposing factor (Yarnell et al 1979, Milne 1979, Isaacs and Walkey 

1964, Brocklehurst 1951, Thompson 1949, Wilson 1948, Affleck 1947). 

While urinary incontinence is a common feature in the acute phase of 

stroke (1-3 weeks) (Borrie, Campbell and Caradoc-Davies 1985, 

Brocklehurst et al 1985, Wade and Langton Hewer 1985, Ahktar et a1 1980, 

Aho, Hartasen and Hatano 1980) it is also a persistent condition in a 

substantial number of survivors (19%-25%) at six months (Bowie, Campbell 

and Caradoc-Davies 1985, Brocklehurst et al 1985, Wade and Langton-Hewer 

1985, Ebrahim 1984) and one year (15%) (Brocklehurst et al 1985). 

Urinary incontinence is frequently cited as a precipitating factor for 

admission to hospital in the elderly (Ouslander, Kane and Abrass 1982, 

Williams and Pannil 1982, Willington 1969, Shuttleworth 1970). In the 

current survey, onlj a small proportion of the patients identified as 
incontinent, five in all (5.2%), were admitted to HCE wards for specific 
investigation of the problem. However, incontinence may have been a 

contributory factor for admission in some of the patients who were 

admitted for other reasons. 
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2.7 CONCLUSION 

At the time of the survey, patients with urinary incontinence were 
identified by nursing staff on each of the six acute medical and four HCE 

wards included in the study. Almost a third of incontinent patients 
(30.9%) had an indwelling catheter. The overall prevalence rate of 
incontinence was 36.7%. Incontinence tended to be more severe, and was 
approximately threE times more common, on the HCE wards than on the 

medical wards. 

The prevalence of urinary incontinence during the day and night was found 

to be very similar. Most patients (74%) incontinent during the day also 

tended to be incontinent at night. A third of the sample of incontinent 

patients had been admitted to hospital as a result of a stroke. 

The results thus indicated that a considerable proportion of patients 

admitted to acute medical and HCE wards are likely to suffer some degree 

of urinary incontinence. As previously discussed in section 1.8, Chapter 

1, the restoration of continence and management of incontinence is 

recognised as an important nursing function. The subsequent chapters in 

this thesis describe a series of studies which have attempted to examine 

in detail a number of aspects of the nursing assessment and management of 
incontinence in the acute medical and HCE ward settings. 
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CHAPTER 3 

: IDENTIFICATION OF TO PSOBW( AND ASSESSMENT 
OF RELATED FEATURES BY PURSES 

3.1 SUMMARY 

A study to estimate the reliability of information obtained from nurses 

who were asked to identify patients on their wards who were incontinent 

of urine is described. Comparisons were made with information obtained 
from the night staff, physiotherapists and occupational therapists. A 

sub-sample of patients identified as being incontinent by the nursing 

staff were checked at hourly intervals in an effort to validate nurses' 

observations. Data were also collected on nurses' assessments of the 

pattern and frequency of the problem. The methodological problems of 

carrying out such research in the clinical situation are highlighted and 

the implications of the findings discussed. 

3.2 INTRODUCTION 

Norton (1986) stated that "the first bridge to be crossed in assessing 

incontinence is finding out who has the problem". Thus, the assessment 

of incontinence begins with an initial recognition of the symptom (Norton 

1986, Robb 1985, Pierson 1984, Sutherst, Brown and Shaver 1981, Walsh 

and Mills 1981, Stanton and Ritchie 1977). Until a problem is identified 

by health professionals, it is unlikely to be assessed in a systematic 
fashion. Although incontinence is an objective symptom, its detection 

and subsequent assessment can be problematic. 

Direct tests of tLadder function, or observation of episodes of 
incontinence, are d.. fficult in a ward environment. Whilst a patient's 
capacity to mobilise or to communicate, for example, are activities which 

can be readily observed and tested by the clinician, problems associated 

with bladder function, such as incontinence, are not easily observed. 
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Episodes of incontinence may occur irregularly or may be associated with 
particular events. Incontinence may be concealed by the sufferer or, if 

she is mentally impaired, she may be unaware of the problem. Urine may 
also be absorbed into clothing or the surrounding environment such as 
furniture or carpets. Several devices have been developed to record the 

presence of urine loss (as discussed in Chapter 1, section 1.6.3.2) but 

their uses are not, without methodological problems (Versi and Cardozo 

1986, Eadie, Glen and Rowan 1983, Stanton and Ritchie 1977). The 

feasibility of rout rely using such methods to detect urine loss in the 

ward setting is questionable and to date, their uses have been largely 

confined to specialist assessment clinics and for the purposes of 

research. 

In clinical practice, professional judgement is often the only practical 

means of identifying patients' problems and should, therefore, form an 
integral part of the skills of health professionals. The introduction of 

the Nursing Process has placed a greater emphasis on the need for nurses 

to acquire and develop the skills necessary to systematically assess both 

the physical and psycho-social needs of the patient (McFarlane and 
Castleden 1982). While the identification and assessment of many 

patient problems is of multidisciplinary concern, the hospital nurse has 

a particularly important function. Opportunities for close observation 

by the nurse and her intimate relationship with the patient place her in 

a unique position to identify many health related problems. The nurse, 

therefore, is often relied upon by other members of the ward team to make 

professional judgements as corroboration of the patient's account, in the 

absence of more objective means of establishing clinical information. 

Because of the difficulties outlined above, this assumes particular 

importance when problems associated with elimination, such as urinary 
incontinence, are present. 

Professional judgement is, however, an inherently subjective method and 
inevitably raises : he question of the reliability of the clinical 
information so obtained. If assessments are to be useful they should be 

consistent, i. e. the clinical information supplied should be similar when 

an assessment is performed more than once (at a time the behaviour is not 
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expected to have changed) or when two or more independent assessments are 

made. 

The unreliability of clinical assessment skills has been well documented 

in the medical literature (Mercer and Talbot 1985, McCartney and 
Palmateer1985, Theodossi et al 1980, Wilson et al 1980, Garraway et al 
1976, Raferty and Holland 1967) but appears to have received only scant 

attention in the nursing literature. Hall (1974) identified a number of 
factors in the ward environment which may adversely affect the 

reliability of clinical information. Nurses working on different shifts 

may spend a limited period of their daily time on the ward and much of 

that time may be spent on administrative change-over duties. Thus, the 

amount of observation time available to nursing staff can be limited. 

Assessments based on observation over a long period of time may influence 

the reliability of the information obtained, for example, the condition 

of the patients may change or the information which is required may not 

be retained by the nurse. A further cause of unreliability may arise 

when there is an absence or vagueness of definitions used (Abramson 1984, 

Wade and Snaith 1981, Garraway et al 1976). 

During preliminary fieldwork for this thesis, doubts arose concerning the 

reliability of the information supplied by the nurses when they were 

asked to identify patients in their wards who were incontinent of urine. 

Although they tended to rely upon nurses to identify which patients were 

incontinent, several doctors and therapists had doubts about the accuracy 

of these nursing observations. The following comments were typical : 

"Its very difficult to know who is incontinent. You can 
ask one nurse and then ask another and the answer often 
varies". 

(Senior Registrar, Acute ACE ward) 

"Nurses frequently say that a patient isn't incontinent 
but when the physio' goes to the patient she often finds 
that she (the )atient) is wet". 

'Physiotherapist, Acute HCE ward) 
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There is evidence to suggest that nurses are not always aware of the 
problem. A hospital study, by Smith et al (1975), estimated the 
reliability of nurses' reports relating to the degree of urinary 
incontinence in patients on a ward for mentally handicapped adults to be 
approximately 50% (based on reports by two nurses on opposite shifts, who 
knew the patients well). However, the reliability estimate reported in 
this study was confounded by combining agreement on the presence or 
absence of incontinence with agreement on the frequency of episodes of 
incontinence. Nevertheless, the findings from this small study suggested 
that nurses were inconsistent when rating the degree of incontinence in 

patients in their ward. 

The aim of this thesis was to establish the extent, nature and quality of 
the nursing assessment and management of patients with urinary 
incontinence in acute medical and care of the elderly wards. As 
discussed above, however, incontinence can only be assessed, and the 

appropriate interventions carried out, if the problem has initially been 

recognised. Thus, it was important to first establish how reliable 

nurses were at identifying patients with incontinence, and where 
identified, to estimate the reliability of the information given related 

to specific aspects of the problem. 

3.3 AIMS: 

This study was designed to :- 

1. Estimate the reliability with which nurses identified patients with 
incontinence of urine. 

2. Estimate the reliability with which nurses assessed the pattern and 
frequency of episodes of incontinence. 
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3.4 METHODS 

3.4.1 Preliminary Planning 

Permission to conduct the study was obtained from the hospital ethical 
committee, the Director of Nursing Services and the sisters of the wards 
concerned. 

Two methods to measure the reliability of nurses' assessments were 
considered. As incontinence is a symptom which may be variable in 

occurrence, the measurement of intra-rater agreement was inappropriate. 
Thus, for the purpobes of the current study, a measure of the reliability 

of information between nurses (inter-rater reliability) was chosen. This 

was obtained by asking two nurses, from the same wards, to make 
independent clinical judgements, and comparing their findings. An index 

of agreement may be expressed in two ways. "Overall" agreement (as 

described in Chapter 2) is the proportion of patients about whom there is 

agreement as to the presence or absence of a condition (Konran 1975). 

"Specific" agreement is the proportion of patients about whom observers 

agree on the presence of a condition and ignoring all those agreed upon 

as not having the condition (Konran 1975). For the purpose of this 

study, results are presented as both overall and specific percentage 

agreements and the implications of the two methods of expression are 
discussed in section 3.6. 

. As well as estimating the level of inter-rater agreement between nurses, 
a number of alternative means of establishing the reliability of nurse's 
clinical judgements were considered. During preliminary planning, the 

nursing and medical records were checked to determine the frequency with 

which incontinence was documented. The problem did not always appear to 
be identified and the clinical information was not always easily located 

or up-to-date. The examination of entries recorded on the patients' 

continence charts, where used, would have provided a further means of 

verifying the data obtained. However, continence charts were observed to 
be infrequently used, by nurses. Thus, it was decided that reliance on 
the documentation would not provide a useful source of information with 
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which to verify the data obtained from the nursing staff. The issue of 
documentation is addressed in Chapter 4. 

It was decided that a measure of the reliability of the information given 
by nurses when asked whether patients were incontinent at night could be 

verified by asking the qualified night staff. These results were 
subsequently compared with the observations made by the day staff. 

Physiotherapists and occupational therapists closely observe patients in 
the course of providing treatment. Their contact with patients is 
intermittent and nc. t all patients are referred to therapists. It was 
decided that in those cases where patients were receiving physiotherapy 
and/or occupational therapy, therapists could provide an additional means 
of establishing the reliability of the information obtained from nurses. 
The physiotherapist and occupational therapist from each of the wards in 
the study were questioned by the researcher and asked to judge 
independently whether those patients referred to them were continent or 
incontinent. The responses were subsequently compared with those from 
the nursing staff. 

The feasibility of establishing the reliability of nurses' observations 
by more objective methods was considered. The electronic "nappy" device, 

as described by James et al (1971) and Stanton and Ritchie (1977), or pad 
weighing, as descriL*ed by Sutherst, Brown and Shawer (1981) and Walsh and 
Mills (1981) were two methods considered. Both techniques entail the use 
of body worn absorbent perineal pads. After careful consideration, the 
use of both methods was discounted. It was thought to be inappropriate 
to ask patients to wear pads in circumstances where they were not already 
using such aids and, as discussed in Chapter 1, section 1.6.3.2, 

practical and methodological problems concerning their use have been 
reported. In the absence of more suitable methods it was decided to use 
direct observation and to employ a technique commonly used by nurses 
within institutional settings. This consisted of the researcher and a 
nurse colleague checking the patients identified as incontinent by the 
nursing staff at regular intervals and recording when patients were found 
to be wet. Ideal'-y, checks should also have been carried out with 
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patients who had not been identified as incontinent by nursing staff; it 
was thought, however, that this might cause needless embarrassment for 
the patients concerned and would also have been too time consuming. 

Thus, it was hoped that by incorporating three additional means of 
verifying the information obtained from the nursing staff (by questioning 
the night staff, physiotherapists and occupational therapists, and 
through the direct observation of patients) the reliability of the 
information so obtained would be established. 

3.4.2 Sample 

A convenience sample of trained nurses was chosen for the study. Several 

wards included in the study did not have nurse learners allocated to them 
thus, to ensure comparability of results between wards, learners were 
excluded from the reliability study. Nursing auxiliaries were also 
excluded. 

Pairs of trained nurses were recruited from acute medical wards and acute 
HCE wards in a university teaching hospital (previously used in the study 
in Chapter 2) and a district general teaching hospital within one health 

authority in the Midlands. From a combined total of 25 wards from the 
two hospitals (14 acute medical and 11 acute HCE wards) trained nurses 
from every second ward were approached (13 wards in total). In view of 
difficulties described later in this section, it eventually proved 
necessary to recruit nurses from all 25 wards. 

In order to minimise inter-rater variations, as previously described in 
section 3.2, nurses were selected according to a number of criteria. 

1) Only nurses who said they knew the patients "well" were asked to 
participate. This excluded nurses who had recently returned from 
"days off", sick leave, or holidays. 

2) Relief or agency nurses were also excluded. 
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3) A period of on week since the patient had been admitted (or since 
admission if less than one week) was chosen as the maximum duration 
of retrospective assessment, as suggested by Hall (1974). 

4) It was initially envisaged that two trained nurses working on the 
same shift would complete the forms at approximately the same time. 
However, it soon became apparent that locating pairs of trained 
nurses who both worked on the same shift and knew the patients "well" 
would not be feasible. It was therefore decided that the maximum 
duration of time allowed for the completion of forms, between nurses, 
would be one shift. 

It was hoped that a minimum of 10 pairs of nurses (five pairs from the 
medical and five pairs from the HCE wards) would agree to participate. 
Due to several difficulties with locating nurses who fulfilled the study 
criteria (the reasons for which are discussed in section 3.5.1 of the 

results) it became necessary to recruit trained nurses from all 25 wards. 
From each pair of nurses recruited to the study, the nurse-in-charge on 
night duty, the physiotherapist and the occupational therapist on the 

wards concerned were each asked, by the researcher, to make independent 

assessments about the patients in order to verify the day nurses' 
information. A sub-sample of patients, identified by one or both day 

nurses as incontinent of urine, were checked at regular intervals by the 

researcher and a nurse colleague. 

3.4.3 Data Collectl3n Instrument 

A form was designed for completion by nurses (see Appendix 3). The form 

contained the name of the patient assessed by the nurse as being 
incontinent (as defined for the study). Nurses were also required to 
tick boxes concerned with details of the time at which incontinence 
occurred (day, night or both), its frequency (once or more per day or 
less than this) and whether incontinence aids or appliances were used. 
The nurse was also asked to record whether she had consulted the nursing 
and/or medical records to complete the form. An instruction sheet and 
the definition of incontinence used in the study was attached (see 
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Appendix 4). Forms were pre-tested on one medical and one HCE ward and, 
as a result, minor amendments to clarify the instruction sheet were made. 

A separate form was designed for completion by researchers during the 

checking procedure (see Appendix 5). The name of each patient being 

checked was recorded together with details of the time of the check and 

whether the patient was found dry or wet. 

3.4.4 Procedure 

Each trained nurse recruited to the study was fully informed of the 

nature of the study and its purpose. 

Urinary incontinence was operationally defined as for the prevalence 

survey (Chapter 2, section 2.4.3) with the exception that patients with 

indwelling catheters were excluded since recall for events prior to 

catheterisation was thought to increase the likelihood of unreliable 

responses. The definition of urinary incontinence was as follows: 

"The involuntary excretion or leakage of urine in 
inappropriate places regardless of the amount of urine 
lost. Patients with incontinence aids such as pads and 
pants or appliances such as sheath drainage systems are 
included but patients with indwelling catheters, for 
whatever reason, are excluded". 

During data collection, the definition was presented in written and 

verbal form. Each curse was given a form to complete accompanied by a 

sheet of instructions and an envelope in which to place the completed 

form. Completed forms were collected from the wards by the researcher. 

Nurses were instructed to complete the forms independently without 

conferring with the other nurses of the "pair" or other colleagues, and 

this was reinforced in the instruction sheet. They were informed that 

they could consult the nursing and medical records if they wished. 

Kent (1977) found that the reliability assessed in the absence of the 

experimenter enhanced the degree of reported reliability obtained. It 
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was suggested thr"t this was partly attributable to inter-rater 

collaboration or ", heating". Whenever feasible, nurses were asked to 

complete the forms in the presence of the researcher. After the 

completion of the forms by nurses, the researcher approached the nurses- 
in-charge on night duty, on each of the wards concerned, and asked the 
following question: 

"Which patients on your ward have been incontinent 
of urine at night during the last week (or since 
admission if the patient has been on the ward less 
than a week)? " 

Similarly, the physiotherapist and occupational therapist on each of the 

wards concerned wert approached by the researcher and asked the following 

question: 

"Which patients referred to you have been incontinent 
of urine during the last week (or since admission if 
the patient has been on the ward less than week)? " 

Incontinence was defined as before. 

It was initially planned that all patients identified by one or both 

nurses as being incontinent of urine on a daily basis would be checked by 

the researcher and a colleague at hourly intervals in order to establish 

the validity of the nurses' assessments. However, it soon became 

apparent that this could not be feasible due to the time consuming nature 

of the task. It wat therefore decided to limit the checking procedure to 

patients on two of the acute medical and two of the acute HCE wards in 

the study. Where possible, verbal consent to participate was sought from 

each patient concerned. Where this was not possible, for example where 
the patient was mentally impaired, permission to check the patient was 

sought from the nurse-in-charge. Patients were informed that the 

researchers were nurses and involved in a study of urinary incontinence 

and that the purpose of the checking procedure was to assess the ability 

of nurses to detect the problem. Patients were given the option to 

refuse to participate but in practice this did not occur. Care was taken 
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to maintain the pf. tients' dignity at all times and to ensure complete 
privacy during the : hecking procedure. 

Each nurse on duty was given an explanation (similar to that given to 

patients) and it was stressed that the usual pattern of patient care 
related to toileting should continue as normal. Nurses were made aware 
that the researchers were only checking the patients, and would assist 
patients with toileting only if the patient specifically asked, as 
toileting under other circumstances might influence the results obtained. 
If the patient was found to be wet, the researchers assisted the patient 

with washing, change of clothing, and/or incontinence aids where 

necessary. Patients were checked at hourly intervals in rotation. At 

each hourly check,, the researchers both independently assessed and 

recorded whether the: patient was dry or wet and the results were compared 

afterwards. Where both raters had agreed that the patient had been 

incontinent further checking was discontinued. 

3.4.5 Analysis 

In view of the small number of nurses and patients involved data were 

analysed manually. Results are expressed as "overall" agreement and 

as "specific" agreement as previously described in section 3.4.1. 

3.5 RESULTS 

The results are prevented in six sections. 

3.5.1 The recruitment of nurses 

The recruitment of qualified nurses who fulfilled the study criteria 

proved to be problematic. On only one occasion were nurses able to 

complete the forms at approximately the same time and in the presence of 

the researcher. For the remainder of the assessments, pairs of nurses 

completed the forms in the absence of the researcher and at different 

times (within a maximum period of one shift between assessments as 
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defined in the study criteria). Locating two trained nurses who both 

worked on the same ward and knew the patients well enough to provide an 
informed assessment was the main source of difficulty encountered. Of 33 

nurses initially approached, 13 (39.3%) were unable to participate for 
this reason. Of these 13 nurses, six had returned from "days off", three 
from annual leave and one from sick leave; two nurses had only very 
recently commenced employment and one was a relief nurse who was 
temporarily "helping out" due to staff shortages. Of the remaining 
qualified nurses, 22 (10 nurses from acute medical wards and 12 nurses 
from HCE wards) agreed to participate. Data from two pairs of nurses on 
the HCE wards were discarded. In one instance, one of a pair of nurses 
had failed to comp'. ete the form and in the other, the forms had been 

completed by nurse.; more than one shift apart thereby increasing the 
likelihood of unreliable responses. Thus, a total of 18 nurse 

assessments were made; data were analysed from five pairs of nurses from 

acute medical wards and four pairs of nurses from acute HCE wards. The 

percentage agreements were calculated from the paired results obtained 
from the nine pairs of nurses. 

3.5.2 Agreement between nurses on the presence or absence of 
urinary incontinence 

The in-patient population, at the time of the study, ranged from 24-30 

patients on the five acute medical wards and 18-22 patients on the four 

acute HCE wards. The degree of agreement and disagreement between 

responses from each of the nine pairs of nurses rating patients as 
continent or incontinent is represented by two by two matrices in 
Appendix 6. 

Of a total of nine patients identified as incontinent by one or both 

nurses in the acute medical wards, there was complete agreement on six 

patients and disagreements concerning three of the patients. There were 
disagreements between three of the five pairs of nurses. Of a total of 
28 patients identified as incontinent by one or both nurses on the acute 
HCE wards, there was complete agreement on 19 patients and disagreements 
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concerning nine of the patients. There were disagreements between all 
four pairs of nurses. 

Overall percentage agreement 

The overall percentage agreement (ie. the proportion of all patients 

about whom nurses agreed on the presence or absence of urinary 
incontinence) between pairs of nurses varied from 95.8X-100.0% on acute 

medical wards (mean overall percentage agreement of 97.8%) and 85.0%- 

90.9% on the acute HCE wards (a mean overall percentage agreement of 
88.7%) (Table 7). 

Specific percentage agreement 

Table 8 shows the results obtained when the specific percentage agreement 
(i. e. the proportion of patients about whom nurses agreed upon as having 

urinary incontinence) was calculated. The specific percentage agreement 

between nurses varied from 50%-100% on the acute medical wards (mean 

specific percentage agreement of 73.3%) and 62.5% -75.0% on the acute HCE 

wards (mean specific percentage agreement of 67.7%). 

3.5.3 Agreement between nurses on the pattern and frequency of 

episodes of incontinence 

Of the 37 patients identified as incontinent by one or both nurses, 25 

were assessed as incontinent by both nurses; six patients were from 

medical wards and 19 were from HCE wards. These 25 patients were used 

for analysis of the agreement between nurses regarding the pattern and 

frequency of incontinence. 

Pattern of incontinence (day, night, day and night) 

Of the 25 patients who both nurses agreed were incontinent, six were 

excluded because one or both nurses recorded that they did not know 

whether incontinence occurred during the day only, night only or both day 

and night-time. Comparisons between nurses in these cases could not 
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Table 7 

Overall percentage agreement between qualified nurses 
on the presence or absence of urinary incontinence 

Ward Overall Percentage 
Agreement 

1 96.6 
Acute 2 100.0 

Medical 3 100.0 
4 96.4 
5 95.8 

Mean 97.8 

6 85.0 

Acute 7 88.9 

HCE 8 90.9 
9 90.0 

Mean 88.7 
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Table 8 

Specific percentage agreement between pairs of qualified 
nurses on the presence of urinary incontinence 

Ward Specific . Percentage 
Agreement 

1 50.0 
Acute 2 100.0 
Medical 3 

4 
5 

100.0 
50.0 
66.7 

Mean 73.3 

6 62.5 
Acute 7 66.7 
HCE 8 66.7 

9 75.0 
Mean 67.7 
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therefore be made. Of the remaining 19 patients, percentage agreement on 
the pattern of incontinence was 40.0% on acute medical wards and 52.1% on 
acute HCE wards (see Table 9). 

Frequency of incontinence (once or more/less than once a day) 

Six patients were excluded because one or both nurses recorded that they 
did not know if episodes of incontinence occurred one or more times per 
day, or less than once a day. Of the remaining 19 patients about whom 
both nurses agreed were incontinent, the percentage agreement on the 

frequency of incontinence was 66.7% on acute medical wards and 60.0% on 
acute HCE wards (see Table 9). 

3.5.4 Nocturnal incontinence; specific agreement between day and 

night nurses 

Responses on the occurrence of incontinence at night from the nine pairs 

of day nurses and each nurse-in-charge on night duty were compared. Of 

the nine patients on the acute medical wards who were identified by one 

or both day nurses as incontinent at night, eight (88.9%) were also so 
identified by the night staff. Of the 26 patients on the acute HCE wards 
identified by one or both day nurses as incontinent of urine at night, 22 

(84.6%) were also so identified by the night staff. An additional five 

patients (one patient from an acute medical ward and four from acute HCE 

wards), not initially identified by the day nurses, were also identified 

as incontinent at night by the night staff. 

Table 10 shows the individual specific agreements between each pair of 

day nurses and the night nurse for the nine wards concerned. The 

specific agreement between each pair of day nurses and the night nurse, 

as to whether patients were incontinent at night, varied from 50-100% on 

acute medical wards (mean specific agreement of 73.3%) and between 66.7- 
75.0% on acute HCE wards (mean specific agreement of 68.8%). 
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Table 9 

Agreement between pairs of qualified nurses on the 

pattern and frequency of incontinent episodes 

Ward Pattern Frequency 
(day, night, (>, once/day 
both) < once/day 

Acute 

Medical 40.0 66.7 

Acute 
HCE 52.1 60.0 
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Table 10 

Nocturnal incontinence; specific percentage 
agreement between day and night nurses 

Ward specific percentage 
Agreement 

1 50.0 
Acute 2 100.0 
Medical 3 100.0 

4 50.0 
5 50.0 

70.0 .0 

6 66.7 
Acute 7 66.7 

ACE 8 66.7 
9 75.0 

Mean 68.8 

-149- 



3.5.5 Comparison of responses between nurses and therapists 

Acute medical wards 

Of the nine patients on acute medical wards who had been identified as 
incontinent by one or both nurse raters, two had not been referred for 
physiotherapy and five had not been referred for occupational therapy. 
Of the remaining seven patients who had been referred for physiotherapy, 
two were identified as incontinent by the physiotherapists. Of the 
patients who had been referred for occupational therapy, none were 
identified as incontinent by the occupational therapists. None of the 
patients were assessed as incontinent by either physio' or occupational 
therapists who had not initially been identified as such by the nursing 
staff. 

Acute HCE wards 

Of the 28 patients identified as incontinent on the acute HCE wards by 

one or both nurse raters, nine had not been referred for physiotherapy 
and 10 had not been referred for occupational therapy. Of the remaining 
19 patients who had been referred for physiotherapy, nine were identified 

as incontinent by physiotherapists. Of the 18 patients who had been 

referred for occupational therapy, eight were identified as incontinent 
by occupational therapists. The physiotherapist identified an additional 
two patients as incontinent of urine (on a daily basis) who had not 
initially been identified by the nursing staff. 

3.5.6 Specific agreement between nurses and researchers 

Of the 37 patients identified as incontinent by one or both day nurses, 
16 (43.2%) were selected to be independently checked at hourly intervals 
by the researchers. Fourteen patients were on two acute HCE wards and 
two patients from two acute medical wards. A11 16 patients had been 

assessed by one or both nurses as incontinent of urine at least once a 
day. At the time of the study, eight of the 16 patients were wearing 
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incontinence pads and pants. Fourteen were assessed, by the nursing 
staff, as requiring assistance with meeting their toileting needs. 

Several methodological problems were highlighted during the course of 
checking patients and these may have biased the results obtained. In 

spite of careful explanation to the nursing staff as to the reasons for 
the study, as well as stressing the need to continue with the usual 
pattern of care related to the provision of toileting, the presence of 
the researchers appeared to influence ward staff behaviour. On one HCE 
ward, the researchers observed that the nursing staff infrequently 

approached the patients who were being checked. Thus, nurses may have 

relied upon the researchers to respond to the toileting needs of the 

patients who were being checked, in spite of the explanation given to 
them which had stated the contrary. On the other H CE ward in which 
patients were checked, researchers became aware that the nursing staff 
may have felt that their performance was being monitored in some way. 
Although not possib'e to confirm, it seemed to the researchers that the 

nursing staff were offering patients toileting facilities at a much 

greater frequency than was usual practice. If the presence of the 

researchers had altered the usual pattern of ward staff behaviour then 

this is likely to have biased the results obtained. 

Of the 16 patients identified as incontinent by one or both ward nurses, 

seven (43.8%) were identified as incontinent by one or both researchers 
during the checking procedure (see Table 11). There were agreements 
between the researchers on six of the patients identified. One 
disagreement arose when an incontinence pad which was damp but not wet 
was recorded as eviience of incontinence by one researcher but not the 

other. Of the remaining nine patients, none were observed to be 
incontinent of urine by either of the researchers during nine consecutive 
hourly checks. 
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Urinary incontinence; specific agreement between 

nurses and researchers 

Day nurses Researchers 

Ward Pats. id. incont Pats. observed Specific 
by one/both nurses incont. percentage 

nn agreement 

Acute 1 1 100.0 
Medical 1 0 0 

Acute 84 50.0 

HCE 62 33.0 

Total 16 7 Mean 4 5.8 
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3.6 DISCUSSION 

3.6.1 Limitations of the method 

There are several limitations which need to be considered before 

attaching any significance to the results reported in this study. First, 
the size of the sample was small being limited to nine pairs of qualified 
nurses from acute medical and acute HCE wards. The sample was one of 
convenience comprising any qualified nurses on the wards at the time of 
the study who satisfied the necessary criteria specified for the study. 
Ideally, a random sample of nurses would have been chosen but in view of 
the difficulties encountered with recruiting nurses to the study, as 
reported in section 3.5.1, it was unlikely that sufficient numbers of 
qualified nurses could have been found from which a random sample could 
have been drawn. The results, therefore, may not be applicable to nurses 
working on other types of wards within the same hospitals or on similar 
wards in other hospitals outside the study area. Any conclusions drawn 

from the results are limited to qualified nurses and cannot be 

extrapolated to nurse learners or nursing auxiliaries on the wards 
concerned. 

The findings apply to nurses who satisfied a number of study criteria 
chosen to reduce inter-rater variations specific to a ward setting. 
Thus, nurses took part in conditions which may not have reflected a 
typical ward situation in which they are usually expected to make 
clinical judgements. It is likely, therefore, that the results obtained 
under these circumstances represented a greater level of inter-rater 

reliability than would have occurred if the study had been conducted in 
the absence of these conditions. With hind sight, it might have been 

more appropriate to have included any trained nurse who worked in the 

wards concerned. 

It could also be argued that asking nurses to identify patients who were 
incontinent during the previous week, or since admission if patients had 
been admitted less than a week, was a too lengthy period of time over 
which to make such an assessment. Incontinence may fluctuate in 
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occurrence so that the patient may demonstrate different behaviour at 
different times. It may have been more appropriate to have asked nurses 
to assess patients during the previous 24 hours. However, all nurses who 
participated had said that they knew the patients well and care had been 
taken to ensure that all nurses were aware that they could, if they so 

wished, consult the nursing and medical documentation in which such 
problems should be . recorded. 

Finally, the methodological problems which arose through the direct 

observation of patients highlight the practical difficulties of carrying 
out research in a clinical setting. These problems (previously described 

in section 3.5.6) are likely to have biased the results obtained, and as 

a consequence these findings need to be interpreted with caution. 

3.6.2 Practical problems 

In the course of the study, one of the main difficulties encountered was 

the location of qua; )_ifled nurses who knew the patients sufficiently well 

to be able to prov". 1e informed clinical assessments. This highlighted 

some of the practical problems that can be imposed by a clinical 

environment, such as the ward setting, when patient information is 

required not only for the purposes of research, but by nurses, doctors 

and other health professionals for the provision of patient care. At the 

time of the study, more than a third (39%) of all the qualified nurses 

approached said they did not feel sufficiently well informed to know 

which patients on their wards, if any, were incontinent of urine. In the 

majority of cases, this was the result of nurses having recently returned 
from "days off", annual leave or sick leave. These factors, together 

with others such as the organisation of nursing according to a system of 

shifts, the turnover of nursing staff and the style of nursing management 
(for example patient allocation, team nursing or primary nursing) may all 

militate against the nurse being fully informed about the patients on the 

ward in which she works. This issue will be discussed further later on 
in this discussion. 
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3.6.3 Identification of patients with incontinence; overall 
agreement/specific agreement 

When nurses were asked to assess whether patients had been incontinent 
during the previous week (or since admission if less than one week) the 

overall agreement between responses is seen to be high. The overall 
level of agreement between nurses on acute medical wards was slightly 
higher (mean overaA percentage agreement of 97.8%) than the level of 
agreement achieved by nurses from HCE wards (mean overall percentage 
agreement of 88.7%). A percentage agreement is subjectively judged as a 
good or a poor level of reliability since there is no standard level of 

agreement that has been established as acceptable in all situations. 
However, Topf (1986) has pointed out that there is some consensus of 

agreement to suggest that an average of 70% is necessary, 80% is adequate 

and 90% is good. If these suggested levels are used to compare the 

overall percentage values obtained in the current study, the level of 

agreement achieved by nurses, on both types of wards, appeared to be 

good. As discussed previously, the level of overall agreement is the 

index obtained by iicluding the agreements on the non-occurrence, as well 

as on the occurrencti of a particular phenomenon. In these circumstances 

higher percentage agreement is likely, and may be spuriously high, 

particularly when there are few agreements on occurrence and when the 

rated behaviour rarely occurs. 

When the specific agreement was estimated, i. e. that proportion of 

patients about whom nurses had agreed were incontinent, the level of 

agreement obtained was disappointing with a mean specific percentage 

agreement of 73.3% and 67.7% on acute medical and BCE wards respectively. 
Of the total 37 patients identified as incontinent by the nursing staff, 

there were disagreements concerning 12; a ratio of one disagreement for 

every three patientf,. identified as incontinent. It should be remembered 

that a number of fa: tors likely to have contributed towards inter-rater 

variations in the ward setting had been accounted for in the design of 
the study as previously discussed in section 3.4.2. It is conceivable, 

therefore, that should these measures which aimed to minimise the risk of 

unreliable responses have not been incorporated into the study, the level 
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of specific agreement between nurses would have been considerably lower 

than that obtained in the current study. These findings suggest that 

some nurses in the study, of whom all had been selected because they said 

they knew the patients well, may have had difficulties with identifying 

those patients on their wards who were incontinent of urine. There are 

few published studies with which to compare these findings. Studies 

which have relied upon the nurse (or other carers) for professional 

judgements concerned with patients' urinary problems have rarely reported 

upon the reliability or the validity of their observations. In the 

majority of studies which have investigated the prevalence of urinary 

incontinence (as reported in Chapter 1 section 1.3.2), the reliability of 

the data were not reported. 

A number of behavioural rating scales have been designed to measure 

patient dependency, for example, Wade and Snaith (1981), Rhys Hearn 

(1974), Mahoney and Barthel (1965), and Barr (1964), and many contain 

items which include the assessment of bladder status. Some scales have 

reported acceptable levels of inter-rater reliability for items which 

measure continentL status, for example, Wade and Snaith (1981). However, 

the reliability figures quoted are commonly reported as an overall 

percentage agreement (and/or the corresponding Kappa coefficient), or 

else the researchers have not defined the type of percentage agreement 

used. It is difficult, therefore, to compare the results from these 

studies with those of the current study. 

Smith et al (1975), as previously discussed in section 3.2, reported a 

low level of agreement between nurse raters with an overall percentage 

agreement of approximately 50%, a figure which was less than that found 

in the current study. However, the two studies are not directly 

comparable. The present study took place on acute medical and RCE wards, 

whereas Smith et al conducted their study on a ward for mentally 

handicapped adults. They also do not report how urinary incontinence was 

operationally defined for the purposes of their investigation. In 

addition, the method of sample selection in the current study may have 

been more stringent than in Smith et al's study, thus producing a higher 

level of reliability. Smith et al asked nurses to rate patients on a 
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four point scale according to whether incontinence occurred at least 
daily; at least once a week; less than once a week; and never, and the 
results obtained are based upon the combined categories expressed as an 
overall percentage agreement. In the current study, nurses were asked to 
assess patients on the occurrence of urinary incontinence. Details of 
the frequency of episodes were treated separately and comparisons for 
these characteristics only included those patients who both nurses had 

agreed were incontinent of urine. Considering the methodological 
differences between the two studies, it would appear that this study 
supports the findin; s of Smith et al, and nurses in acute medical and HCE 

wards were not consistently agreeing about patients who were incontinent 

of urine. 

It is important to take into consideration the context of the enquiry 

when interpreting the results from reported overall or specific levels of 

agreement. For the purposes of survey research, a global impression, 

rather than exact measurement, is often required. In these 

circumstances, a moderate level of overall agreement would probably be 

regarded as adequate. For example, the discrepancies observed between 

nurses on the wards during the inter-rater reliability test in the 

prevalence survey in Chapter 2, section 2.4.4, are unlikely to be of 

significance when an estimate of the size of the problem of urinary 
incontinence is required. However, from a clinical perspective, a high 

level of reliability (ideally 100%) is important, and discrepancies such 

as those observed in the current study are likely to have significant 
implications for patient management. The fairly low level of specific 

agreement obtained from nurses on both the acute medical and HCE wards in 

the current study, suggested that nurses were not always consistently 
identifying the same patients when asked to assess who was incontinent of 

urine on their ward. It appeared that nurses on the HCE wards were less 

able to agree than the nurses on the acute medical wards. One might have 

anticipated that the nurses working on H CE wards, where the problem of 
incontinence is usually a common one, would have shown better agreement, 

yet there were disagreements between nurses concerning patients on all 
four of the HCE wardi in the study. 
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If nurses who consider they know the patients well are unable to achieve 
a consensus of agreement about whether a patient is incontinent or not, 
the communication of information to other nurses and members of the ward 
team will be inconsistent and the likelihood of a co-ordinated approach 
towards the assessment and management of the problem compromised. 

3.6.4 Agreement on the pattern and frequency of incontinence 

An awareness of the pattern and frequency of episodes of incontinence is 

considered to be an important component of the assessment of the problem 
(Norton 1986, Blamiin 1984, Feneley 1984, Willington 1969). Rooney 
(1987) has argued that without precise information about the nature of 
the incontinence, the proposed solution and treatment regimens are only 

guess-work. Information concerned with the pattern and frequency of 

urinary incontinence has important implications not only for immediate 

nursing cane requirements but can also contribute useful information upon 

which to determine the underlying causes of the problem (as discussed in 

Chapter 1, sections 1.6.3.1 and 1.6.3.2). Knowledge of the severity and 

the pattern of the problem may influence the type of treatment selected 

and is essential if response to treatment is to be evaluated. The 

current findings, however, suggested that nurses in both the medical and 
HCE wards had difficulties in identifying these two important aspects of 

the problem. Agreement concerning the pattern of incontinence was lower 

(acute medical 40. )%; acute HCE 52.1%) than for the frequency of 
incontinence (acute medical 66.7%; acute HCE 60.0%). 

The reported inconsistencies between nurses when asked to identify 

patients who were incontinent, and the poor level of reliability of 
information obtained related to the pattern and frequency of the problem 

may have been due to several factors. 

Incontinence is an accepted and frequently used word within medical and 
nursing vocabulary. It is, however, a deceptively simple label for a 
symptom which is the response to one or more underlying pre-disposing or 

causal factors. Atthough care had been taken to explicitly define 

incontinence for the purpose of this study, earlier observations during 
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preliminary fieldwork and subsequent discussions with ward staff after 
data collection, indicated that discrepancies may have arisen because of 
differing individual interpretations of the definition of incontinence. 
This conceptual confusion concerning common health problems, such as 
incontinence, has been termed by Bond (1985) as "an absence of shared 
meanings for every day concepts". 

It seemed the differences in interpretation were, in a number of 
instances, dependent upon the following factors: - 

i) Quantity and/or frequency of incontinence 
Incontinence was sometimes defined according to the quantity or frequency 

of urine loss. Where a nurse's perceived threshold, in terms of quantity 
or frequency of urine loss, was exceeded, the result was interpreted as 
incontinence but anything less than this was not. For example, a small 
amount of urine loss described as "dribbling" or "stress" was not always 
considered as incontinence. A frequent comment was "Mrs X isn't really 
incontinent she just has a bit of stress". Other similar comments were 
made on several occasions. The frequency of episodes of incontinence, 
for example, urine loss assessed as "occasional", as defined by the 

nurse, was not always interpreted as incontinence although no consistent 
definition of what constituted "occasional" was used. Similarly, 
incontinence referred to as an "accident" was not considered as "true" 

incontinence although it was not clear as to the reasons for the 
distinction. 

ii) "Behavioural" incontinence 

Urine loss which was interpreted as the result of a particular type of 
patient behaviour, such as "laziness" or "apathy" (as described by the 
nursing staff) also gave rise to differences of interpretation between 

nurses. "He isn't incontinent - he's just lazy and won't use his 
bottle. " Other similar comments were noted on several occasions. 

iii) Toileting difficulties 
Disagreements commonly arose when patients had difficulties which 
interfered with one or more of the functional skills necessary for 
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toileting. For exa; nple, if a patient was unable to handle a urine bottle 

or when a patient was dependent on nurses for meeting her toileting 

needs. Disagreements commonly arose between nurses on the same wards 
concerning patients who would have been incontinent if they were not 
toileted at regular intervals. A frequent comment made by nurses was 
"Mrs X isn't incontinent if you 'catch her' in time". 

iv) Intervention 

In some cases, intervention was sufficient for the patient to no longer 

be considered incontinent. Patients with incontinence aids such as 

absorbent pads and pants or appliances such as sheath drainage systems 

were not always perceived as incontinent. The implementation of a 
"regular" toileting schedule was sometimes sufficient for the patient to 

be perceived by nurses as continent despite, on closer questioning, 

continued episodes of incontinence. 

Similar observations have been reported by other workers. Huey (1985), 

in the United States, described a study in a home for the elderly which 

relied upon the nursing aides to identify residents who were incontinent 

of urine. Unlike the current study, an explicit definition for 

incontinence was not given. Residents who wore pads and pants, or who 

dribbled urine or who were anything short of being continuously wet were 

not identified by the nursing aides as incontinent. In the U. K., 

Littlewood (1984) noted that the decision to continue a continence 

service was often made according to a criterion of what did, or did not, 

constitute sufficieit soiling to be called incontinence, a decision which 

was often made by the carer, or the laundry worker. 

While the definition of incontinence used in the current study may have 

helped to clarify ambiguities of meaning, it may not have been sufficient 

to alter nurses' individual, possibly biased, interpretations of the 

problem. If nurses, doctors and other members of the ward team are to 

collaborate in the identification of patients' problems and help each 

other to solve them, it is imperative that they, in association with the 

patient, can mutually agree as to what actually constitutes a "problem". 
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3.6.5 Clinical implications 

The difficulties with locating trained nurses who satisfied the study 

criteria have already been discussed (section 3.6.3). Whilst nurses who 
participated in the study stated that they knew the patients well, they 

may, nevertheless, have had inadequate knowledge upon which to base their 

assessments which might have accounted for the results obtained. 
Although nurses, compared with other members of the ward team, are likely 

to have more opportunities for regular and direct contact with patients, 
nursing care is usually provided by nurses rather than a single nurse. 
In addition, the system of shifts, and the way in which nursing care is 

organised, as previously discussed, may result in nurses not always being 

aware of the problems experienced by patients in their care. 

Thus, an efficient and effective system of communication between nurses 
themselves, as well as between other members of the ward team, is 

essential if patients' health problems are to be reliably identified, and 

co-ordination and continuity of patient care is to be ensured. This is 

of particular importance in relation to a problem such as incontinence 

because of the difficulties inherent in its detection (as previously 
described in section 1.3, Chapter 1). 

If used appropriately, the Nursing Process documentation, which is based 

on the identification of patient problems, should provide one means of 

enhancing communication of information between nurses. Few nurses (only 

two of 18 participants in the current study) however, stated that they 

had consulted the nursing (or medical) records for the information 

required in this study. 

While more reliable, valid and clinically practical tools are needed to 

assist nurses and doctors with the objective measurement of incontinence, 

the continence chart provides a practicable and clear means of 
identifying and defining the problem. It appeared, however, that 

continence charts were rarely used in the wards used in the current 

study. These issues will be addressed further in Chapter 4. 
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3.7 CONCLUSION 

In conclusion, when nurses were asked to identify patients in their wards 
who were incontinent of urine, a good level of overall agreement was 
achieved. The fairly low level of specific agreement obtained, however, 
indicated that nurses' assessments were frequently inconsistent and 
information concerning the pattern and frequency of the problem was 
unreliable. 
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CHAPTER 4 

DOCUMENT SURVEY; TEE IDENTIFICATION, ASSESSMENT 
AND MANAGEMENT OF URINARY IIýOATrINffiý1CB 

4.1 SUMMARY 

This chapter begins with a resume of the literature concerned with the 
importance of written patient records for the purposes of communication. 
The need for documentation specific to the problem of urinary 
incontinence is highlighted. A retrospective document survey carried 
out in medical and HCE wards as a result of the findings in the 
preceding chapter is described. Patients' records were examined to 
clarify the extent to which nurses identified urinary incontinence, and 
where documented, to establish the extent to which the problem had been 
assessed and managed. The medical records were also reviewed for the 
purpose of comparison with the nursing records. The results are 
presented and their implications for patient care discussed. 

4.2 INTRODUCTION 

"Teamwork" is an integral part of the current system for health care 
delivery (Evers 1981) and as such the need for effective, 
interdisciplinary tx mimication has been highlighted as being central to 
the provision of cc+-ordinated patient care (RCN 1987b, King's Fund 1984, 
Coates 1982, Hunt and Marks-Maran 1980, Shaefer 1974, Lelean 1973). 

Referring specifically to the elderly, the collaborate working party 
document "Improving. care of elderly people in hospital" (RCN 1967b) 

reinforced this belief stating that "effective communication is an 
essential part of good teamwork". Discussing the assessment and 
management of incontinence, Norton (1986) stated "there can be little 
doubt that the team approach offers the optimum help for many 
patients... ". 
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One definition of communication proposed by King (1971) is: 

"a process whereby information is given from one 
person to another either in face-to-face meeting 
or indirectly, through the telephone, television 
or the writt? n word". 

Lelean (1973) identified formal channels of communication as those 

utilising methods which have been consciously and deliberately 

established, for example, oral communication, records, reports or policy 

manuals. In a ward, the written record and the verbal change of shift 

reports are the two principal methods of formal communication utilised 
by nurses. In the King's Fund working group report (1984) "Nurse to 

Nurse Reporting", it was stated that when used flexibly and creatively 
these channels of communication are the "key to nursing action". 

As discussed in Chapter 1, section 1.8.2, the introduction of the 
Nursing Process to the U. K., approximately 10 years ago, as a systematic 

approach to nursim; care delivery has provided a framework for recording 

nursing informatic, i. Nursing records, otherwise referred to as nursing 

care plans (Shea 1984, Hunt and Marks-Maran 1980) or care plans 
(McFarlane and Castledine 1982, McGilloway 1980), form the main part of 
the system of written communication used by nurses and are the generally 

accepted vehicle through which the four stages of the nursing process 
(assessment, planning, implementation and evaluation) may be written 
down for the purpose of communication (Shea 1984, Coates 1982, Luker 

1981, Hunt and Marks-Maras 1980). For the sake of clarity the term 
"nursing record", when used in the current survey, will refer 

collectively to all the written nursing documentation used by nurses to 

plan care. 

In the United Status and Canada, evidence of a written plan of care for 

each patient is necessary as part of accreditation of hospitals (Joint 

Commission on Accreditation of Hospitals 1971, Canadian Council on 
Hospital Accreditation 1972). While this is not required in the U. K. 

the importance of documenting the treatment and care which is planned or 

being given to patients by health professionals has been stressed by 
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many (Waters 1986, McFarlane and Castledine 1982, Hunt and Marks-Maran 

1980). Referring specifically to nursing, it was stated in the Royal 

College of Nursing document "In Pursuit of Excellence" (1987a) that 

nursing care should be systematically recorded. 

It was stated that,. 

"Every nurse will keep accurate records of nursing 
interventions, recording assessment of findings, 
proposed interventions and details of patient 
outcomes". 

In recent years, the importance of written records, in both nursing and 
medicine, has become increasingly accepted as one indicator of the 

overall quality of patient care (Goldstone, Ball and Collier 1983, RCN 
1981, Phaneuf 1976, Weed 1971). 

Several definitions of the nursing record exist, but in spite of 
differences in te"-minology they embody very similar principles. For 

example, Shea (1984) defines a nursing record (referred to as a nursing 

care plan) as the written statement of the Nursing Process as it occurs, 
which should contain precise statements for the communication of 
information to direct and evaluate nursing care. Lewis (1976) stated 
that written information should include tasks that are dictated by the 

physician, such as diagnostic procedures, treatments and medications, 
but should always contain information devoted to autonomous nursing 

measures for selected problems, as well as the related nursing actions 
to resolve them. Mayers and Watson (1979) defined a nursing record 
(referred to as a care plan) as a written guideline for patient care 
that is organised in such a way that "anyone can visualise what care is 

needed and why". McFarlane and Castledine (1982) have stated that a 

care plan should b.: 

"concise, precise and readable, containing the 
goals, objectives or expected outcomes of the 
nursing care provided". 
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The general format and structure of the nursing record may vary from 

ward to ward or community setting (Shea 1984, Hunt and Marks-Maran 1980) 
but a consensus of opinion does appear to exist as to its content 
(Farmer 1986). 

Hunt and Marks-Mayan (1980) have outlined the four main areas of content 
on which the nursing record should be based. 

These are : 

1. the provision of an assessment of the patient's needs. 
2. details of the care planned. 
3. a description of how the care is to be implemented. 
4. an evaluation of the outcomes for the patient. 

While the nursing documentation is expected to serve a number of 
purposes, Walton (1986) claims that its primary aim is to facilitate 

comnunication. 

The need for docmentation specifically related to the problem of 
urinary incontiner: _e has been highlighted (Norton 1986, Norton, Exton- 
Smith and McClaren 1962). Drawing attention to the problem of 
incontinence on wards for the elderly, Norton, McClaren and Exton-Smith 
(1962), more than 25 years ago, stressed the importance of assessing the 

causes of incontinence if efforts aimed at reducing the incidence of the 

problem are to be achieved. They suggested that individual patient 
records, which document observations such as the pattern, severity and 
type of incontinence, would help to identify the underlying causes of 
the symptom. They also pointed out that the records would be of benefit 

not only to all nursing staff, particularly those new to the ward as 
well as to night nurses, but they would also be of value to the medical 
assessment. 

Norton (1986) has stated that much of the information that is required 
for assessing incontinence would be gathered routinely as part of the 
Nursing Process. However, there are many possible factors causing 
incontinence which are likely to necessitate enquiry into several 
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different areas. In order to assess the problem, the use of specific 

questionnaires or checklists as guides for eliciting information have 

also been widely recommended (Blannin 1984, Shah 1984, Abrams, Feneley 

and Torrens 1983, Norton 1980, Cardozo, Stanton and Bennett 1978, Barry 

and Hodges 1973). 

The findings in s-sction 3.5, Chapter 3, suggested that trained nurses 
were not always a" Tare of urinary incontinence. Furthermore, where the 

problem had been identified, poor levels of inter-rater reliability were 
demonstrated when nurses were asked to assess the frequency and pattern 
of episodes of incontinence. 

The particular difficulties inherent with the recognition and assessment 
of a multifactorial symptom such as urinary incontinence, as previously 
discussed in Chapter 3, reinforces the need for an effective system of 
communication, not only between nurses themselves, but also between 

nurses and other members of the ward team. One of the reasons for the 
disappointing findings reported in section 3.5 in the previous chapter, 
may have been dt'e to inadequate communication between the various 
disciplines invols? d in the care of the patient. Only two of the 18 

nurses in the previous study appeared to have consulted the nursing or 
medical records for the information requested by the researcher, 
although they were informed they could do so if they wished. This may 
have occurred because nurses themselves did not perceive the 
documentation as an effective source of the information required. 

Implicit within the Nursing Process is the assumption that nursing care 
is organised in response to the identification of patient problems, 
through an assessment, and where identified, that the problems are 
recorded in the patients' nursing records. Thus, if a patient were to 
be identified as incontinent of urine, this should be recorded in the 

nursing documentat-lon. During the preliminary planning of the previous 

study, however, the examination of a small number of nursing and medical 

records had shown that patients identified as incontinent by the nursing 

staff did not always appear to have the problem recorded. The data, 

however, were not systematically collected, therefore little can be 
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inferred from these findings. Results of a community study, by 

Littlewood (1984), have indicated that district nurses were not 

consistently identifying urinary incontinence and, where the problem had 
been recorded in the nursing records, it was rarely systematically 
assessed. Littlewood's findings are limited as the sample was 
restricted to 14 patients, and the reliability of the data obtained, 
which assumed that anyone supplied by the incontinence laundry service 
was actually incontinent, was not estimated. There are no comparable 
hospital-based studies in the United Kingdom. As discussed in Chapter 
1, section 1.6.1, however, there is evidence from surveys conducted in 
North America to suggest that urinary incontinence is frequently under- 
recorded and inadequately assessed within the nursing and medical 
documentation (Sie--, Ouslander and Orzeck 1987, Riberio and Smith 1985, 
Starer and Libow 1985, Ouslander, Kane and Abrass 1982). However, these 
studies are affected by similar methodological limitations to those 
described above, since the validity and reliability of the recorded 
observations were rarely reported. One study by Ouslander, Kane and 
Abrass (1982) attempted to verify the presence and severity of urinary 
incontinence in patients previously identified as incontinent by the 
nursing staff by interviewing the patients, other carers and examining 
the medical records. However, the investigators failed to report the 
level of validity or reliability of the information so obtained. 

As a result of the findings reported in Chapter 3, a survey was 
conducted to provide a systematic review of the nursing records. This 
was done in order to gather descriptive data with which to clarify the 
extent to which nurses identified, or failed to identify, urinary 
incontinence. Where the problem had been identified, the records were 
examined to establish to what extent the symptom had been assessed and 
subsequently managed. An examination of the medical records was also 
included in the study for the purpose of comparison with the nursing 
records. 
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4.3 AIMS 

The survey of nursing and medical records was designed to: 
1. Identify the extent to which urinary incontinence had been 

identified. Where incontinence had been identified to: 
2. Examine the extent and nature of its assessment and management. 

4.4 METHODS 

4.4.1 Preliminary Planning 

Permission to conduct the survey and to consult the nursing and medical 
records had previously been obtained from the, hospital ethical 
committee. The consultants and charge nurses on the wards concerned 
were informed about the survey and had given their consent. The medical 
and nursing staff were not given details of the purpose of the survey in 

case this subsequently influenced the level of recording in the 

patients' records. They were given a general explanation and told that 
the researcher was interested in observing how incontinence was 
currently being managed in hospital wards. The researcher needed to 
know which patients were incontinent on the wards selected for the 

sample, in order to establish the level of recording in the nursing and 

medical records. The issue of the reliability of the data was 
important, particularly in view of the findings obtained from the 

previous study. In the absence of a suitable alternative method within 
the scope and resources available for the current survey, it was 

considered necessary to rely upon the clinical judgement of the nursing 

staff. It was decided that the nurse-in-charge, as the person primarily 

responsible for the co-ordination of nursing care, would be approached 

on each of the ware. s concerned. Mohide (1986) referring specifically to 

the study of urinary incontinence, suggested that multiple sources of 
data are likely to enhance the reliability of the information obtained. 
In order to estimate the reliability of the data from the nursing staff 
in the current study, a number of other measures were incorporated into 

the design of the study. Each patient identified as incontinent by the 
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nurse-in-charge was also interviewed by the researcher to try and 

establish whether the patient herself was aware of a problem. Other 

members of the nursing staff, and the ward doctor where available, were 

also asked to independently identify those patients who in their 
judgement were considered to be incontinent of urine. Comparisons were 
then made between the patients identified by the nurse-in-charge and the 

patients identifi3 by other means. It was initially envisaged that 
these additional measures designed to validate the data obtained from 

the nurses-in-charge would be carried out on all of the wards used in 

the survey. It became apparent during preliminary fieldwork, however, 

that this would be excessively time consuming. Instead, the reliability 
checks were carried out according to a sampling frame of one in four 

wards which was considered sufficiently representative to allow an 
estimate of the reliability of the data. 

4.4.2 Sample 

The sample consisted of all the nursing and medical records relating to 

patients who were identified as incontinent of urine on 40 wards from 
five hospitals in the health authority in which the survey took place. 
The wards consisted of all the available National Health Service acute 
general medical and HCE wards within one health authority in the 
Midlands. The hospitals in which the wards were based comprised of one 
1,400 bedded university teaching hospital (U1'H) (previously used in the 
studies reported in Chapters 2 and 3), a 1,125 bedded teaching district 

general hospital (DGH) (previously used in the study reported in Chapter 
3) and two hospitals primarily specialising in health care of the 

elderly (HCE) with 104 and 82 beds respectively. Some HCE wards were 
based in the 13TH and the DGH. A further six HCE wards were included 
from another DGH which, due to ward closures, had only the ICE and 
radiology specialties remaining. The HCE wards were categorised 

according to type of admissions policy into acute admissions (mean 

length of hospital stay 25.9 days), acute admissions /rehabilitation 

(mean length of hospital stay 33.9 days), and slow-stream rehabilitation 

wards (mean length of hospital stay four months). The wards were 

considered to be fairly typical of acute medical and HCE wards in 
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general. The sample of records to be examined was anticipated to be 

sufficiently large to allow findings to be generalised to similar types 

of wards outside the sample area. The distribution of wards according 
to type of hospital and specialty is shown in Table 12. 

4.4.3 Data Collection Instruments 

Three instruments were designed for the current survey. 
1. Patient information form 
On this, the researcher recorded the particulars of each patient 
identified as incontinent of urine when the nurse-in-charge was 
interviewed (see Appendix 7). Details recorded included the following: 

i) Grade of nurse interviewed 
ii) Name of patient 
iii) Assessment of the severity of incontinence 
iv) Current management of incontinence 

(Nursing/Meljical/Other). 

The examination of nursing and medical records was restricted to 

patients identified as incontinent of urine and who did not have 
indwelling catheters in position at the time of the survey. A decision 

to exclude patients with indwelling catheters was made for two reasons. 
First, it was thought that by excluding such patients the sample of 

records for analysis would be kept to more manageable proportions. 
Secondly, it was thought that searching for information related to 

events before catheterisation, particularly where patients had a 
catheter prior to admission or for a long period of time, would have 
been too time consuming. However, additional background information was 

collected separately on catheterised patients including details of age, 

sex, primary admit-Ang diagnosis and date of admission to the ward. It 

was anticipated that this would give a fairly representative picture of 
the frequency with which indwelling catheters were being used as a 

method of incontinence management during the period of the survey. 
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Table 12 

Distribution of wards according to hospital and specialty 

HCE 

Type of Acute Medical Acute Acute & Slow-stream 

Hospital Rehabilitation Rehabilitation 

UrH* 64-- 

DGHt1 86-1 

DGH 2--6- 

HCE 1--5- 
HCE 2---4 

Total 14 10 11 5 

* University Teac'dng Hospital 

t District General Hospital 
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2. Reliability form 
A form was designed to establish the reliability of the information 

given by the nurse-in-charge (see Appendices 8a and 8b) on which the 
independent assessments of the patient, individual members of the 

nursing staff and the ward doctor were recorded. 

3. Nursing/medical record form 
For the purposes of the survey, nursing records were operationally 
defined as follows: 

Nursing Record 
The nursing record was defined as the written ward-based documentation 

related to the nursing care planned by the nurse for patients during 
their hospital stay. Each nursing record was specific to one patient. 
The format of the nursing record varied from ward to ward but broadly 

consisted of a nursing history sheet (otherwise called an assessment 
sheet), a care plan, and the progress notes (or evaluation sheet). 

i) Nursing history or assessment 
The nursing histo'y or assessment, referred from now on as "nursing 

history", provides nurses with the information they need in order to 
identify patient's problems. The information collected varied from ward 
to ward and included some or all of the following items: medical 
information such as reason for current hospital admission, relevant past 

medical history, allergies etc., social information auch as occupation, 
dependents, housing provision etc., and health related data such as the 

patient's description of her usual pattern of activities of living, for 

example diet, sleep, bladder and bowel habits. On a number of wards, 
information relating to the patients' current health status, eyesight, 

mobility, communication function and mental state, commonly presented in 

the format of a checklist, was also sought in the nursing history. 

ii) The care plan 
The care plan referred to the part of the nursing record in which 

patient problems, the nursing aims or objectives and the prescriptions 

of nursing care were recorded. As with other parts of the nursing 
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record, the format of the care plan varied from ward to ward. In the 

majority of wards in the survey, problems were organised according to 
the Roper, Logan and Tierney (1980) activities of living model and 

consisted of pre-printed forms for structuring the nursing assessment 
(an example is shown in Appendix 9). This provides a framework for the 
identification of patient's problems using 12 activities of living, such 
as communication, mobilising, sleeping and eliminating. A few wards did 

not use such a f': amework; instead, space was provided for nurses to 

record problems in their own words. The care plan included a second 
sheet on which the problem or problems were recorded together with the 

aims and the nursing care prescribed to resolve them. For each problem 
identified, space was provided for the recording of a date or a time to 

evaluate the outcomes of the nursing care prescribed. 

iii) Progress notes or evaluation sheet 
The final part of the nursing record consisted of the progress or 

evaluation sheet where space was provided for the written entries of the 
day-to-day progress related to the care of the patient. 

Medical Records 

The medical records were organised using the traditional body systems 

approach. On some HCE wards in the sample, mnemonics were incorporated 

into the medical documentation to facilitate problem identification. 

A suitable instrument with which to analyse the content of the nursing 
or medical records was not found when the literature was examined. 
Forms were therefore designed in order that relevant data could be 

abstracted from the patient records for content analysis. Polst and 
Hungler (1983) refer to content analysis as a method for the objective, 

systematic and quantitative description of communication and documentary 

evidence. 

- 175 - 



They stated: 

"The technique utilises a number of controls that yield 
more objective and systematic information than is 
typically obtained in a casual review or critique of 
communication content". 

The instrument used in the current study consisted of four parts. The 
basic patient information, such as demographic details, was recorded in 

the first part, the second and third parts contained information 

obtained from the nursing and medical records respectively, and the 
final part was used for recording relevant information obtained from the 

patient's drug chart (see Appendix 10). Specific information was also 

sought from other sources of ward-based patient documentation, where 
used (for example, the vital signs, fluid balance and continence charts) 
and was recorded in the nursing section of the instrument. The 

rationale guiding examination of the content of the nursing and medical 
records concerned three main areas: i) identification of urinary 
incontinence; ii) assessment of incontinence; iii) management of 
incontinence. 

A framework was developed and used as a basis for the abstraction and 

organisation of data from the records. The broad categories related to 

the three areas mentioned above and combined a checklist format which 
entailed recording whether the factors sought were present or absent as 
well as incorporating space for the recording of entries verbatim 
(Appendix 10). As discussed in section 1.6.3, Chapter 1, a validated 
and reliable approach to the assessment of urinary incontinence, 

particularly in the elderly, has yet to be established. The criteria 
indicative of an assessment of incontinence used to guide the 

researcher, therefore, were based upon an extensive review of the 

nursing and medical literature and discussions with the district 

continence adviser and a consultant geriatrician. 

The nursing/medical form was designed to be used by the researcher alone 

and therefore an estimate of the degree of inter-rater reliability was 

not considered necessary. Intra-rater reliability was not tested 
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formally but, during the pilot study, a small number of nursing and 

medical records were re-examined and showed consistent results when 
compared. Fox (1982) stated that minimally the categories chosen should 
bear an overt relationship to the purpose for which they have been 

created. The researcher was satisfied that the instrument did possess 
face validity. The content of the instrument was reviewed by the 
district continence adviser and a consultant geriatrician with a 
particular interest in incontinence, who both considered the areas 
covered to be appropriate for the research purposes. The instrument was 
therefore assumed to also demonstrate satisfactory content validity. 

4.4.4 Procedure 

The nurse-in-charge on each ward in the sample was asked to identify 

those patients who were incontinent of urine at the time of the survey 
and to indicate the severity of the problem (less than one episode a day 

and/or night, one or more episodes a day and/or night). For each 

patient identified, the nurse was also asked to state how the problem 

was being managed and whether incontinence aids were being used. 
Incontinence was operationally defined as before in section 3.4.4., 

Chapter 3, but for the purpose of this study, patients with indwelling 

catheters for reasons of incontinence were also included. 

Patients identified as being incontinent and who had been admitted on 
the day the researcher was collecting the data were excluded as it was 
thought that the records would not necessarily have been completed at 
this time. Details of patients were recorded on the patient information 
form (Appendix 7). For all patients identified as incontinent of urine 
(excluding those patients with indwelling catheters for reasons already 
discussed in section 4.4.3) the nursing and medical records (including 

patient charts) were systematically examined and details were recorded 

on the nursing anc medical record form (Appendix 10). In the case of 

six patients in ACS wards who had been in the ward for a considerable 
length of time (up to six years in one case), complete nursing records 

were not readily available. In these instances, the nursing records for 

up to the six previous months of admission were traced and examined. 

-177- 



Previous nursing and medical records of patients transferred from other 
wards or hospitals, prior to admission to the study ward, were also 
examined. On a small number of occasions, where written entries were 
illegible or when unfamiliar abbreviations were used, clarification was 
sought from the nursing or medical staff. 

For every fourth ward included in the study, the patients identified as 
incontinent by the nurse-in-charge, the ward nursing staff, and the 
doctor where available, were interviewed by the researcher. This 
information was recorded on the reliability form and used to assess the 

reliability of the information obtained from the nurse-in-charge. Data 

collection extended over a four week period from February to March 1986. 

4.4.5 Data Analysis 

The majority of data was coded and analysed using the Statistical 
Package for the Social Sciences (SPSSx) on the University of Nottingham 
2900 series ICL VME mainframe computer. In a small number of cases data 

were analysed manually. For comparative purposes, data obtained from 

similar types of wards were combined into four groups : acute medical, 
acute HCE, acute/rehabilitation HCE and slow-stream rehabilitation HCE 

wards. Results are presented as frequency tables and percentages. For 

selected variables, the Chi- squared test (Siegal 1956) for use with 
nominal data was used to establish whether or not there were significant 
differences between the results obtained. 

4.5 RESULTS 

The results are presented in six main sections as follows: 

- The reliabiAty of the information obtained from the nurse-in- 
charge. 

- The characteristics and distribution of the patients identified 

as incontinent of urine. 
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- The frequency with which incontinence (and associated problems) 

was identified in the nursing and medical records. 

Where incontinence was identified in the nursing and medical records: 

- Details of the extent and nature of its assessment. 

- Details of the extent and nature of its management. 

- Details of the aims and evaluation of care related to 
incontinence. 

4.5.1 Reliability of information obtained from the nurses-in-charge 

In the current survey, an estimate of the reliability of the data was 
obtained by selecting one in four wards in the survey and comparing the 

patients assessed as incontinent by the nurses-in-charge with those 

assessed by other means (patient self-reports, other trained nurses, 
nursing auxiliaries, nurse learners, ward doctors and the nursing and 
medical records). From this, the specific agreement, that is, the 

proportion of patients about whom there is agreement on the presence of 
urinary incontineºce (as previously discussed in Chapter 3) was 
calculated. A medical ward and an acute HCE ward had to be excluded 
from the reliability test; in one case no patient had been assessed as 
incontinent by the nursing staff and in another, additional members of 

ward staff with which to compare assessments were unavailable. This left 

a total of eight wards. Information was obtained from only five medical 

staff and three nurse learners, who were not always present on the eight 
wards studied; thus, this information was excluded from the main results 
shown in Table 13. In total, the nurses-in-charge on the eight selected 
wards identified 50 patients who, at the time of the study, were 
assessed as being incontinent of urine. Of these, the other qualified 

nursing staff (staff nurses/enrolled nurses) identified 36 and the 

nursing auxiliaries, 33. Thirty one of the 50 patients were also 
identified in the nursing records and 28 in the medical records. Of the 

50 patients identified, 30 (60.0%) were unable to give an adequate 
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Table 13 

Reliability test: 

Identification of patients with urinary incontinence: 

Nurse-in-charge Number of patients 
identified as 
incontinent (n=50) 

Specific percentage 
agreement 

Qualified nursing staff 36 72.0 
(n=8) 

Nursing Auxiliaries 33 66.0 
(n=8) 

Nursing records 31 62.0 

Medical records 26 52.0 

Combined sources 45 90.0 

Additional Information 

Of 25 patients identified by the nurse-in-charge, six (24%) were so 
identified by the medical staff (n=5). 
Of nine patients identified by the nurse-in-charge, two (22.2%) were so 
identified by nurse learners (n=3). 

Of the 50 patients identified as incontinent by the nurses-in-charge, 30 
(60.0%) could not be assessed for reasons of "confusion", communication 
impairment, etc. Of the 20 patients who were interviewed, five denied 

being incontinent and 15 confirmed the symptom (75.0%). 
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account of their bladder function, primarily as a result of mental 
impairment or communication dysfunction. Of those who could be 

interviewed by the researcher, five denied being incontinent and 15 

confirmed the symptom. Excluding the nursing records as a source of 

verification (thereby excluding the possibility that the nurse-in-charge 
herself may have recorded the problem) and combining the other sources 

of information (patient self-reports, nursing staff, nursing auxiliaries 
and medical records) a total of 45 of the 50 patients identified by the 

nurse-in-charge were also identified as such by at least one other 

source of information, and in the majority of cases (93.0%), was 
verified by at least two other sources of information. This gave a 
specific agreement level of 90.0%. It should be noted that the patients 
identified by the nurses-in-charge did not necessarily reflect all the 

patients who may have been incontinent at the time of the survey as the 

other trained nurses and nursing auxiliaries, between them, had 

identified an additional seven patients. Where several sources of data 

are used, the reliability of the information obtained is likely to be 

enhanced and thus the validity of the findings is increased. The high 

level of specific agreement attained in the current survey suggests, 
therefore, that it would be fair to assume that patients identified by 

the nurses-in-charge were incontinent of urine at the time of the 

survey. 

4.5.2 Characteristics and distribution of patients 

i) Age, sex and length of stay on ward 

There were a total of 943 in-patients (575 females; 368 males) on the 

acute medical (36.8%) and HCE wards (63.2%) during the period of the 

survey. Of these, 371 patients were identified as incontinent by the 

nurses-in-charge, representing an overall prevalence of urinary 
incontinence of 39.3%. Significantly more females (255; 44.3%) than 

males (116; 31.5%) were identified as being incontinent of urine 
(x2=15.57 dfal p<0.001). Incontinent females had a mean age of 81.2 

years (SD=7.8 years; range 34-90) and males a mean age of 76.0 years 
(SD=8.0 years range 42-90). More than a quarter (107; 28.8%) of the 
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incontinent patients were 80 years of age or older. At the time of the 

survey, patients identified as being incontinent had a median length of 
time on the ward since admission of 1.1 week on acute medical wards, 3.1 

weeks on acute HCE wards, 16.3 weeks on acute/ rehabilitation HCE wards 
and 36.3 weeks on the slow-stream rehabilitation HCE wards. The 

majority of these patients (361; 97.3%) had been on the same ward for 

five days or longer. 

ii) Main documented reason for admission 

The main documented reason for admission irrespective of type of ward, 
for those patients identified as incontinent, was circulatory disorders 
(149; 40.2%), of which the majority (106) were strokes. Further common 

reasons for admission were mental impairment (86; 23.2%), and musculo- 
skeletal (68; 18.3%) and respiratory (55; 14.8%) disorders. Twelve 

patients (3.2%) had been admitted specifically for investigation of 
urinary incontinence. More than a third of the patients (129; 34.8%) 
had been admitted with multiple problems. Appendix 11 gives a full 

summary of the reasons for admission. 

iii) Distribution of patients identified as incontinent according to 
type of ward 

The proportion of all in-patients at the time of the survey who were 
identified as suffering from incontinence ranged from 38 (11.0%) on the 

acute medical wards to 91 (71.1%) on the slow-stream rehabilitation HCE 

wards (see Table 14). As might be expected, statistically significant 
differences between the proportion of patients identified as incontinent 

were found when the types of wards were compared, with a greater 
proportion of patients affected onwards for the elderly (x2=185.45 df=1 

P<0.001). When HCE wards were compared, a significantly greater 

proportion of patients on slow-stream rehabilitation HCE wards were 
identified as being incontinent compared to acute FICE wards (x2=19.10 

df=1 p<0.001) and acute/rehabilitation HCE wards (x2=6.50 df=1 p<0.02). 
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Table 14 

Distribution of patients identified as incontinent by 

nurses-in-charge categorised by type of ward 

HCE 
Ward Acute medical Acute Acute/Rehab. Slow-stream Total 
type Rehab. 
n= 14 10 11 5 

Total 
No. of 347 270 198 128 943 

patients 

No. 
incontinent 

Pats with 
IDC* 17 55 33 37 142 

(%) (4.9) (20.4) (16.7) (28.9) (15.1) 

Total No 
incontinent 38 129 113 91 371 
Patients 

(X) : 111.0) 
(47.8) (57.1) (71.1) (39.3) 

* Indwelling catheter 
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iv) Severity of incontinence 

Of the 229 incontinent patients who did not have an indwelling catheter 
at the time of the survey, 145 (63.3%) were identified as frequently 
incontinent (defined as one or more incontinent episodes per 24 hour 

period) by the nurse-in-charge (Table 15). Significantly more patients 
on the slow-stream rehabilitation HCE wards (75.9%) were identified as 
frequently incontinent when compared with incontinent patients on the 
acute HCE wards (54.1%) (x2=6.19 df=l p<0.02). No significant 
differences emerges between other types of wards. 

v) Continence status on admission 

Information concerning continence status on admission to the ward was 
obtained from the medical records and is discussed further in section 
4.5.4. Information was available for 164 patients; 11 were in acute 
medical wards and the remainder in the HCE wards. None of the 11 

patients in the medical wards were stated to be incontinent on 
admission. Of the 78 patients admitted directly from home to HCE wards 
for whom this information was available, 38 (48.7%) were stated to be 

already incontinent before admission. Of the 75 patients transferred 
from another ward o-r hospital to HCE wards, 53 (70.7%) were stated to be 

already incontinent prior to admission to the ward. 

vi) Use of indwelling catheters and incontinence aids 

At the time'of the survey, 258 (69.5%) of the 371 patients identified as 
incontinent had either an incontinence aid or an indwelling catheter to 

manage the problem (Table 16). There was a significantly greater use of 
aids and appliances on the acute/rehabilitation HCE wards as compared to 
the medical wards (X2=6.0 df=l p<0.02) and the acute HCE wards (X2=7.4 

df=1 p<0.01). There were significantly more aids and appliances used in 

the slow-stream rehabilitation HCE wards compared with the acute medical 
(X2.9.4 df=1 p<0.01) and the acute lICE wards (X2=11.6 df-1 p<0.001). Of 

all patients identified as incontinent, 142 (38.3%) had an indwelling 

catheter in positicm. Overall, significantly more patients on the HIE 
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Table 15 

Nurses' perceived severity of incontinence 

HCE 

Ward Type Acute medical Acute Acute/Rehab. Slow-stream Total 

Rehab. 
Patients n= 21 74 80 54 229 

Frequently 

incontinent 14 
(>, once day/ 

night) 
(%) (66.7) 

40 50 

(54.1) (62.5) 

41 145 

(75.9) (63.3) 

occasionally 
Incontinent 7 34 30 13 84 
(< once day/ 

night) 
(%) (33.3) (45.9) (37.5) (24.1) (36.7) 

Acute HCE/Slow-stream rehabilitation x2=6.307 df=l (p<0.02) 
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Table 16 

Proportion of patients with IDC* or other incontinence aids 

HCE 
Type of Acute Acute Acute Slow-stream Total 

ward Medical Rehab Rehab. 

Total No. 

identified as 38 129 113 91 371 
incontinent 

IDC 17 55 33 37 142 

(%) (44.7) (42.6) (29.2) (40.7) (38.3) 

Pads/pants 1 6 50 29 86 

(X) (3.0) (5.0) (44.2) (32.0) (23.2) 

Sheath drainage 3 16 3 8 30 

appliances ** 

(ý)+ t15.8) (29.1) (12.0) (47.0) (25.9) 

* Indwelling catheter 
** Male patients 
+ Percentage derived for incontinent male sample only 
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wards than on the medical wards had indwelling catheters (X2=45.7 df=1 

P<0.001). As a choice of management for incontinence, however, 

significant differences were not found between type of ward and catheter 

use (X2=5.87 df=3 p>0.1) (Table 16) although fewer catheters were used 

on the acute/rehabilitation HCE wards. Between 29.2% of incontinent 

patients on the acute/rehabilitation HCE wards and 44.7% of the 
incontinent patients on acute medical wards had an indwelling catheter 
to manage the problem. Incontinence pads were rarely used on the acute 
medical and acute HCE wards but were frequently used on other types of 
HCE wards. On the acute/rehabilitation HCE wards, 50 (44.2%) of the 113 
incontinent patients and 29 (32.0%) of the 91 incontinent patients on 
the slow-stream rehabilitation HCE wards had incontinence pads and pants 
at the time of t_te survey. Of the 116 male patients identified as 
incontinent, 30 (2-5.9%) had a sheath drainage appliance during the day 

and/or night. 

4.5.3 The identification of urinary incontinence and associated 
problems in the nursing and medical records 

Of the total 371 patients assessed as incontinent of urine by the 

nurses-in-charge, 229 of the nursing and medical records related to the 

non-catheterised sample were examined. This excluded the 142 patients 

who at the time of the survey had indwelling catheters for reasons of 
incontinence. 

i) Documentation cf the problem in the nursing records 

The location of nursing records (comprising of nursing history, careplan 
and progress sheet) varied from ward to ward. In a small number of 

wards, all parts of the nursing record were kept together in a folder or 
binder and were located at the nurses' station or in the charge nurse's 

office. In the majority of wards, the care plans were located 

separately from the nursing history and progress sheets which were 

usually kept at the nurses' station. On some wards, care plans were 
kept separately at the patients' bedsides. 

-187- 



Of the 229 nurs. -. ng records examined, 136 (59.4%) had the problem 
identified in thL nursing care plan (as defined earlier in section 
4.4.3). The results are presented in Table 17. Of the 93 patients who 
did not have incontinence identified in the care plan, there were no 
care plans available for 28 (12.2%). Of the remaining 65 patients 
(28.4%) for whom care plans were available, two entries in the section 
intended for the recording of problems associated with elimination 
related only to bowel problems, and the remainder had "not applicable" 
entered under this heading or were left blank. The severity of 
incontinence (previously defined in section 4.4.3) as assessed by the 
nurse-in-charge, was unrelated to whether or not the problem had been 
identified in the care plans (x2=1.50 df=1 p>0.2). A further 41 patients 
(17.9%) were found to have at least one recorded entry other than in the 

care plan, which had identified incontinence. In two cases, this took 
the form of written entries on the patients' fluid balance charts and 
for the remainder, entries were recorded in the progress notes. Thus, a 
total of 177 (77.3%) of the patients identified as incontinent by the 

nurse-in-charge had the problem identified somewhere in the nursing 
record. The problem had not been identified anywhere in 52 (22.7%) 

nursing records. Significant differences were not found between the 

type of ward and whether or not the problem had been identified in the 

nursing records (x2=2.18 df=3 p>0.5). 

ii) Documentation of the problem in the medical records 

Of the 229 medical records examined, 132 (57.6%) had the problem 
recorded in the r: edical records (Table 17). Incontinence was more 
likely to have been recorded in the medical records on the acute HCE 

wards (x2=5.58 df=l p<0.02), acute/rehabilitation HCE wards (x2=4.3 df=1 

p<0.05) and the slow-stream rehabilitation HCE wards (x2.1 df=1 

p<0.05) than on the medical wards (Table 17). Significant differences 

were not found, however, between type of HCE ward and whether or not the 

problem had been recorded (x2=0.09 df-2 p)0.95). 
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Table 17 

Urinary incontinence; 
Documentation of the problem in the nursing and medical records 

Ward 
Type 

Acute 

Medical Acute 

HCE 

Acute/ 

Rehab. 

Slow-stream Total 
Rehab. 

No. of patients 
assessed as incontinent 21 74 80 54 229 
by nurse-in-charge 

Incontinence recorded 12 41 53 30 136 
in Nursing care plans 

(X) (57.1) (55.4) (66.3) (55.6) (59.4) 

Problem recorded 
elsewhere in Nursing 2 15 12 12 41 

records 

Combined Total 14 56 65 42 177 

(X) (66.7) (75.7) (81.3) (77.8) (77.3) 

Incontinence recorded 
in Medical records 7 46 47 32 132 

(X) (33.3) (62.2) (58.8) (59.3) (57.6) 
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iii) Comparison between nursing and medical records 

Of the 229 incontinent patients identified as such by the nurse-in- 
charge, 113 (49.3%) had the problem identified in both the nursing and 
medical records. For 64 patients (27.9%), the problem was identified in 

only the nursing records, while for 19 patients (8.3%) incontinence was 
identified as a problem only in the medical records. Incontinence had 

not been identified in either the nursing or the medical records in 33 

cases (14.4%). Of these 33 patients, the researcher observed that three 
had sheath drainage appliances and 11 had been identified by the nurses- 
in-charge as being managed by incontinence pads and pants at the time of 
the survey. Another patient was observed to have imipramine prescribed 
at night and on further enquiry it was found that this was for the 
treatment of incontinence. 

Nurses were more l; kely to have recorded the problem (either in the care 
plan or elsewhere in the nursing records) than the medical staff 
(x2=43.68 df=l p<0.001). 

iv) Documentation of related problems in the nursing records 

Of the 136 patients in which incontinence had been recorded in the 

nursing care plans, 33 (24.3%) also had an associated problem recorded. 
When the content of these entries was analysed, 29 (21.3%) referred to 

problems associated with skin care and four (2.9%) related to problems 
of a psycho-social nature. 

4.5.4 Recorded information related to the assessment of incontinence 

The nursing and the medical records were examined for any information 

which might have contributed to an assessment of incontinence. The 

results in the following section are organised as follows: 

(i) Relevant information obtained on admission. 
(ii) Information describing the nature of the problem. 
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(iii) Investigations which may assist in the assessment of 
incontinence. 

(iv) Other relevant information. 
(v) Assessment of potential drug side-effects. 
(vi) Information identifying the causes or pre-disposing factors of 

incontinence. 

i) Relevant information obtained on admission 

The 229 nursing and medical records of patients assessed as incontinent 

of urine by the nurses-in-charge were examined for information recorded 
on admission which related to two areas: 

a) the patient's usual level of functional status 
b) the patient's usual habits of micturition. 

Nursing records: 
Assessment of the patient's functional status on admission. 

Information related to the patient's usual level of functional status 
(defined as an assessment of mobility, communication function, eyesight 
and mental status prior to illness/admission) was recorded infrequently 
in the nursing records (range 3.0% - 29.0% of nursing records) (Table 
18). Overall, information related to the patient's usual level of 
mental functioning was the least recorded aspect of functional status 
(12.2%) irrespective of the type of ward. Except for the assessment of 
mental status, the nursing records on the slow-stream rehabilitation HCE 

wards contained such information more often than the nursing records in 

other types of wards (Table 18). 

Assessment of the patient's usual habits of micturition before admission 

When the nursing records were examined for written information which 
identified the patient's usual habits of micturition, 48 (21.0%) 

contained such information (Table 19). This information was least 
frequently recorded on the acute /rehabilitation ACE wards (5.0%) and 
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Table 18 

Nursing Records: Information related to patients' usual 
level of functional status. 

HCE 

Acute Acute Acute/ Slow-stream 

Medical Rehab. Rehab. 

n= 21 (%) 74 (%) 80 (%) 54 (%) 

Mobility 6 (28.6%) 11 (14.9%) 3 (3.8%) 19 (35.2%) 

Communication 6 (28.6%) 12 (16.2%) 9 (11.3%) 24 (44.4%) 

Eyesight 4 (19.0%) 6 (8.1%) 2 (2.5%) 27 (50.0%) 
Mental status r, -(23.8%) 9 (12.2%) 4 (5.0%) 10 (18.5%) 

Medical Records : Information related to patient usual level of 
functional status 

HCE 

Acute Acute Acute/ Slow-stream 
Medical Rehab. Rehab. 

n= 21 (X) 74 (%) 80 (%) 54 (%) 

Mobility 16. (76.2%) 66 (89.2%) 67 (83.3%) 48 (88.9%) 

Communication 12 (57.1%) 25 (33.8%) 28 (35.0%) 19 (35.2%) 

Eyesight P (38.1%) 20 (27.0%) 15 (18.8%) 14 (25.9%) 

Mental status 12 (57.1%) 59 (79.7%) 63 (78.8%) 49 (90.7%) 

-192- 



Table 19 

Information related to the patient's usual habits of 

micturition recorded in the nursing and medical records 

HCE 
Ward type Acute Acute Acute & Slow-stream Total 

Medical Rehab. Rehab. 

Patient's 

Id. incontinent 21 74 80 54 229 

n= 

Nursing Records 
n= 4 10 4 30 48 

(70) (19.1) (13.5) (5.0) (55.6) (21.0) 

. d1=1 BCC4w-d9 

n= 

(%) 

11 57 55 41 

(52.4) (77.0) (68.8) (75.9) 

164 

(71.6%) 
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most often recorded on the slow-stream rehabilitation HCE wards (55.6%). 

The content of this information, where recorded, was analysed. Of the 
48 written entries found in the nursing records, 36 (75.0%) had 
identified the patient as already incontinent on admission to the ward. 
When these written entries were examined, details such as information 

concerned with the duration, pattern, type or cause of incontinence, 

prior to admission, were rarely recorded (10; 20.8%). Information 

related to the patient's usual living circumstances prior to admission, 
for example, the provision and location of toilet facilities within the 
home or the patient's customary method of coping with incontinence was 

absent in all nursing records examined. 

Medical Records: 

Assessment of the patient's functional status on admission 

All aspects of functional status (with the exception of communication 
function on the slow-stream rehabilitation HCE wards), across all types 

of wards, were found to be more frequently recorded in the medical 

records than the nursing records (Table 18). 

Assessment of the patient's usual habits of micturition before admission 

Information which had identified the patient's usual habits of 

micturition was found in 164 (71.6%) of the 229 medical records examined 
(Table 19). Of the 164 recorded entries, 103 (63.2%) had identified the 

patient as already incontinent on admission to the ward. As with the 

findings in the nursing records, mentioned above, specific details 

related to the problem were rarely recorded (14; 8.4%). 

For subsequent analysis of documentation in this section of results, the 

records in which incontinence had not initially been identified were 

excluded. 
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ii) Information describing the nature of the problem 

The nursing (177) and the medical records (132) in which urinary 
incontinence had initially been identified were examined for further 

information which served to define or clarify the nature of the problem 
since admission. For example, the type of information sought was that 
which may have described the severity or the pattern of incontinence and 
its associated syn: toms (frequency, nocturia, urgency, etc). 

Of the 177 nursing records in which incontinence had initially been 

identified, 21 (11.8%) contained additional details which further 
described the problem (Table 20). Of the 132 medical records examined 
in which incontinence had been identified, 42 (31.8%) contained 

additional details related to incontinence (Table 20). Thus, 156 

(88.1%) of the nursing records and 90 (68.2%) of the medical records did 

not contain any further information which described the nature of the 

problem. 

Where such information was recorded in the nursing records, content 

analysis showed that 10 (47.6%) referred to the pattern of episodes of 
incontinence (day-time, night-time, both, "incontinent at any time"), 

eight described the type of symptom or its associated symptoms 
(frequency, urgency, dribbling), two described the circumstances in 

which incontinence occurred ("incontinent when standing up", "uses the 

bin") and one entry referred to the amount of urine loss ("incontinent 

of large amounts"). In the medical records, 24 entries referred to the 

pattern of incontinence (day, night-time, both) and 19 comments 
described the type of symptom or its associated symptoms (dribbling, 

nocturia, frequency, urgency, "incontinent on standing"). 

(iii) Investigations which may assist in the assessment of urinary 
incontinent! 

The nursing (177) and the medical records (132) in which incontinence 

had been identified were examined to assess to what extent the problem 
had been investigated. It cannot be assumed, however, that a particular 
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Table 20 

Recorded information related to the nature of urinary incontinence 

HCE 
Ward Acute Acute Acute / Slow-stream Total 
type Medical Rehab. Rehab. 

Nursing records 

Records in which n= 14 

incontinence 
identified 

Nature of n= 2 

incontinence 

recorded 

56 65 42 177 

685 21 

(X) (14.3) (10.7) (12.3) (11.9) (11.9) 

Medical records 

Records in which n= 7 
incontinence 
identified 

Nature of n= 4 
incontinence 

recorded 

46 47 32 132 

18 12 8 42 

(ý) (57.0) (39.1) (25.5) (25.0) (31.8) 
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test or investigation was necessarily undertaken specifically to assess 
incontinence. For example, a urinalysis or a rectal check may have 
been carried out for reasons other than incontinence. The results are 
shown in Table 21 and in Table 22. 

iv) Other Relevant Information 

Related documentation was sought for each of the patients identified as 
incontinent of urine in the nursing records (177). 

The documentation sought related specifically to the presence of a: 

- Bowel chart 
- Fluid balance chart 
- Continence chart 

Bowel chart 

During the period of the survey, 154 (87.0%) of the 177 patients 
identified as incontinent in the nursing records had a chart in which 
information related to their bowel function was recorded. These usually 
consisted of entering the presence or absence of a daily bowel movement 

on the patient's vital signs chart or in the nursing care plan. On one 

slow-stream rehabilitation HCE ward, the patients' daily bowel movements 

were recorded on a wall chart in the toilet area. In none of these 

cases was any additional information, such as the size, colour, or 

consistency of the stool, recorded. The median time since the last 

recording of a bowel movement was two days (range : day of survey to 5.7 

weeks). Fifty seven patients (37.0%) had not had a bowel movement 

recorded for more than three days. 

Fluid balance chart 

Fifteen patients (8.5%) were observed to have a fluid balance chart at 
the time of the survey. The information recorded related to approximate 

measurement of fluid intake in all cases, the measurement of urine 
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Table 21 

Nursing Records: 

Investigations possibly contributing towards the assessment of 
incontinence 

Investigation % of nursing records in which 
incontinence had been identified 

n (n=177) 

Urinalysis* 40 22.6 
Urine culture 35 19.8 
Rectal examination* 19 10.7 

Residual urine 3 1.7 
Specialist referral** 1 0.6 
Home assessment 1 0.6 

* Done routinely on admission to some wards 
** Continence adviser referral 
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Table 22 

Medical records: 
Investigations vossibly contributing towards the assessment of 
incontinence 

Investigation % of medical records in 

which incontinence had 

n been identified (n=132) 

Urine culture 69 52.3 
Rectal examination* 26 19.7 
Physical examination 11 8.3 

Residual urine 5 3.8 
Specialist referral** 3 2.3 
Urodynamic investigation 1 0.8 

Home assessment 1 0.8 

* Done routinely on admission to some wards 
** 2 Urology referrals 

I Geriatrician referral 
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output in seven cases and the charting of episodes of incontinence in 

nine cases. 

Continence chart 

Continence charts were in use for 11 patients during the period of the 

survey. One additional patient was found to have had a continence chart 
in the past, making a total of 12 patients (6.8%) in all (eight acute 
HCE; four acute /rehabilitation HCE wards). Continence charts were not 
in use on the acute medical or the slow-stream rehabilitation HCE wards 

at the time of the survey. Information collected consisted of charting 

episodes of incontinence during the day and night in all cases, 

recording periods of dryness in five cases and the time when normal 

voiding occurred is two cases. Information related to an estimation of 
fluid intake and trine output was not recorded on any of the charts 

examined. The researcher considered that three of the 12 continence 

charts examined were completed correctly. On the remaining nine charts, 
basic information, such as the recording of episodes of incontinence and 

continent episodes, was inconsistently recorded. In several cases, 

charts appeared to have been used inappropriately. For example, four 

male patients who were wearing sheath drainage appliances during the day 

and night were observed to have continence charts (in one case for a 

period of 17 weeks). Evidence that the information obtained from 

continence charts had been evaluated as part of an assessment (or 

management) in either the nursing or the medical records was lacking. 

v) Assessment of potential drug side-effects 

Of the total 229 patients identified as incontinent by the nurse-in- 

charge, 31 patients (13.5%) had been prescribed diuretics on a daily 

basis. Times of administration were between 0600-0900 hours (22), 1000- 

1300 hours (11) and 1800-2200 hours (3). Five patients were being 

prescribed diuretics twice a day. At the time of the survey, 68 

patients (29.7%) were also being prescribed sedatives (50) or hypnotic 

drugs (18) on a daily basis. Thirty two patients (47.0%) had sedative 

drugs at times other than at bed time and 38 patients (55.9%) were 
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having sedatives more than once a day. There was a significantly 
greater use of sedatives and hypnotic drugs on the acute /rehabilitation 
HCE wards when compared with the acute medical wards (x2=4.7 df=1 

p<0.05) and the acute HCE wards (x2=5.4 df=l p<0 5). Similarly there 
was a greater L9e of sedatives and hypnotics in the slow-stream 
rehabilitation HC). wards when compared with the acute medical (x2=7.2 
df=l p<0.01) and the acute HCE wards (x2=8.6 df=1 p<0.01). The 
potential side-effects of diuretics and sedative /hypnotic drugs as 
predisposing or exacerbating factors for urinary incontinence were 
rarely recorded in the nursing and medical records. Only one nursing 
record had identified the use of sedatives as a possible cause of 
incontinence, while no reference to these potential side-effects was 
made in the medical records examined. 

vi) Information identifying the causes or predisposing factors of 
incontinence 

The 177 nursing r'cords and 132 medical records in which incontinence 
had been identif. ed were examined for any information which had 
identified the p0; bible causes of the problem. Seven nursing records 
(4.1%) and 15 medical records (11.4%) had written entries which had 
identified the possible causes of incontinence. 

Content analysis showed that nurses had identified factors which 
affected the patient's ability to cope with her bladder, such as 
"immobility", or "incontinence due to medication". The medical staff 
primarily identified types of physiological bladder dysfunction, such as 
"unstable bladder" or "prostatic enlargement". The precise content of 
these entries is shown in Appendices 12 and 13. 

4.5.5 Recorded in. (. )rmation related to the management of incontinence 

The nursing and medical records in which incontinence had been 
identified were examined for written information relating to the current 
or planned management of the problem. Written entries were categorised 
according to their content as shown in Table 23 and Table 24. Of the 
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Table 23 

Nursing Records 
Management prescribed 

Type of management.: % of nursing records in which 
Responses management of incontinence 

n recorded (n=96) 

"Toileting" 95 
Activities* 98.9 

Incontinence 69 71.9 
Aids** 

Personal 52 54.2 
Hygiene 

Environmental 16 16.7 
Factors 
(eg. ensure call 
bell within reach. 

Skin 12 12.5 
Care 

"Increased 12 12.5 
Fluid Intake" 

Psycho-social 5 5.2 
Aspects 

Total 261 

* "Two-hourly/four-hourly toileting" 

"Regular toileting" 

"Frequent toilettng" 

** Included indwelling catheters (4) 
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Table 24 

Medical Records 
Management prescribed 

Type of Management: % of medical records in which 
Responses management of incontinence 

n recorded (n=71) 

Antibiotics 28 39.4 
57.7 

Other drug* 13 18.3 
therapy 

Incontinence 31 43.6 
Aids** 

"Toileting" 22 31.0 
Activities 

Miscellaneoust 6 8.5 

Total 100 

* Drugs specifically acting on the lower urinary tract (eq. 

imipramine) 

** includes indwelling catheters (21) 

t Miscellaneous : Increases fluid intake (4) 

Pelvic floor exercises (1) 

Home modifications (1) 
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177 nursing records in which incontinence had been identified to be a 

problem, 96 (54.2%) had at least one written entry which related to an 

aspect of the management of the problem. Of the 132 medical records in 

which incontinence had been identified as a problem, 71 (58.8%) had at 
least one written entry concerned with an aspect of management. Thus, 

81 (45.8%) of the nursing records and 61 (46.2%) of the medical records 
in which incontinence had been identified had no written entry concerned 

with any aspect o%' its management. When information from all wards was 

combined, the most frequent methods of management prescribed in the 

nursing records were activities related to toileting. For example, "two 
hourly" toileting (49; 51.0%), "frequent" or "regular" toileting (46; 

47.9%). Other methods of management related to the use of incontinence 

aids such as pads and pants (41; 42.7%), sheath drainage appliances (24; 

25.0%) and indwelling catheters (4; 4.2%). More than half of the 

comments in the nursing records, in which an aspect of management had 
been recorded, related to personal hygiene (52; 54.2%) (Table 23). 

In the medical records, the most frequent choice of management 

prescribed relatec: to antibiotics (28; 39.4%) and drugs specifically 

acting on the lower urinary tract (13; 18.3%). Other methods involved 

incontinence aids (31; 43.6%) and activities related to toileting (22; 

31.0%), for example, "regular" toileting (Table 24). 

Treatments such as the use of bladder training, behaviour modification 
techniques or intermittent catheterisation were not mentioned in either 

the nursing or the medical records. The use of pelvic floor exercises 

was documented in one medical record. 

4.5.6 The aims and the evaluation of care related to incontinence 

Nursing Care Plans 

The 136 nursing ca. c; plans in which incontinence had been recorded were 

analysed for written statements concerned with the setting of nursing 

aims, the prescription (nursing action) and evaluation of nursing care 

related to the problem. The following results concern the nursing aims 
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and evaluation of care recorded in the nursing care plans. The results 
concerning the prescription of nursing care were presented in the 

previous section 4.5.5 related to the management of urinary 
incontinence. 

i) Nursing aims 

Of the 136 care 'glans, 125 (91.9%) had written statements which had 
identified the ai!, (or aims) of nursing care in relation to urinary 
incontinence (Table 25). A total of 178 written statements described 

the aims of care, and of these the most frequently recorded entry was 
stated as "to promote continence" (73; 51.7I1). The next most frequently 

recorded aim of care was stated as "to keep dry" (30; The 

content of the remaining statements is shown in Table 25. 

ii) Evaluation of outcome 

Of the 136 care plans in which incontinence had been identified, 69 

(50.7%) had a written entry to evaluate the care prescribed in relation 
to the problem. Of these entries, 24 (34.8%) did not give a specific 
date for evaluation but were written in the following terms, "regularly" 

"every Wednesday" or "as needed". For the remaining 45 entries, care 

was stated to be evaluated by a specific date. The median length of 

time since the problem was last evaluated was 12 days (range 1 day to 14 

weeks). Of the 69 patients where an entry to evaluate the care had been 

recorded, nine (13.0%) had a written entry which specified the actual 

outcome of the care given. 

Medical Records 

iii) Evaluation of outcome 

Of the 132 medical records in which incontinence had been identified, 

seven (four record in acute HCE, and one each in the acute medical, 
acute/rehabilitation HCE and slow-stream rehabilitation ICE wards 
respectively) were found to have written entries which were judged to be 
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Table 25 

Nursing Care plans: 

Documented nursing aims related to urinary incontinence 

Nature of recordel entry % of total number 
of nursing care 

n plans 

"to promote continence" 73 53.7 
"to keep dry" 30 22.1 
"help with personal hygiene" 20 14.7 
"monitor for skin break down" 18 13.2 
"maintain comfort" 10 7.4 
"control incontinence" 10 7.4 
"record incontinence" 6 4.4 
"maintain adequate urine output" 4 2.9 
Miscellaneous* 7 5.1 

Total 178 

Miscellaneous* 
monitor for infection 2 
regular toileting 1 
assist with elimination 1 
help become independent 
with toileting 1 
Reassure patient 1 
Help regain bladdex tone I 
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evaluative in content. Three comments referred to the success of 

regular toileting, two referred to the unsatisfactory management of 

sheath drainage appliances and two stated that incontinence had been 

resolved. 

4.6 DISCUSSION 

4.6.1 Limitations of the method 

Before any interpretation of results can be made, the limitations of the 

survey design need to be considered. In order to examine the nursing 
and medical records, it was necessary to find a way to identify patients 

who were incontinent of urine within the practical constraints of time 

and resources available. The methodological problems surrounding this 
issue have already been addressed in Chapter 3. The decision to rely 

upon the clinical judgement of the nurses-in-charge inevitably raised 
doubts concerning the accuracy of the information given in view of the 

results previously obtained in the study described in Chapter 3. The 

high level of specific agreement (90.0%) reported in section 4.5.1 of 
this chapter, howeier, would indicate that the information given by the 

nurses-in-charge when asked to identify patients who were incontinent of 

urine, was reliable. 

The large proportion of patients who were unfit for interview (60.0%) 

highlight the difficulties encountered in the clinical situation when 
endeavouring to obtain information from the patient herself. Sier, 
Ouslander and Orzeck (1987) reported that of 78 elderly incontinent 

patients in acute hospital wards, 71% were unable to answer questions 
about their incontinence; a figure comparable with that of the current 

survey. 

It is important to bear in mind that this was a cross-sectional 
retrospective survey based upon the examination of nursing and medical 
records. Assessment procedures and management of the problem may have 

been plamed for some time in the future. However, the majority of 
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patients (911.0X) identified as incontinent had been on the ward at least 
five days and 193 patients (84.2%) for more than two weeks (ranging from 

a median of one week to nine months). Although one might have expected 
that patients who had been on a ward for a longer period were more 
likely to have had an opportunity for a comprehensive assessment, this 
was not borne out when the records were examined. The length of time a 
patient had been on the ward did not appear to have influenced the 
extent to which the problem had been assessed. Apart from the patients 
(98 in all) who had been recorded as being incontinent on admission to 
the ward, it was not possible to establish precisely when the symptom 
had first been identified. Thus, if incontinence was of recent onset, 
any assessment Gf the problem would not necessarily have been 
documented. However, when the patients who had been identified as 
incontinent on admission (median time since admission 7.8 weeks) were 
compared to the group of patients who had not been so identified (or the 
information was not recorded), few differences emerged when the extent 
to which the problems had been assessed or the types of management 
implemented were compared. Significant differences between these two 
groups of patients did emerge, however, for two assessment procedures. 
Patients who had been identified as incontinent on admission were much 
more likely to have had a urine culture documented in the nursing 
records (x2=7.1 df=l p<0.01) and medical records (x2=67.7 df-1 p<0.001). 
They were also more likely to have had a rectal examination recorded in 
the nursing records (x2=8.32 df=l p<0.01) and medical records (x2=17.7 
df=1 p<0.001) than patients who had not been assessed as incontinent on 
admission. However, it should not be assumed that patients who were 
admitted with urinary incontinence were more likely to have the problem 
assessed as these investigations may have been carried out routinely, or 
in the case of a rectal examination, for reasons other than 
incontinence. 

Finally, the survey was limited to a review of the patient documentation 

and is, therefore, limited to the information which was recorded as 
having been given or was being planned to be given. Such information 

represents the comprehensiveness of the written content of the nursing 
or the medical rec)rds but may not represent an adequate reflection of 
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current clinical practice. Members of the ward team may have been aware 

of patients with incontinence, but had failed to identify the problem in 

the nursing or medical records. Similarly, assessment procedures or 

methods of treatment may have been implemented but were not recorded as 
having been carried out. However, if patient documentation aims to 

facilitate communication and if patient care is perceived within the 

context of appropriate and effective management strategies based upon a 

systematic assessment of incontinence, it is doubtful whether these aims 

can be achieved ., n the absence of accurate, up-to-date and reliable 

records. 

4.6.2 The prevalence and nature of incontinence 

The prevalence of urinary incontinence in the present survey ranged from 

11.0% on the acute medical wards to 71.1% on the slow-stream 

rehabilitation HCE wards. These data, as with the results obtained from 

the prevalence survey, reported in Chapter 2, have indicated that a 

considerable proportion of patients on acute medical and HCE wards are 

affected by the condition. 

When these result.; are compared to those reported in Chapter 2, the 

prevalence of inco:. itinence on the acute medical wards (11.0%) and acute 
HCE wards (48.0%) was less than that found on similar types of wards 
(acute medical, 19.0%; acute HCE 53.0%) in the previous survey. Several 

reasons may have accounted for these observed differences. A time lapse 

of approximately a year had occurred between carrying out the two 

surveys; therefore, the differences may have reflected fluctuating 

levels of incontinence on the wards concerned. The inclusion of 

additional acute medical and acute HCE wards from another DGH hospital 

within the health authority, and different data collection methods (in 

the first survey data were collected by means of nurses completing 

specifically designed forms and in the second nurses were interviewed) 

may also have accoanted for the difference between the prevalence rates 

obtained. The prevalence of incontinence found in the acute medical 

wards in the DGH 6.8%) in the current survey was significantly lower 

(x2=5.71 df=1 p(O. 02) than that found in equivalent types of wards in 
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the UrH (15.3%) thus, when these data were combined the overall 
prevalence rate obtained was reduced. The results obtained in the acute 
HCE wards in the earlier survey (53.0%), reported in Chapter 2, were, 
however, comparable to the results obtained in similar types of wards in 
the UTH (49.3%) and the DGH (49.5%) in the current survey. 

Taking into consideration the methodological constraints previously 
highlighted in Chapter 1, section 1.3.2, the prevalence rates of other 
published studies ire similar to those obtained in the present study for 

acute medical ward3 (Egan et al 1983), acute HCE wards (Egan et al 1983, 
Wells 1975a) and acute /rehabilitation HCE wards (McPhee and Roberts 
1987). The higher prevalence rates for incontinence found on the slow- 
stream rehabilitation HCE wards (71.0%) was not unexpected and agrees 
with findings of other studies in which consistently higher levels of 
incontinence on longer stay wards for the elderly have been reported 
(Wade, Sawyer and Bell 1983, Wells 1975a). 

The findings that significantly more females than males were identified 

as incontinent are in accordance with those of a number of other surveys 
of hospitalised elderly patients (Sier, Ouslander and Orzeck 1987, 

Fernie et al 1983 Brocklehurat 1951). Brocklehurst (1963) suggested 
that the differenca between the sexes might be explained by the use of 

portable bottles oy male patients, who are thus more able to easily 

avoid or conceal their incontinence than female patients. Other 

researchers, however, have not reported differences in the prevalence of 
incontinence between male and female hospital in-patients (Jewett et al 
1981, Willington 1969, Isaacs and Walkey 1964, Totterman 1959). 

As with the results from the earlier prevalence survey (Chapter 2, 

section 2.5.3), stroke was the most common reason for admission to 
hospital in patients identified as incontinent (28.6X). 

Sixty three percent of the non-catheterised patients were assessed as 
incontinent of uri-., ie at least once during a 24 hour period (day and/or 
night). Severity )f incontinence has been found to be associated with 
increased mental and physical impairment (Sier, Ouslander and Orzeck 
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1987, Ouslander, Kane and Abrass 1982, Isaacs and Walkey 1964) and is 
likely to have accounted for the finding that patients on the slow- 

stream rehabilitation HCE wards tended to be assessed by nurses as more 
frequently incontinent than patients on the other types of wards. Care 

must be taken when interpreting these results, however, because, as was 

shown in the previous study in Chapter 3, nurses tended to have poor 
levels of inter-rater agreement when asked to assess the frequency of 
episodes of incontinence in patients on their wards. It appeared that a 

considerable proportion of the patients (more than half; 63.3%) on the 

medical and HCE wards were assessed as frequently incontinent of urine. 
However, this may reflect an underestimate of the overall severity of 
the problem since the previous frequency of urine loss in those patients 

currently having indwelling catheters was not examined. Comparisons are 
difficult to make because few studies appear to have collected data on 
the severity of incontinence in hospitalised patients. Those that have 

did not discuss the reliability of the data obtained. Isaacs and Walkey 
(1964) reported that of 224 incontinent patients on wards for the 

elderly, one quarter were incontinent on a daily basis, a quarter were 
incontinent more than once a day and the remainder were doubly 

incontinent (the frequency of episodes of incontinence was not given). 

More recently, Sier, Ouslander and Orzeck (1987) in the United States, 

reported that the majority of incontinent elderly patients (the precise 

number is not reported) on acute medical and surgical wards had an 

average of one episode of incontinence per 24 hour period (range one to 
five). Ouslander, Kane and Abrass (1982), also in the United States, 

found that of 419 elderly patients resident in a nursing home, 34% were 
defined as incontinent more than once a day. However, Ouslander et al 

observed that it was difficult to obtain precise information about the 

frequency of episodes of incontinence either from the nursing home staff 

or the patient records. 

Of those patients for whom information was available, almost half 
(48.7%) of the patients admitted directly from home to the HCE wards 

were identified as already incontinent on admission. Other researchers 
have reported that between a third to almost three quarters of elderly 
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patients admitted to hospital or nursing homes were already incontinent 

on admission (Mcpree and Roberts 1987, Sier, Ouslander and Orzeck 1987, 

Starer and Libow 1985, Ouslander, Kane and Abrass 1982, Willington 

1969). However, it is not clear from the findings of the current 
survey, or those of other studies, whether incontinence was associated 

with reason for admission to hospital or whether the problem already 
existed prior to admission. 

Compared to the findings of the previous prevalence survey (reported in 

Chapter 2), a greater proportion of incontinent patients in the acute 

medical wards (44.7% compared with 39.3%) and the acute HCE wards (42.6% 

compared with 34.0%) in the current survey were reported to have 

indwelling catheters because of incontinence. These differences were 

not, however, statistically significant. The possible reasons for these 

differences have already been discussed at the beginning of this 

section. 

4.6.3 The use of indwelling catheters and incontinence aids 

Indwelling catheters were used less often in the 
acute/rehabilitation HCE wards (29.2%) when compared with the 
medical wards (44.7%) 

, acute HCE wards (42.6%) and slow-stream 
rehabilitation wards (40.7%). 

While it is not possible to comment on the 

suitability of the choice of management, indwelling catheters appeared, 

once again, to be a common and perhaps over-used method of management 

for urinary incontinence; being the chosen method of control for more 

than a third (38.2%) of all those patients who were identified as 
incontinent. Crow, Muthall and Chapman (1988) found that females were 
twice as likely as males to be catheterised for incontinence but this 

difference was not borne out in the current survey. While overall, more 
females (19.8%) than males (14.6%) had indwelling catheters as a 

proportion of all incontinent patients, significant differences did not 

emerge. Similar findings have been reported by Sier, Ouslander and 

Orzeck (1987). 
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over a third (37.6%) of the non-catheterised patients had some type of 

absorbent pad and pants (or less frequently all-in-one pad) to manage 
the problem; their use being largely confined to the 

acute/rehabilitation and slow-stream rehabilitation HCE wards. 

Precise data on the extent to which such aids are used on hospital wards 
in this country appears to be lacking. In the United States, Ouslander, 

Kane and Abrass (1982) reported that after indwelling catheters, 
absorbent pads were the most common form of management for incontinence 
in elderly patients resident in nursing homes. Starer and Libow (1985), 

also in the United States, found that pads were used to manage 
incontinence in the majority (78.2%) of incontinent nursing home 

patients. They suggested that these aids may simplify nursing care but 

their use does not encourage an assessment of the problem. They also 

suggested that pad. 3 may contribute to increased mortality and morbidity 
by increasing the risk of skin breakdown, reducing patient self-esteem 

and by allowing an underlying condition to remain untreated. To date, 

evidence to support these claims is lacking. The indiscriminate use of 
incontinence pads is considered to be poor management (Norton 1986, 

Starer and Libow 1985, Williams and Pannill 1982, Willington 1976). 

Where used appropriately, however, they can be a useful short-term 

measure, or when other treatments have failed can be used as an adjunct 
during rehabilitation, for example, during bladder training or drug 

therapy (Clay 1986, Kennedy 1984). However, it seemed that the use of 
incontinence pads was rarely perceived in this context by nurses in the 

acute medical and acute HCE wards. Nurses in these wards appeared to 

view such aids as contrary to a rehabilitative approach and this may 

partly have explaii. ad why pads were rarely used on these. types of wards. 
on several of the acute medical and HCE wards, nurses reported that pads 

were never used, even in the presence of frequent episodes of 
incontinence, because their use was thought to "encourage" the problem. 

The frequency with which incontinence pads and pants were being 

prescribed in the acute/rehabilitation and the slow-stream 

rehabilitation HCE wards and the dearth of recorded evidence to indicate 

that any assessment of the problem had taken place suggests that these 
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aids may have been used prematurely, i. e. before an adequate assessment 

of the problem. Badger (1983), during a study of ward toileting 

procedures in the elderly, suggested that incontinence pads were 
frequently used because nurses were unaware of any other methods of 
management. In the absence of such knowledge, nurses in the 

acute/rehabilitation and slow-stream rehabilitation HCE wards in the 

current survey may have used incontinence pads because this was the only 
way they knew of managing incontinence. Alternatively, incontinence 

pads may have been prescribed to avoid using indwelling catheters to 

control incontine. ice. As mentioned above, indwelling catheters were 
used significantly less often in acute/rehabilitation HCE wards compared 
to other types of wards; the reasons for this are unclear. No such 
difference was noted in the slow-stream rehabilitation HCE wards. 
Starer and Libow (1985) suggested that the indiscriminate use of 
incontinence pads might be avoided if a medical prescription was 
required prior to their use. This, they suggested, might encourage the 

medical and the nursing staff to enter into more effective communication 

with one another regarding the treatment of the problem. 

4.6.4 The identification of urinary incontinence in the nursing and 
medical records 

The documentation of urinary incontinence in the nursing and medical 
records appeared to be somewhat haphazard and inconsistent. Just over 
half (60.0%) of the non-catheterised patients identified as incontinent 
by the nurses-in-charge had the problem identified in the nursing care 
plans. No entries relating to the problem were found in almost a 
quarter (23.7%) of the nursing records of the patients. From a 
practical perspective, the analysis of the nursing records proved to be 

particularly time consuming as, in the majority of cases, the 
information sought was located in a number of different areas of the 

ward. The majority of nursing records available did not appear to 

provide readily accessible information. It often proved difficult to 

obtain specific details upon which a comprehensive over-view of 
particular patient problems could be reviewed as information was, in the 

most part, fragmerted and had to be gleaned from a systematic, often 
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time consuming search of several different sources. For example, 
information pertaining to the patient's usual functional status, 
including bladder function where recorded, was often kept separately 
from other related information, such as the problem list and the 
associated aims and prescription of nursing care. Similarly, the 

progress or evaluation sheets were usually kept separately from the 
other components of the nursing record. The disparate way in which 
ward-based documentation is often organised has been highlighted by 

others (Mathieson 1988, Waters 1987, De la Cuesta 1975). Where 
incontinence had been recorded elsewhere other than in the nursing care 
plan, this most e. ommonly took the form of an entry in the patient's 
progress notes, which were intended for the day-to-day recording of the 

patient's condition. The examination of the often copious sets of 
progress notes proved time consuming, and written entries, which usually 
consisted of only a word or two, could be easily overlooked. If patient 
records are to serve as a source of communication the utility of 
information which is not readily accessible is doubtful. Comparable 

hospital studies for this country, with which to compare these results, 
have not been found. Littlewood (1984), in a community survey, found 

that of 14 patients receiving incontinence pad supplies, only two had 

the problem documented in the district nurse's records. 

As discussed in sections 1.5.1 and 1.5.2 in Chapter 1, complications 

associated with incontinence, such as urinary tract infection, skin 

rashes or skin breakdown as well as the attendant psycho-social 
implications of the problem, are frequently reported (Norton et al 1988, 

Dontas 1984, Ouslander, Ururan and Uman 1986, Cantanzaro 1981, Norton 

1981). It was therefore surprising to find little documentation related 
to these particular areas of nursing concern within the nursing records. 

A study by Norton (1981) on the effects of urinary incontinence upon the 
life styles of 55 women attending a urodynamic clinic identified that 

smell was perceived to be a problem by almost half (47.3%) of the 

sample. However, in the current survey, none of the nursing records in 

which incontinence, had been identified mentioned smell either as an 
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actual, or a potential problem, suggesting that nurses may under- 

estimate this area of potential concern to patients. 

Novotny (1984), raferring specifically to patients with neurologically 
impaired bladder function, stated that the key to successful 
rehabilitation is the psychological adjustment of the patient. The very 
low level of recording related to psycho-social problems (2.9%) (either 

actual or potential) within the nursing records was particularly 
evident. Studies by Norton (1981) and Norton et al (1988), among 
others, have shown that incontinence caused considerable emotional and 
social distress for the women concerned. Whilst the psycho-social 
implications associated with incontinence experienced by men do not 

appear to have been studied, there is no reason to suppose that their 

experiences would be any different to those of women. During data 

collection, a comment made to the researcher by an elderly gentleman 

recovering from a stroke in an acute HCE ward highlighted his feelings 

of loss of dignity and social inadequacy. He said: 

... it's not my walking which is such a problem it's 
my bladder -I now feel like a social outcast". 

A number of studies have indicated that nurses do not consistently 

provide hospitalised patients with adequate supportive psycho-social 

nursing care in general (Peterson 1988, Flaskerund et al 1979, Gardner 

1979, Altschul 1972). During a survey of a random sample of nursing 

records (33 in number) on four acute wards for the elderly, O'Neill 

(1984) found that patients' psycho-social needs in general were rarely 
identified. De La Cuesta (1975) similarly found little mention of 

psycho-social aspects recorded in nursing care plans. 

Nurses in the current survey could have been aware of the psychological 

and social implications that incontinence may have posed for patients in 

their care but had failed to identify these problems in the nursing 

records. Alternatively, nurses may have under-estimated, or failed to 

consider the effect incontinence may have had upon the sufferers. 
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In common with the nursing records, the psycho-social aspects of 
incontinence were very rarely recorded in the medical records. Evidence 

that medical staff tend to under-estimate the effect incontinence has 

upon an individual has recently been reported. A study by Zorzitto et 
al (1988) indicated that medical staff under-estimated the significance 
of the psycho-social factors associated specifically with urinary 
incontinence, while the sufferers saw these aspects as important to the 

management of the problem. The authors concluded that greater attention 
should be directed at the effect urinary incontinence has upon the 

psychological and social well being of the sufferer. 

Incontinence was ientified in just over half (57.6%) and omitted in 97 

of the medical records examined. As discussed in section 1.6.1, in 
Chapter 1, under-reporting or a lack of recognition of health problems, 
including incontinence, is well documented in the medical literature 
(Ebrahim et al 1987, Dun, Day and Hull 1987, Williamson 1981, Thomas et 

al 1980). The results obtained in the current survey appear favourable 

when compared with those of hospital studies which have been carried out 
in the United States and Canada, where incontinence has been shown to be 

a poorly recognised problem in the medical records (documented in less 

than 5.0% to 44.0%) (Sier, Ouslander and Orzeck 1987, Ribeiro and Smith 

1985, Starer and Libow 1985, Ouslander et al 1982). In the current 

survey, however, there remained a large proportion of patients (42.4%) 

who had not had the problem identified anywhere in the medical records. 
Incontinence was less likely to have been recorded in the acute medical 

wards. One might have anticipated that the medical staff on the HCE 

wards would have more actively elicited information concerned with 
incontinence due to its common occurrence in these wards. There may be 

several reasons for this apparent difference in level of recording. 
Doctors on the medical wards, as compared to those on HCE wards, may 
have been less aware of the problem, although the level of recording in 

the nursing records was similar to that in the nursing records on the 
HCE wards. The medical staff may have been less active in eliciting 

problems related to incontinence or they may have perceived incontinence 

as being of low priority when compared to other medical conditions. 
However, incontinence is a symptom commonly associated with acute 
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illness in elderl: ý people and, as was seen in the current study, affects 
a large proportion of patients admitted to the acute medical wards. In 

spite of this, two thirds of the patients identified as incontinent in 

the acute medical wards had not had the problem documented in the 

medical records. The importance of early recognition of potentially 

reversible causes of incontinence may help to prevent a persistent 
problem from developing as well as reducing the likelihood of 
incontinence-related complications arising. If incontinence is not 
identified in the medical (or the nursing records), the problem is more 
likely to be overlooked and thus efforts to assess for potentially 
reversible causes unlikely to be carried out. 

Just less than half (49.0%) of the patients identified as incontinent by 

the nurses-in-charge were found to have the problem identified in both 

the medical and the nursing records which raises issues concerning the 

effectiveness of interdisciplinary communication. If patient care is to 
be multidisciplinary in approach and not fragmented, then all health 

professionals need to be aware of the problems the patient may be 

experiencing. If particular problems are unrecorded, or are only 
documented in one or other of the nursing or medical records, this may 

result in some members of the ward team being largely unaware of their 

existence with consequent implications for patient care. As Waters 

(1986) stated: 

"How can pati. nt care be planned and systematic 
if goals are not mutually agreed". 

Goals can only be mutually agreed when health professionals collaborate 
in identifying patient problems. Weed (1971) has suggested the use of 
the problem orientated patient record, where doctors, nurses and others 

participate in identifying patient problems and help each other to solve 
them. The utilisation of a single problem orientated patient record has 

since been advocated by many (RCN 1987b, Waters 1986, Phaneuf 1976). It 

may be the one way to increase the attention given to specific problems 

and a means by which commuiication between health professionals can be 

facilitated. The practice of shared written care plans between the 
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various health disciplines has recently been advocated in the Royal 
College of Nursing document "Improving care of elderly people in 
hospital" (1987b). The organisation of patient records, as suggested 
above, may be of particular relevance when considering a problem such as 
urinary incontinence with its attendant difficulties of recognition and 
assessment. 

Overall, the problem of incontinence was more likely to have been 
identified within the nursing records rather than the medical records. 
That incontinence was more likely to be noted in the nursing records may 
be a reflection of a number of factors. Nurses may have been more aware 
of the problem because of their proximity to patients and, as a result, 
more likely to have documented its occurrence. However, this should not 
preclude nurses from informing the medical staff and the problem being 

subsequently identified in the medical records. Nurses, as well as 
medical staff, may have perceived incontinence as being a problem 

specific to nursing, particularly in the medical wards, and therefore of 
little concern to doctors. Should the medical staff have been unaware 

of the problem, or did not perceive incontinence to be an area of their 

concern, the importance of identifying the problem within the medical 

records would be 4iminished. While nurses were more likely to have 

recorded incontinence somewhere within the nursing records, a large 

proportion (41.0%! of the patients did not have the problem identified 

in the care plan. In these cases the aims, nursing prescription and 

evaluation of care related to the problem of incontinence was, 
therefore, not documented. Luker (1981) argues that problem solving is 

subjective and value laden and nurses collect data and identify problems 

which they (or the recipients of care) consider to be important. A 

failure to identify incontinence in the nursing care plans or nursing 

records as a whole, may have reflected a lack of importance attached to 

the problem by nurses. Alternatively, nurses may have perceived other 

patient problems to be of higher priority and therefore the incontinence 

may have been overlooked. At the time of the survey, 14 patients, where 
incontinence was neither documented in the nursing nor the medical 

records, were identified as having sheath drainage appliances or 
incontinence pads. The use of such aids in the management of 
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incontinence may have been perceived as a "solution" and therefore the 

problem no longer required documenting in the nursing and medical 
records. 

4.6.5 Information related to the assessment of the problem 

Incontinence is a non-specific label for a multifaceted symptom or group 

of symptoms, and provides no information concerning the nature, pattern 
or the underlying causes of the problem. As discussed in Chapter 1 

section 1.6.1, tle management of the care of patients with urinary 
incontinence is dependent upon the type of urine loss and its cause or 
causes (Norton 1986, Brocklehurst 1984a, Starer and Libow 1985). The 
facts gathered in the course of an assessment should, therefore, form 

the basis of the management plan. However, there was little evidence in 

the nursing and medical records examined that incontinence had been 

systematically assessed. 

The relevant information obtained on admission pertinent to an 

assessment of incontinence was inconsistently recorded in the nursing 

records. As well as providing basic patient information such as current 

reason for admission, relevant past medical history and so on, the 

nursing history pr")vides information about the patient's usual level of 
functioning (for Lxample mobility) and specifies the patient's habits 

and preferences upon which subsequent nursing care can be 

individualised. An assessment of the patient's usual level of 
functional status is important for identifying problems, or potential 

problems, and is particularly relevant to an assessment of incontinence. 

The patient's usual level of mobility and mental status, as well as her 

ability to see and to conimmicate, are activities that can directly 

affect independent toileting. It is necessary, therefore, to establish 

the optimal level of functional ability that the patient is likely to 

achieve in which realistic goals, either to regain continence or more 

effectively manage the problem, can be set. Such information was, 
however, infrequen'. ly recorded in the nursing records on all types of 

wards except for the slow-stream rehabilitation HCE wards (range 3.0% to 

29.0% of nursing records); the reasons for which are discussed later. 
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Enquiry into the Patient's usual living circumstances may also highlight 

problems which mar affect the patient's ability to maintain continence 

or her ability to effectively manage incontinence. It was surprising, 
therefore, to find a complete lack of information pertaining to the 

patient's usual living circumstances (for example, the provision and 
location of toilet facilities, the patient's ability to cope at home, 

the availability of carers) in either the nursing or the medical 
records. Such data are useful not only for an immediate assessment of 
incontinence but may also have important implications for discharge 

planning. Assessment of the patient's needs at home is a continuous 
process and begins on admission to hospital. The information gathered 
before discharge enables the formulation of a plan which promotes 
continuity and co-ordination of health care on discharge from hospital. 

This is particularly relevant to a problem such as urinary incontinence 

which can have tar reaching social consequences not only for the 

sufferer but also her relatives or carers. Waters (1987), in a survey 

of ward-based nursing and medical documentation, also found that the 

written information considered to be important for discharge planning 

was either lacking or inadequate. She concluded that discharge planning 

was not seen as a priority by ward doctors and nurses. The dearth of 
information in the current survey appears to endorse Waters' findings. 

It would seem that the nursing and the medical staff may not have 

perceived the relevance of obtaining such information on admission and 

therefore an enquiry into these areas was not made. 

The importance of nurses taking a history specifically related to the 

patient's usual habits of micturition has been emphasised by 

Brocklehurst (1984a). In the current survey, this information, however, 

was also infrequently recorded. Less than a quarter (21.0%) of all the 

nursing records contained such information. As alterations in the 

pattern of micturition, including incontinence, are known to be common 
in the elderly (Brocklehurst et al 1971) and may provide valuable 
information as to the causes of incontinence, it was surprising that 

this information was not more frequently recorded. This may have been 

partly due to the design of the nursing history sheet which varied from 

ward to ward. With few exceptions, on the acute medical, acute HCE and 
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acute /rehabilitation FICE wards, no provision was made on the history 

sheet for the recording of the patient's usual level of functioning, 
including bladder function. On the slow-stream rehabilitation HCE 

wards, where this information was most frequently recorded (55.6%), 

space had been provided for such recording. Information related to the 

patient's usual habits of micturition prior to admission are important 
for two reasons. First, on the basis of such information, needs for 
immediate nursing care can be more easily individualised. Secondly, an 
assessment can be made as to whether problems, where identified, are 
long-standing or have developed recently and also, whether potential 
problems are likely to develop in the future. Where the patient is 
identified as incontinent, information concerning her usual method of 
coping with the problem should also be obtained. Thus, such information 

is useful in establishing a baseline from which problems can be 

identified, the a'ms of treatment and care established and subsequent 
interventions evalnated. 

A similar lack of recorded baseline information in nursing records 

pertaining to other activities of living has been reported, for example 
Wright (1974) investigating changes in bowel function in patients 

admitted to hospital, and more recently, Closs (1988) who examined 

changes in patients' sleep patterns on surgical wards. 

As history taking has been traditionally an intrinsic part of the 

medical data gathering process, it was not surprising to find that a 
considerably higher proportion of the medical records examined (just 

less than three quarters overall; 71.6%) made some reference to the 

patient's usual bladder function on admission. Such information was 
least recorded in the records on the medical wards (52.4%), the possible 

reasons for which have been discussed earlier in section 4.6.4. 

Where enquiry into bladder function on admission had been made, either 
in the nursing or the medical records, entries were generally of the 

most cursory nature. None of the records examined identified the 

patient's usual method of coping with the problem and the causes of 
incontinence were also rarely reported. 
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An incident during data collection illustrated well the consequences of 
failing to elicit such information. A 63 year old gentleman in an 
acute/rehabilitatiDn HCE ward had made a successful recovery from a 
stroke; the reason for which he had been admitted to hospital. His wife 
was anxious to look after him at home. The medical and nursing staff, 
however, were reluctant for the patient to be discharged home because he 

was observed to be "severely" incontinent of urine at night. The 
incontinence was assumed by both the medical and nursing staff to be a 
result of his stroke. Although identified in the nursing and medical 
records, further information related to the problem was lacking. The 
patient remained in hospital although the problem was not being 
investigated by either the nursing or medical staff. During a 
conversation with the patient's wife, the nurse-in-charge discovered 
that he had suffered nocturnal enuresis since childhood; a problem both 
the patient and his wife had coped with successfully at home. The 

patient went home the following day - three weeks after the original 
planned date of h-s discharge. Long-standing problems of incontinence 

or incontinence unrelated to the patient's reason for hospital admission 
should still be assessed and treated when appropriate. In the situation 
illustrated above, however, incontinence did not appear to be a reason 
to delay the patient returning home. Had information related to the 

patient's usual habits of micturition been obtained during the first few 
days of admission, his immediate nursing care needs at night could have 
been better planned and the unnecessary delay associated with his 
discharge home avoided. 

Where incontinence had been identified in either the nursing and/or 
medical records, specific investigations which might have contributed 
towards its assessment appeared to be rarely documented. 

Although the precise relationship between incontinence and urinary tract 
infection remains to be determined, most clinicians consider it 
important to try and eradicate a urinary tract infection in patients 
with incontinence. A urinalysis and urine culture are, therefore, 

considered to be a routine part of an incontinence assessment (Fader 

1987, teach and Yip 1986, Norton 1986, Ouslander 1986, Brocklehuret 
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1984a, Bates 1978). In the current study, a urinalysis and/or a urine 
culture was the most frequently recorded investigation found in the 

nursing (42.4%) and the medical (52.3%) documentation. However, it was 
noted that in less than a quarter (22.6%) of the nursing records and 
none of the medical records had a basic urinalysis been documented 

although the nursing staff on most of the wards in the survey said this 

was a routine procedure which was carried out on admission. 

As discussed in Chapter 1, section 1.6.3.2, a rectal examination is 

considered by many to be an important component of an assessment of 
urinary incontinence (Norton 1986, Ouslander 1986, Blannin 1984, 
Brocklehurst 1984a, Feneley 1984, Antrobus 1982, Willington 1980, Field 
1979). Few of the nursing (10.7%) and medical records (19.7%), however, 

contained information which indicated that a rectal examination had been 

carried out and, where recorded, only a minority of the records (one 

nursing, two medical records) had indicated the outcome of the 

examination. On he slow-stream rehabilitation HCE wards where this 
investigation was most frequently undertaken, a rectal check was 

performed routinely on admission by the medical staff and may not, 
therefore, have been carried out specifically as part of an incontinence 

assessment. 

A rectal examination is recommended, among other reasons, to assess the 

size of the prostate which may be a causal factor for urinary 
disturbance in males, as well as for constipation or faecal impaction 
(Wright and Staats 1986, O'Regan, Yasbeck and Schnick 1985, Kaneti and 
Bar-Ziv 1983, Brocklehurst 1978a). Constipation and, in particular, 
faecal impaction is frequently cited as a causal or pre-disposing factor 
for urinary incontinence, particularly in the elderly (Wright and Staats 
1986, Brocklehurst 1978a, Wilson 1976), although the precise association 
between these factors remains to be substantiated. 

Changes in patients' bowel habits in hospital are common and are often a 
source of concern and worry to them (Wright 1974). The findings of the 
current study are particularly disturbing when one considers that 
constipation and faecal impaction is a common symptom in the 
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hospitalised elderly (Smith and Humbleton 1988, Eastwood 1972, 

Brocklehurst and Khan 1968). Smith and Hambleton (1988), conducted a 
study on a sample of slow-stream rehabilitation HCE wards in the health 

authority in which the current survey was undertaken, and reported that 
over half (64.0%) of the 53 incontinent patients examined had 
"significant" constipation (the term "significant" was not defined). In 

view of the fact that over a third (37.0%) of the patients in the 

current survey had not had a bowel movement charted during the previous 
three days, these findings suggest that a considerable proportion of the 
incontinent patients may have been constipated or faecally impacted. 
The nursing and the medical staff may have been carrying out rectal 
examinations more frequently but had failed to record the information. 
However, investigations which go unrecorded are more likely to be 

overlooked. Wright (1974) found that constipation occurred more often 
in those patients in wards where bowel habits were not recorded every 
day. In the current survey, information, where recorded, was limited to 
indicating the presence or absence of a bowel movement. Information 

related to the size or consistency of the stool, or whether the 

evacuation was complete or not, for example, was absent. Norton, 

McClaren and Exton-Smith (1962) made similar observations in their study 

of nursing care in wards for the elderly. They warned against the 
inadequacy of such information and stated that scant reports might well 
disguise the existence of constipation or faecal impaction. 

The importance of a physical examination as part of an incontinence 

assessment in the elderly has been stressed by Manley (1984a) and 
Castleden and Duffin (1981), among others, as discussed in section 
1.6.3.2, Chapter 1. None of the nursing records and only a minority of 
the medical reco<: °ds (8.3%), however, contained information which 
indicated that a physical examination (pelvic or abdominal) had been 

undertaken specifically for the assessment of incontinence. The 

physical examination is usually regarded as the responsibility of the 

medical staff although nurses in North America, and nurse practitioners 
in this country, are becoming increasingly involved (Ferguson 1979). 

Nurses on the wards in the survey, therefore, may not have perceived the 

physical examination of patients as being part of their role. However, 
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during the course of nursing care, nurses are often able to observe the 
patient's physical condition and may identify particular features which 
may contribute towards an assessment of incontinence, for example a 
distended bladder, excoriated skin or atrophic vaginitis in females. 
However, none of the nursing records examined contained information 

which indicated that these observations had been made. 

Evidence to suggest that a measurement of residual urine after voiding 
had been undertaken was similarly infrequently recorded in the nursing 
and medical records examined. As discussed in section 1.4.5 in Chapter 
1, studies have shown that bladder capacity is diminished and residual 
urine volumes increase with ageing (Brocklehurst 1984b, Castleden and 
Duffin 1981). The measurement of residual urine is considered to be an 
integral part of the assessment of incontinence (Fader 1987, Norton 
1986, Shah 1984, Williams and Pannill 1982, Willington 1980, 
Brocklehurst 1978b). Castleden and Duffin (1981) suggested that 
toileting will not be successful in patients with unstable bladder 

contractions occurring at volumes less than 150 millilitres and 
recommended that bladder capacity should be estimated prior to a 
toileting regimen being commenced. In the current survey, the most 
frequent mode of management documented within the nursing records 

concerned some form of "regular" or "routine" toileting, yet only a 
minority of these patients had a residual urine volume recorded in 

either the nursing or the medical records. In the few cases in which a 
residual test had been carried out, the outcome of the test was recorded 
in only one instance. 

There was a paucity of urological or gynaecological referrals in both 

nursing and medical records and, in spite of the development of the 

continence adviser role in recent years, it was surprising to find only 

one such referral noted in the nursing records. At the time of the 

survey, urodynamic investigations appeared to be an infrequently 

considered assessment option; only one patient had been so investigated 

during a previous hospital admission. Similar findings have been 

reported by researchers in the United States in surveys of medical 

records of elderly incontinent patients admitted to hospital or nursing 
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homes (Sier, Ouslander and Orzeck 1987, Starer and Libow 1985, Sullivan 

and Lindsay 1984, Ouslander 1982). Littlewood (1984) found little 

evidence of any assessment of incontinence recorded in the district 

nurses' case notes. She urged nurses to accept a greater screening and 
diagnostic role in the assessment of incontinence. 

As discussed in section 1.6.3.1, Chapter 1, the multiple factors that 

cause or predispose to urinary incontinence necessitates an enquiry into 

a number of different areas if a systematic assessment of the problem 
were to be carried out. As such, a particular component of the 
assessment may be easily overlooked. The use of a specifically designed 
form or checklist in order to assist the process of assessment of 
incontinence has been advocated by many working in the field of 
continence promotion (Blannin 1984, Shah 1984, Abrams, Feneley and 
Torrens 1983, Norton 1980). Specifically designed forms for the 

assessment of incontinence were not found on any of the wards in the 

current survey. While it is questionable whether a more specific format 
for documentation will necessarily lead to a change in the nature of the 
information recorded, it seems likely that it would serve as a useful 
tool for use by members of the ward team, reminding them to enquire 
about a variety of areas that are important for establishing a 
comprehensive assessment of the problem. It was clear in the current 
study that where the nursing history forms contained pre-printed 

questions which related to the patient's usual functional status 
(including their bladder habits), this information was more consistently 
recorded than in any of the other types of wards. A completed or 
partially completed assessment form could then accompany the patient's 
records or discharge forms, helping to facilitate communication and 
providing health professionals in the community or hospital, where 
appropriate, with a clear framework from which to approach the problem. 

In view of the paucity of recorded information related to the assessment 
of incontinence in- the nursing and medical documentation examined, it 

was unsurprising, perhaps, to find only a minority of records in which 
causes of the problem had actually been identified. 
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4.6.6 The aims, management and evaluation of the care of patients with 
incontinence 

When the content of the nursing records in which the problem of 
incontinence had been identified was examined, statements related to the 

problem were written, almost without exception, in global, non-specific 
terms. A lack of specificity concerning the written content of nursing 
records in general has been reported by others (O'Neill 1984, Coates 
1982, Roebottom 1981, Inzer and Aspinall 1981, Hefferin and Hunter 
1975). Hefferin and Hunter (1975) and Inzer and Aspinall (1981) 

suggested that nurses had difficulties articulating problems and 
interventions in specific measurable terminology. 

Mayers (1983) has defined the documentation of nursing aims (objectives 

or goals) of nursing care as: 

"A statement of what the nurse expects to observe, hear 
or see demonstrated at a given point in time. " 

The aims of nursing care thus act as criteria against which care can 
later be evaluated. Evaluation takes place by a process of comparison 

and judgement (O'Neill 1984). In order for a comparison to be made, 
however, a measurement of what is, against what was, is required. 
Although the majority of care plans in which incontinence had been 

identified in the current study had at least one related nursing aim 
documented, when the content of the nursing aims was examined, none were 

stated in terms which could be observed or contained any criteria for 

measurement. Although incontinence can be a difficult symptom to 

monitor it can be measured, for example in terms of frequency of 

episodes, amount of pads used, volume of urine loss, or as observable 
behavioural responses such as the appropriate or inappropriate use of 
toilet receptacles. The written nursing aims examined by the researcher 

uniformly lacked specificity and were stated in vague and unmeasurable 
thrvt 94ar "S 

terms. For example, in more than jf(? 6, 
_Ö%) of the care plans 

examined, the aims of nursing care were stated as "to promote 
continence" or "to keep dry". Neither of these aims offer the nurse any 
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criteria for measurement with which to evaluate subsequent outcomes of 
management. 

Similar findings have been reported by others (Waters 1987, Hayward 
1986, O'Neill 1984, Roebottom 1981, De la Cuesta 1975). One reason for 
this has been proposed by Hayward (1986) who stated: 

"It could be that defining goals in any detailed way 
increases the autonomy and thus the accountability of 
nurses which many nurses may not be prepared or able to 
accept". 

O'Neill (1984) stated that if evaluation is to produce information on 
the effectiveness of a particular treatment, intervention must be 
described in such a way as to precisely identify what was done. In the 
current survey, the written statements related to the management of 
incontinence were again, in the main, stated in non-specific terms. For 
example, "observe output", "toilet regularly" or "use sheath". Many of 
the care plans, on the same wards, reflected similar or identical 

written entries, suggesting that care was not being planned for 
individual patient needs but rather was being prescribed in a 
stereotyped and routine fashion which centred predominantly upon regular 
or frequent toileting and the use of incontinence aids. Coates (1982) 

similarly observed the recording of "ritual" phrases in the nursing 
records during an investigation of the nutritional care received by 

patients in hospital. She stated that this neither encourages 
individualised nursing nor enhances accuracy. 

In the current study, there was little evidence that the management 
prescribed was based on the results of any assessment of incontinence. 
Management of patients with incontinence was based predominantly upon 
routine or regulax toileting and incontinence aids such as pads and 
pants. Interventions in which nurses have a direct role, such as pelvic 
floor exercises, behavioural modification techniques, specific bladder 

training regimens and intermittent catheterisation, were not identified 
in any of the nursing records examined. This may have been a reflection 

of lack of knowledge of the variety of management options available for 
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the treatment of incontinence on the part of the nursing staff. If 

nurses lack sufficient knowledge, or fail to perceive incontinence 

within the context of assessment and causes, they may perceive their 

role as limited to palliative measures, such as incontinence aids and 
routine toiletin procedures. Strategies aimed at providing 

psychological, emotional and social support, i. e. areas with which 

nursing claims to be particularly concerned, were very rarely mentioned 
in the care plans of patients who were identified as incontinent. If 

nurses fail to consider, or underestimate the potential psycho-social 
effects of incontinence for the sufferer, these areas of care are much 

more likely to be overlooked. It is particularly worrying to find that 
in approximately half of the nursing and medical records, there was a 

complete absence of any information relating to the management of the 

problem. 

4.7 CONCLUSION 

Although urinary Iicontinence had been mentioned in the majority (77.3%) 

of the nursing documentation examined, the identification of the problem 

was often haphazard and information was not readily accessible in 

approximately a quarter of these records. Incontinence was more likely 

to be identified in the nursing than the medical records. Incontinence 

was identified in just over half of the medical records and less than 
half of the patients had the problem identified in both the nursing and 

medical documentation. 

The quality of the information in both the nursing and the medical 

records was inadequate in many respects. Details, where recorded, 
tended to be cursory and non-specific in nature. 

There was a paucity of information which might have contributed to an 
assessment of incontinence in either the nursing or the medical records. 
Areas of assessment in which nurses should be directly involved, such as 
the monitoring of bowel function, or the observation of episodes of 
incontinence, were rarely documented in the nursing records. 
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Information related to some aspect of the management of incontinence was 
recorded in approximately half of the nursing and medical records in 

which the problem had been identified. In the nursing records, details 

were sparse and were confined mainly to routine or fixed-interval 
toileting procedures and incontinence aids such as sheath drainage 

appliances or pads and pants. Specific rehabilitative nursing 
interventions, fo` example, the use of bladder training, intermittent 

catheterisation, or pelvic floor exercises, were not mentioned in any of 
the nursing records examined. The psycho-social effects of incontinence 

were rarely identified in either the nursing or medical records. 
Evidence that any evaluation of the management of incontinence had been 

carried out was also rarely recorded. 

Little information was found which described either the nature or the 

pattern of urinary incontinence and the causes of the problem were 
identified in only a minority of the nursing and medical records 

examined. 
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CE APT 5 

RAND-OVER REPORT STUDY; THE COMMUNICATION OF INFORMATION 

RELATED TO PATIENTS' NEEDS FOR ELIMINATION. 

5.1 SUMMARY 

In the light of deficiencies found in both the quantity and quality of 
the written inforration about incontinence in the nursing and medical 
records, as described in the previous study in Chapter 4, a small 
observational study was carried out to examine, and compare, the nature 

of the verbal transmission of such information. 

5.2 INTRODUCTION 

The verbal hand-over report (also called the change-of-shift report) and 
the written nursing record, form a major part of the formal system of 

communication between ward nurses (Georgopoulos and Sana 1971). A 

King's Fund Project paper (1984) titled "A handbook for nurse to nurse 

reporting" highlighted the importance of this mode of communication and 

stated that "all nurses need to receive a report of their patients 
before they start a period of duty". Nurses themselves appear to 

perceive the hand-over report as important. Research by Pembrey (1980) 

indicated that after doing a nursing round of the patients, ward sisters 

considered giving nurses a report on the patients was their second most 
important daily work priority. 

The verbal hand-over report is often the only opportunity available to 

ward nurses to meet regularly and exchange information necessary for the 

provision of nursing care. There is general consensus of opinion about 
the function of the hand-over report as a means of serving to pass up- 
to-date information to the oncoming shift so that nurses can plan and 
carry out patient are (Walker 1967, Abdellah et al 1961). McFarlane 

and Castledine (19£'2) stated that if the Nursing Process is being used, 
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the report should consist of a systematic review of the patient's 
problems and the related care, and the time should be set aside for 

general discussion of observations and progress. The need to evaluate 
the care already given has also been identified as an important function 

of these reports (Marriner 1983, McFarlane and Castledine 1982, Clair 

and Trussell 1969, Copp 1972, Georgopoulos and Sana 1971). 

Much of what has been written about the hand-over report is largely 

anecdotal. Where material is research-based, the findings have 
highlighted inadequacies with this system of communication. Abdellah 

and Levine (1979) have questioned the amount of time that is actually 
spent discussing patient needs during hand-over reports. Clair and 
Trussell (1969) observed hand-over sessions in one hospital and found 

that although nurses stated that nursing care problems and their 

management and outcomes should be reported, in practice such information 

was rarely included during the reports. Results from a study of hand- 

over reports reported by Walker (1967) also indicated that they were not 
as comprehensive as they might be. In the UK, a study by Lelean (1973) 

found that information given during hand-over reports was vague and 
imprecise. Copp (1972), in the United States, reported similar 
findings. 

Few researchers have investigated the specific content of the 

information given during hand-over reports. As part of a larger study, 
Coates (1982) examined the extent to which the information given during 

hand-over reports related specifically to the patient's nutritional 

requirements. She found that the amount and content of nutritional 
information given during the verbal reports observed was lacking or 
inadequate in content. 

From the above studies, it appears that although the hand-over report is 

regarded as an important means of commmication during which, amongst 

other information, the patient's problems should be identified, the 

nursing care prescribed and the outcomes of care evaluated, in practice 

this infrequently occurs. 

- 234 - 



The results reported in section 4.5, in Chapter 4, highlighted 
deficiencies in the quantity and quality of the recorded information 

about urinary incontinence in both the nursing and medical records. 
Incontinence was inconsistently identified, and when identified, the 
information was not always easily retrievable or adequate in content. 
Important information necessary for proper assessment of the problem, as 

well as details related to its management, were either inadequate or 
omitted from the records. It could be argued that scant written 
information may be justified where alternative means of communication, 

such as the verbal hand-over report, provide nurses with all the 

necessary informat:. on upon which to plan nursing care. In the light of 
the previous findings reported in Chapter 4, it was necessary to 

consider the verbal hand-over report and to assess the extent to which 
the information related to urinary incontinence served as a basis for 

the provision of nursing care. 

5.3 AIMS 

A small study was designed to examine whether the information given 
during the hand-over report: 

1. Provided any information about patient's eliminatory needs in 

general. 

Where a patient was identified as incontinent of urine to: 

2. Examine the nature of the information given. 

3. Compare the extent and nature of the verbal information with that 

recorded in the nursing and medical documentation. 

In order to ensure sufficient time to examine some of the other issues 

arising from the previous studies, the scope of the present study was 
limited. It should be treated as a pilot study rather than as a main 
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study. The results obtained, therefore, need to be interpreted with 
caution. 

5.4 METHODS 

5.4.1 Preliminary planning 

Ethical clearance for the study and permission to collect data on the 
acute medical and HCE wards concerned had been previously obtained from 

the appropriate medical and nursing personnel. 

Fox (1982) defines observation as: 

".. a research method whereby data are obtained by the 
researcher or his staff watching the research situation". 

In a discussion of observational methods, Polfit and Hungler (1983) 

commented that "the content and structure of people's conversations are 

readily observable". For the purpose of the current study, direct 

continuous observation through attending the ward report seemed the most 

appropriate choice of method with which to collect the data required. 
The problems with observational methods are well documented (Haynes and 
Wilson 1979, Weick 1968). The presence of an observer may influence the 
behaviour being observed. Observer bias is likely to be either in the 
direction of enhancing performance or conversely, may have an inhibiting 

effect upon the observed behaviour. In the current study, three 

measures were introduced in an attempt to reduce the risk of observer 
bias. 

i) The precise nature of the observations was disguised by giving 
nurses a general explanation of the researcher's presence at the 
hand-over report. The researcher's presence was explained as 
"familiarising herself with the patients and their problems" 
before planning the next phase of the study. 
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ii) The researcher stressed that the report was to be conducted in the 

usual manner and the information given should not be altered for 

the benefit of the observer. 

iii) Finally, care was taken not to enter into conversation with the 

nursing staff after the report had started. 

In the hospitals in which the previous studies had been carried out, it 

was usual practice for the hand-over report to take place three or four 

times a day. Discussions with ward sisters had shown that some 

preferred to take the report from the night staff and to relay the 
information to the other nurses working on the "early" shift at a later 

time in the morning Others chose to have one morning hand-over report 
from the night staff for all nurses working on the "early" shift. Hand- 

over reports between the "early" and "late" nursing staff usually took 

place after the patient's lunch had finished, and the final hand-over 

report took place when the night staff commenced duty. In view of the 
limited time and resources available, the observation of three or four 

ward reports per day was too time consuming. It was decided, therefore, 

to observe the lunch time hand-over report (the "early" shift reporting 

to the "late" shift) which usually took place between 1.30pm and 2.00pm. 

The decision to select this report for observation was made in the light 

of discussions with ward sisters, who indicated that this report tended 

to be longer than the others and thus presented greater potential for 

the exchange of information. 

5.4.2 Sample 

The ward report observations took place on a randomly selected sample of 
acute medical and HCE wards from the 40 wards previously used in the 

study described in Chapter 4. Wards were randomly chosen by drawing 
"names out of a hat" (Reid and Boore 1987). Care was taken to ensure 
that two wards of each type (acute medical, acute HCE, 

acute/rehabilitation HCE and slow-stream rehabilitation HCE wards) were 
selected, giving a total of eight wards (20% of the original number of 

wards). The distribution of wards is shown in Table 26. 
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Table 26 

Distribution of randomly selected wards for hand-over report observations 

HCE 

Hospital Acute medical 'Acute Acute & Rehab. Slow-stream 
Rehab. 

* um 11 

**DM 11 
1 DGH2 

t HCE1 1 

HCE2 2 

* UTH University Teaching Hospital 

** DGH District General Hospital 

HCE Care of the Elderly Hospital 
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5.4.3 Data Collection Instrument 

Clair and Trussell (1969) and Georgopoulos and Sana (1971), in 

observational studies of ward hand-over reports, used recording 
equipment to collect the data. Despite the advantage of reducing 
possible loss of data by this method, it was considered that the use of 
a tape recorder might have inhibited nurses thereby increasing the risk 
of altering their behaviour. The observations in this study were, in 

the main, specific to information related to urinary incontinence; thus, 

the use of a tape recorder would have necessitated analysing a large 

amount of additional, irrelevant information. 

Lelean (1973), Pembrey (1980) and Coates (1982) designed schedules for 

observing hand-over reports but these were not sufficiently specific to 

meet the aims of the current study. Their findings, however, were noted 

and contributed towards the design of the current observation record 

sheets. 

Two instruments were designed: 

i) A data sheet to record basic patient information (Appendix 14). 

ii) An observational sheet to facilitate the process of accurately 

recording the relevant features during observation (Appendix 15). 

i) The data sheet recorded descriptive details relating to background 

information, including the number of nursing staff on duty, the 

number and grade of nurses attending or not attending the report, 
the grade of r_urse who gave the report, the type of documentation 

used and the duration and the number of interruptions which 
occurred during the report. The remainder of the sheet was left 
blank for recording unstructured observations, comments and 
impressions concerning the general information giving process. 

ii) The observation sheet was used to record information about 
communication related to elimination in general, as well as to 
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collect any information related specifically to urinary 
incontinence. A checklist of 11 broad categories was developed on 
which the occurrence and the nature of the communication was 
recorded. Information related to each category was recorded 
verbatim. Guidelines upon which the observations were structured 
were adapted from the framework used to examine the nursing and the 
medical records as described in Chapter 4. Operational definitions 
for each category were shown in Appendix 16. An experienced 
research nurse, who was not directly involved in the study, acted 
as an independent assessor and, using the operational definitions 
described above, classified the verbal comments related to urinary 
incontinence given during the report. There was agreement between 

the research nurse and the researcher on all items but one (91.7%). 

Thus, the method of categorising the hand-over report was 
considered to Leave a satisfactory level of reliability. 

The data collection instrument was pre-tested on an acute medical and an 

acute HCE ward not included in the observational study. As a result of 
the pilot study, the procedure for recording the observations was 

amended. The use of the observational recording sheet during the hand- 

over report was found to be unsatisfactory for two reasons. First, the 

researcher realised that the use of a structured recording sheet during 

the report may have appeared slightly threatening to some members of the 

nursing staff. In view of the generalised explanation given concerning 
the researcher's presence, the appearance of a structured recording 

sheet appeared inappropriate. Despite the explanation given, some of 
the nurses asked if' their performance was being monitored and, thereby, 

increased the risk that they may have altered their behaviour in the 

presence of the observer. The use of a blank sheet of paper on which to 

record observations, while not eliminating the risk that the nursing 

staff may still have felt performance was being monitored in some way, 

was more in keeping with the usual practice amongst nurses of recording 
information during the hand-over report in note books or on pieces of 
paper. The use of a blank sheet was also found to be more flexible 

allowing a greater amount of space to record details. Where information 

given specifically related to elimination or incontinence, the 
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researcher recorded each piece of information verbatim. The data were 
then transferred and classified on to the observational sheet as soon as 
possible after the ward report. 

5.4.4 Procedure 

Before commencing the study, the sister/charge nurse of the ward 
concerned was contacted to establish whether they would be willing for 

the researcher to attend the hand-over report. All gave their 

permission and an appointment was made to attend the ward report which, 
in all but one case, was on the following day. The researcher arrived 
on the ward a few minutes before the beginning of the report to record 
some of the background details required. Before the report began, the 
researcher's presence was explained briefly to the nurses, either by the 

nurse taking the report or by the researcher herself (as described 

earlier in section 5.4.1). 

Permission was obtained from the nurse-in-charge to record relevant 

patient details from the information given during the report. Nurses 

were assured that any details recorded were confidential. For reasons 
previously discussed, care was taken not to enter into conversation with 
the nursing staff once the report had started. 

At the end of the observations, the nurse who had given the report (or 

the nurse-in-charge if more than one nurse had given the report) was 
asked to identify any patients on her ward who were currently 
incontinent of urine (Appendix I7a). Incontinence was defined as before 
in Chapters 2,3 and 4. Patients with indwelling catheters for reasons 
of incontinence were excluded. 

For patients who had been identified as incontinent, the nursing and 
medical records and any other relevant documentation were checked for 

written information identifying the problem, and where incontinence was 
identified, for other recorded details (Appendix 17b). The written 
information was subsequently compared with the information given during 
the hand-over reports. 
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5.4.5 Analysis 

The data were analysed using a hand calculator and results are presented 
as frequency tables and percentages. 

5.5 RESULTS 

Results are presented in three sections. The first section briefly 

gives background information concerned with the hand-over reports. The 

second section presents findings on the extent and nature of the 
information communicated specific to urinary incontinence, and the last 

section compares the verbal with the written information. 

5.5.1 Background information 

Nurses attending the hand-over report 

Of the eight hand-over reports observed, two (one acute medical and one 

acute /rehabilitation HCE ward) involved all the nursing staff from the 

"early" shift as well as the nurses from the oncoming "late" shift. On 

these two wards each nurse, including the nursing auxiliaries, gave a 

report on the patients she had looked after during the morning. On the 

remaining six wards, apart from the nurse giving the report, all the 

nursing staff present were from the "late" oncoming shift. 

During all the hand-over reports, communication primarily occurred 
between the nurse giving the report and the nurse-in-charge who would be 

on the "late" shift. The other nurses attending the report rarely 

reported upon or discussed observations. The total n mber of nursing 

staff attending the hand-over report ranged from two to 10 nurses (mean 

5.8). 
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Sources of information used during the hand-over report 

During the reports, none of the nursing care plans were observed to be 

used for the communication of patient information. The most frequent 
document used during the reports was the nursing history sheet (as 

previously defined. in Chapter 4, section 4.4.3) which contained the 

patient's demographic and social information and, in some instances, 

data related to activities of living on admission. On four wards, the 

patient's progress notes (as previously defined in Chapter 4, section 
4.4.3) were referred to during reports, but on several occasions it was 

observed that nurses experienced difficulties with locating the required 
information. 

The duration of the report 

The length of time taken to give the report ranged from 15 minutes (one 

acute /rehabilitation HCE ward) to 45 minutes (one acute medical ward) 
(mean duration time of 33.5 minutes). All ward reports were interrupted 

at least once (range one to six) by another member of ward staff or by 

the telephone; the majority of interruptions were of short duration 

(between one and three minutes). 

General impressions of the hand-over reports 

The following results are mainly subjective and are intended to give a 

general impression of the nature of the information exchanged during the 

hand-over reports. 

Information given during reports on the acute medical wards 

predominantly concerned diagnostic tests and treatments, with less 

emphasis being given to the communication of nursing care than in the 

HCE wards. Where information related to nursing care, the content 

primarily concerned procedures which had been performed during the 

morning of the report (in most cases this concerned indwelling catheter 

procedures, pressure area care and wound dressings) and basic hygiene 
(for example, washing and toileting). Throughout the reports, the 
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communication of information, in general, appeared to be vague and non- 
specific in nature. Where patients required assistance with washing or 
toileting, the accompanying instructions were rarely made explicit, for 

example "requires help with washing" or "mobilising with help to the 
toilet". Such instructions were often given, yet they gave no 
indication of the specific type or the amount of help that was required. 
Non-specific phrases such as "no change", "ok" and "all care given" were 
also frequently used, particularly on the acute/rehabilitation HCE and 
the slow-stream HCE wards. With the exception of one acute medical 
ward, the outcome of tests and procedures were rarely given. For 

example, on several occasions nurses were informed that a rectal check 
had been performed or enemata or suppositories had been given, but in 

only one instance were the results of the procedure actually 
communicated. During the reports, problems of a psycho-social nature 
were rarely identified. In the two instances where such problems were 

mentioned, the care to help resolve them was not discussed. Information 

of an evaluative nature was also infrequently given. For example, in a 

number of instances nurses reported on the re-dressing of wounds but the 

condition and the progress of wound healing was rarely commented upon. 
Where comments were made which could be interpreted as evaluative in 

nature, they tended to be given in non-specific terms, for example, "has 

gained a tiny bit more weight", "seems brighter today" and "much the 
of same 

On several HCE wards, patients who were categorised as "long stay" were 
not discussed at all and in one slow-stream rehabilitation HCE ward, 
almost half (14 in number) of the 29 patients resident in the ward were 

omitted completely from the ward report. 

5.5.2 Information related to elimination 

Information concerned with patient's eliminatory requirements was 
infrequently given during the ward reports. Of a total of 178 patients 
on the eight wards at the time of observation, information about 
elimination was proferred for 29 (16.3%) patients. In over half (18 in 

number), urinary incontinence was identified as a problem. Of the 
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remainder, six coments related to indwelling catheters and three to 

patient's self-care in toileting; two comments identified problems with 

micturition other than incontinence. 

5.5.3 Information specific to urinary incontinence 

Any information which related to urinary incontinence was categorised 
according to the nature of its content (Table 27). The operational 
definitions used to categorise the content are shown in Appendix 16. 

Further information was given for 13 (72.2%) of the 18 patients 
identified as incontinent of urine during the hand-over report. In most 
cases (11 in number) the information concerned one aspect, and in the 

case of two patients, two aspects of the problem. 

Information which described either the nature (or the pattern) of 

urinary incontinence was given for four of the patients identified as 
incontinent during the report (Table 27). On no occasion was any 
information given about possible factors predisposing to or causing 

incontinence. Comments concerned with the assessment of urinary 

incontinence were made for two of the 18 patients identified as 

incontinent during the report. On an acute HCE ward, the ward sister 

giving the report gave information of a prescriptive nature and reminded 

nursing staff to record on a continence chart when episodes of 
incontinence occurred. However, additional information, such as the 

underlying rationale for maintaining the chart, identification of who 

was responsible for its completion, an explanation of when or how to 

complete it, or how to evaluate the information collected was not given. 

When examined, neither the nursing record nor the continence chart 
itself were found to provide any instructions for its completion. The 

information concerned with its purpose or any criteria for evaluation of 
the information obtained were also absent. The continence chart itself, 

which was at the patient's bedside, was observed to have been 

inconsistently completed; one entry was recorded on the day before 

observation and none on the actual day of the report. One other patient 
identified as incontinent during the ward report was found to have a 
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Table 27 

Information given during the report which referred to incontinence 

categorised according to type of information given 

HCE 
ft- 

Ward Acute Acute Acute & Slow-stream- 

type Medical Rehab. Rehab. Total (%)* 

(n=2) (n=2) (n=2) (n=2) 

No. identified as 11264121 18 -- 
incontinent 

at report 

Type of 
Information 

112 (11.1) 
Nature 

Pattern 112 (11.1) 

Cause 0 

Assessment 112 (11.1) 

Nursing 11417 (38.9) 

Management 

Medical 
Management 0 

Evaluation 0 

*Expressed as a percentage of the total number of patients identified as 

incontinent during the reports. 
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continence chart but this was neither mentioned during the report nor 
documented in the patient's nursing or medical records. 

5.5.4 Comparison between the information obtained from the nurse-in- 
charge and that given at the hand-over report 

When questioned d'rectly, nurses identified a total of 46 patients as 
incontinent of urine at the time of the study. Nurses identified more 
than twice as many patients as being incontinent than were identified 
during the report observations (Table 28). On all wards, except one 
medical ward, fewer patients were identified as incontinent during the 
report than were later found when nurses were directly questioned. This 

was most noticeable on one slow-stream HCE rehabilitation ward where one 
patient was identified as incontinent during the report but 11 were 
subsequently so identified when nurses were later questioned (Table 28). 

When the drug charts of the 18 patients identified as incontinent during 

the hand-over reports were examined, five patients were being prescribed 
diuretics and six sedatives or hypnotics on a daily basis. Information 

about the possible side-effects of these drugs on bladder function was 

not, however, mentioned during the reports. Information about 
incontinence, where given, most frequently related to its nursing 

management (seven patients in all). The comments were prescriptive in 

nature and focused exclusively on aspects of toilet provision (Table 

29). Four of the seven comments appeared to have a "nurse-orientated" 

rather than a "patient-orientated" or rehabilitative emphasis, for 

example, "sit her on the commode or she will be incontinent" or "toilet 

her two-hourly" (Table 29). The transmission of evaluative information, 
for example, that which indicated whether episodes of incontinence had 
become less frequent or had worsened, or whether a particular management 
strategy had succeeded or not, was not observed to occur during any of 
the reports observel. 
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Table 28 

Identification of incontinence : Comparison between verbal and written 
communication 

HCE 

Ward Acute Acute Acute/ Slow-stream 

type Medical Rehab. Rehab. Total (%)* 

n= 22228 

Identified by 

nurse-in-charge 2167865 11 46 -- 

Identified 

verbally 

at report 11264121 18 (39.1) 

Identified in 

nursing care 11 

plan 

Identified in 

progress 10 

notes 

0004006 (13.0) 

375348 31 (67.4) 

Identified in 

medical record 00134416 19 (41.3) 

* Expressed as a percentage of the total number of patients identified as 
incontinent by the r_urse-in-charge. 

-248- 



Table 29 

Comments related to incontinence categorised according to content 

Category Verbatim 
Comments (n=13) 

Nature "leaks before reaches commode" 
"dribbling" 

Pattern "incontinent at night" 
"wet at night" 

Assessment "remember to fill in the continence chart" 
"MSU* sent" 

Nursing "Toilet her two-hourly" 

Management "For two-hourly toileting" 
"needs two hourly toileting" 
"remind her to go to the toilet" 
"sit her on the commode" 
"remember to put a bottle by the bed" 

"remind him to use the bottle" 

* MSU-mid-stream specimen of urine. 
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5.5.5 Comparison between the verbal and written communication 

Nursing Care Plans 

Of the 18 patients identified as incontinent of urine during the hand- 

over reports, six (33.3%) had the problem identified in the nursing care 
plan. Five of the 18 patients did not have a care plan at all, and the 

remaining seven had a written entry "not applicable" recorded in the 

area provided for the documentation of problems with elimination. 

Information relating to incontinence given during the hand-over report 

was compared with the written information recorded in the nursing care 

plans. The written information was limited to six patients (two in 

acute medical wards and four in acute/rehabilitation HCE wards). On one 

of the acute medical wards, a patient identified as incontinent in the 

care plan had no further information recorded. There was no written 

aim, plan or evaluation of the nursing care to be given. When the hand- 

over report observations and the written information were compared, the 

care plans, overall, contained a greater quantity of information. 

However, as with the findings described in Chapter 4, the quality of the 

written information was poor and rarely included evidence of any 

assessment or details of factors predisposing towards or causing 
incontinence. 

Incontinence identified elsewhere in the nursing record 

Of the 18 patients identified as incontinent during the ward report, 16 
(89%) had at least one recorded entry in the progress notes which 

referred to the problem. These entries were also examined to establish 
the nature and the extent of the information recorded compared to that 

communicated during the ward report. The written entries in the 

progress notes, where recorded, tended to be brief and in the majority 

of cases were limited to recording the word "incontinent" or 
"incontinent +++", presumably the number of plusses denoting the 

severity of the episodes of incontinence. In common with the care 

plans, any additional information related to the problem was rarely 
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recorded. In two cases, the information given at the ward report which 
had related In the pattern of incontinence, was also found to be 

recorded in the patient's progress notes. In the case of four patients, 
the last entry in the progress notes was out-of-date, referring only to 
the use of indwelling catheters, whereas the patients were no longer 

catheterised. For two patients, the last entry written in the progress 
notes referred to the use of sheath drainage appliances during the day 

and night and appeared to contradict the information given during the 

report which reminded nurses to provide the patients with urine bottles. 

Medical records 

Five (27.8%) of the 18 patients identified as incontinent during the 

report observations were found to have the problem identified in the 

medical records when examined. One recorded entry related to the nature 

of the incontinence ("frequently"), and three entries concerned the use 

of aids. 

5.6 DISCUSSION 

5.6.1 Limitations of the method 

As previously stated, the size and scope of the current investigation 

was limited. The findings should thus be treated with caution and 
viewed within the context of being derived from a very limited study 
which needs to be repeated with a larger number of wards and for longer 

observational periods. Although the number of wards used was small they 

were randomly selected. Thus, they are likely to have been 

representative of the other wards used in the survey described in 
Chapter 4. One lunch-time hand-over report was observed on each of the 

wards selected; the observations, therefore, may not have been 

representative of usual ward report practice. 
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5.6.2 General impressions of the verbal hand-over report 

In spite of these limitations, the overall findings of the current study 

were similar to those reported by others (Coates 1982, Lelean 1973, Copp 
1972). Previous research in a variety of ward settings suggested that, 
in general, the information given during hand-over reports was often 
inadequate, inaccurate and lacked sufficient detail needed to plan 

patient care. Th. --! se findings are generally supported by those of the 

current study. A feature evident during all the hand-over reports, but 

more particularly on the acute /rehabilitation HCE and the slow-stream 
HCE wards, was the frequent use of non-specific and ambiguous 

terminology by the nurses giving the report. More than 15 years ago, 
Lelean (1973), and more recently Coates (1982) found that nurses 
frequently transmitted unclear information which could be easily 

misinterpreted. The communication of information which lacks precision 

is open to subjective interpretation, as was demonstrated by Lelean's 

(1973) study. She found that "up and about", a term used frequently in 

hospital, had as many as eight different interpretations when ward 

sisters were asked to define it. In the current study, the verbal 

transmission of information relevant to urinary incontinence, where 
identified to be a problem, was also of a non-specific nature. These 

findings will be d:. scussed further later in this discussion. 

It was interesting to note that none of the nurses in the current study 

used the nursing care plans as a basis for communication during the 

hand-over reports. While Hunt and Marks-Maran (1981), among others, 
have claimed that the nursing care plan can improve verbal 

communication, nurses themselves may not have perceived them as useful 

sources of information during hand-over reports. As found in the survey 
described in Chapter 4, the nursing documentation in the majority of the 

wards was in a variety of different locations. The inacctssability of 
the components of the patient's records may have been one reason for 

their lack of use during the reports. The patient's history sheet was 

the most frequently consulted part of the nursing record and appeared to 

serve as a reminder to nurses giving the report of the patient's name 

and age. It was interesting to note that four of the eight nurses 
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observed giving reports consulted individual patient progress notes, 
but on a number of occasions were observed to have difficulties with 
locating the specific item of information required. Patient information 

necessary for planning appropriate nursing care must be readily 
accessible to nurses if communication is to be efficient and effective, 

yet the use of the progress notes, during the hand-over reports 
observed, did not appear to fulfil these requirements. On some of the 
HCE wards, there were patients for whom the reporting of information was 
either omitted or restricted to comments such as "no change", "O. K. " or 
"the same". This was particularly noticeable on one slow-stream 
rehabilitation HCE ward where almost half of the patients on the ward 
were omitted from the reports. Lelean (1973) also found that patients 
were often excluded from hand-over reports. In the current study, most 
of the patients omitted from the hand-over reports were identified as 
"long stay" and may, therefore, have been well known to the nursing 

staff. However, it is doubtful whether all the nursing staff who 
attended the hand-over reports were familiar with the patients on their 

wards. On several occasions nurses who had recently returned from 

annual leave or "days off", and on two occasions staff new to the ward, 

were observed attending these reports. The organisation of nursing 
according to a system of shifts, as well as the possible day-to-day 

variations in a patient's condition necessitates that accurate and up- 
to-date information is available to all nurses. It is questionable, 
therefore, whether this will occur either if patients are omitted 

completely from the hand-over reports or in circumstances where 

ambiguous comments such as "no change" are made. 

5.6.3 Information related to elimination 

Information about care related to elimination was rarely reported during 

the hand-over reports observed. This seemed unusual since assisting 

patients with their needs for elimination is predominantly a nursing 
function, in the ward setting, and a major part of nurses' work. Most 

of the patients in the study were elderly and within a ward environment 
where problems associated with eliminatory function frequently occur. 
One would have expected, therefore, particularly on the HCE wards, that 
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this would have been an area of care deserving more attention than was 
observed during the study. 

5.6.4 Information related to incontinence 

Norton (1986), referring to incontinence, stated that "too often it is 
just reported as a fact without further elaboration". The findings of 
this study tended to support this claim. During the hand-over reports, 
as with the findings of the document survey reported in Chapter 4, the 
reporting of any related information in circumstances where patients 
were identified as incontinent was either absent or minimal, and 
details, where reported, tended to be of a non-specific nature. on no 
occasion was any information which identified a cause of, or 

predisposing factors to incontinence reported. Where incontinence was 

mentioned, information related to its assessment, or on-going evaluation 

of the progress of the symptom, was rarely identified. 

During the hand-over reports information relating to incontinence, 

where given, most frequently took the form of a prescriptive statement 

concerned with some aspect of its nursing management. In common with 

the findings of the document survey in Chapter 4, the information given 

was restricted solely to the provision of toileting facilities. 

Information to suggest that patient's individual requirements had been 

assessed prior to the instigation of a toileting procedure was lacking 

in both the hand-over reports and the associated written nursing records 

when examined. 

The nurses, when directly questioned, identified a considerably greater 

number of patients as incontinent of urine than were identified during 

the hand-over reports. Although the reliability and the validity of the 

nurses' observations was not established, of the 28 patients identified 

as incontinent by nurses, who were not previously so identified during 

the report observations, 20 (71.4%) were also found to have had the 

problem recorded it the nursing and or medical records. Thus, it would 

appear that often, the nurse giving the reports did not perceive it 

necessary to inform or update the other nursing staff about the problem. 

- 254 - 



As found in the survey described in Chapter 4, not all patients 
identified as incontinent by the nurses were found to have the problem 

recorded in the written nursing records. The finding of this small 
study, and those reported in Chapter 4, indicated that incontinence was 
a problem which was inconsistently identified both during the hand-over 

reports and in the written records. 

5.6.5 Comparison between verbal and written information 

Comparisons between the content of the information reported during the 
hand-over reports and that found within the written nursing records 
indicated that the verbal system of communication contributed less 

information about the problem of incontinence. Coates (1982) reported 

similar findings when she compared the amount of information related to 

nutritional care given during the hand-over reports with that written in 

the nursing records. 

The Rings Fund report (1984) concerning verbal and written communication 

in nursing stated that, where detailed patient records are available, 

the hand-over report need only be a brief updating of a patients 

progress and any significant changes in her condition. In the current 

study, however, it was doubtful whether the information related to 

incontinence in the written records could be interpreted as adequate in 

order to justify the lack or brevity of relevant information transmitted 

during the hand-over reports. The content of the written information, 

where related to incontinence, like that of the verbal information, 

lacked sufficient details upon which appropriate, informed nursing care 

could be instigated. The information given during the hand-over reports 

seldom augmented the written comrtninication. On all wards, there were 
instances where the written instructions contradicted the verbal ones 
because the nursing records had not been updated. Similar findings were 

reported by Lelean (1973). 

- 255 - 



5.7 CONCLUSION 

In conclusion, the finding of this small study indicated there was no 
evidence to suggest that the verbal transmission of information related 
to urinary incontinence during hand-over reports was any more 
informative than that written in the nursing or medical records. 
Indeed, during the hand-over reports, the amount and content of 
information related to urinary incontinence, or patient's eliminatory 
requirements in general, appeared to be even less adequate than that 

previously found in the nursing and medical records. Informal means of 

communication such as the ad hoc passing of information from one nurse 
to another during the delivery of nursing care, is undoubtedly an 
important part of the ward communication system and was not examined in 

the current study. If nursing care is to be planned and instigated in 

response to specific patient problems, however, the sole reliance upon 

an ad hoc system of communication between nurses would seem to be 

unsatisfactory. 
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CHAPr 6 

INCM Il E; NURSES' KNOWLEDGE AND ATTITUDES 

6.1 SUMMARY 

This chapter is concerned with a study which investigated nurses' 
knowledge and attitudes about urinary incontinence. A brief resume of 
the related literature is given followed by a description of the methods 
employed to carry out the study. Data collected related to three main 
areas: nurses' education about incontinence, nurses' knowledge about the 
causes, assessment and management of incontinence and their attitudes 
towards specific aspects of the problem. The results are presented in 
f- sections and finally, the main findings are discussed. 

6.2 INTRODUCTION 

Nightingale (1860) stated that "good nurses did not arise through 

experience or inborn traits but through explicit training". McFarlane 
(1977) argued that although nursing is essentially a practice discipline, 

practice must be based upon, among other elements, the application of 
related scientific and medical knowledge. She stated : 

"At any level of skill in nursing, the practitioner 
needs a basis of theory adequate to support practice 
at that level". 

Knowledge of underlying scientific principles drawn from a wide range of 
the biological and social sciences (Crow 1986, McFarlane 1976) forms the 
basis on which nurses should be making assessments and planning nursing 
care (McFarlane 1976). Thus, there seems to be general agreement that 
knowledge imparted and subsequently learned will be translated into 

appropriate nursing actions in the clinical situation (Kerr et al 1981). 
Where nursing practice emerges from an inadequate theoretical basis, it 
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is presumed that the care given will also be inadequate and of poor 
quality (McFarlane 1977). Henderson (1966) among others, has expressed 
doubts as to the adequacy of the knowledge base upon which much of 
nursing practice is founded. 

She stated : 

"Most aspects of basic nursing ... are steeped in tradition 
and passed on from one generation of nurse to another. 
Too often they are routine without rhyme or reason. They 
are learned by imitation and taught with little reference 
to the underlying sciences". 

When a specific health problem such as incontinence is considered, the 
importance of a thorough and diverse knowledge base from which subsequent 
nursing practice can be initiated becomes immediately apparent. 
Incontinence, particularly in the elderly, is often the result of several 
inter-related causal or predisposing physical, environmental, 

psychological and social factors (Norton 1986, Tattersall 1985). A 

therapeutic approach towards incontinence is, therefore, dependent upon 

nurses, and other health professionals, having appropriate knowledge 

within these disciplines. 

As the nurse has ar ' essential role in promoting continence and managing 
incontinence, she must know how to prevent incontinence or, where the 

problem already exists, be able to assess and effectively manage the 

symptom. In the past two decades, there has been a great expansion in 
knowledge about the assessment and treatment of urinary incontinence, but 
it is doubtful whether nursing and medical practice has adapted 
sufficiently to meet the needs of incontinent people. In recent years, 
the adequacy of the knowledge held by nurses and other health 

professionals within this area of care has been questioned. In the Royal 

College of Nursing document (1982) "The problem of promoting continence", 
it was stated: 

"The knowledge. relating to the aetiology, diagnosis 
and management of incontinence possessed by nurses 
and doctors is in most cases non-existent". 

- 259 - 



It concluded that there was a total lack of education about incontinence 

in the curricula for nursing, medical and other health care students, at 
either basic or post-basic levels. This, the working party concluded, 
not only resulted in ignorance about incontinence amongst these 
professionals but was also likely to foster apathy. A year later, the 
King's Fund Working Group Report (1983) voiced similar concerns and 
stated that a disparity existed between the available knowledge and that 
known by practising nurses and doctors. This, the group suggested, 
represented a failure of basic and post-basic undergraduate and graduate 
education. All this is still found despite Norton, McClaren and Exton- 
Smith (1962), when referring to hospital care for the elderly, 
highlighting the mportance of nurse education on the subject of 
incontinence. They stated that: 

".., any reduction of its (incontinence) incidence 
in a ward must ultimately depend upon it". 

While it is claimed in the literature that health professionals lack 

sufficient knowledge about incontinence, one of the stated reasons being 

due to lack of education, these claims are mainly anecdotal and not 

substantiated by research. 

In addition to the need for an adequate knowledge base, there is general 

agreement that nurses' attitudes can influence the standard of care 

received by patients (Fielding 1986, Gunter and Miller 1977, White 1977). 

Many definitions of the concept of attitudes exist but one broad 

definition is stated as: 

"a state of readiness, a tendency to act or react 
in a certain manner when confronted with certain 
stimuli" (Oppenheim 1966)". 

The assumption that a particular attitude will be transformed into 
behaviour is considered to be an overly simplistic one (Fielding 1986, 
Bond 1974) and, as yet, unsubstantiated by research (Robb 1979). 
Nevertheless, the attitudes held by nurses are considered to be one of 
several complex fact. 3rs which may be responsible for determining the type 
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of nursing care delivered. Referring specifically to urinary 
incontinence, the King's Fund Working Group Report (1983) stated that 

strongly positive, rehabilitative attitudes were essential if doctors and 

nurses were to be of any help to incontinence sufferers. However, the 
literature suggests that, in general, health professionals' attitudes 

contain many misconceptions about incontinence which, in turn, may lead 

to a failure to take the appropriate steps towards its prevention or 
effective management. For example, incontinence is often assumed to be a 
concomitant part of ageing, a side effect of childbirth or the menopause, 

or a symptom for which there is very little effective treatment. The 
literature is largely anecdotal, however, and few studies have 

systematically examined the attitudes of health professionals 

specifically within this area. 

The studies so far described in Chapters 2,3,4 and 5 of this thesis 

raised a number of issues. Urinary incontinence was reported to be a 

common problem, both during the day and night, on the acute medical and, 
in particular, the HCE wards. In spite of this, qualified nurses were 

not always in agreement as to which of the patients on their wards were 
incontinent. When nurses were asked about the pattern and frequency of 

episodes of incontinence, low levels of inter-rater agreement were 

obtained, which indicated that basic information upon which an assessment 

might be initiated was not always identified. A systematic review of the 

nursing and medical documentation showed that the problem was 
inconsistently recorded and, when identified, information which may have 

contributed towards an assessment of incontinence was either absent or 
found to be inadequate. The information which related to the management 

of incontinence, where recorded, was limited and related mainly to the 

implementation of "routine" toileting procedures and the use of aids and 

appliances. The observations made during the hand-over reports largely 

substantiated the findings obtained in the survey of the nursing and 

medical documentation. 

This apparent lack of awareness, or neglect, of urinary incontinence 

experienced by patients in the acute medical and HCE wards, by the 

nursing staff may have partially resulted from a lack of, or an 
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inadequate level A, knowledge held by nurses. Nurses who are ill- 
informed about u. -inary incontinence are likely to perpetuate the 

traditional misconceptions and negative attitudes which surround the 

problem. 

In the light of the claims made in the RCN report (1982) and the King's 
Fund Working Group Report (1983), and in view of the findings obtained in 

the studies previously described in Chapters 3,4 and 5 in this thesis, 
it seemed appropriate to undertake a study to investigate nurses' 
knowledge and attitudes towards urinary incontinence. 

6.3 AIMS 

The aims of the study were to: 

1. Examine the extent and content of the formal education about the 

subject of incontinence received by nurses. 

2. Examine nurses' knowledge about the causes, assessment and 

management of incontinence. 

3. Elicit nurses' attitudes towards specific aspects of the problem. 

6.4 METHODS 

6.4.1 Preliminary Planning 

Permission to conduct the study was obtained from the Director of Nursing 

Services, the Director of Nurse Education, and the Nurse Managers (for 

day and night duty) of the wards concerned. Meetings were also held with 

all the relevant day and night sisters/charge nurses to explain the 

purpose of the study and to establish a rapport. 
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Two methods of data collection, namely interviews and postal 

questionnaires, were considered. The advantages and disadvantages of 
both techniques are well documented (Moser and Karlton 1972, Oppenheim 
1966) and each were given due consideration during the planning of the 

study. Interviews with individual nurses, while likely to have yielded 
richer and more spontaneous information, would have been too time 

consuming. Questions which elicit information about knowledge and 

attitudes in a face-to-face interview may be perceived by the respondent 

as threatening, whereas questionnaires, with the assurance of 

confidentiality, are less likely to be so. It was decided, therefore, to 

use a postal questionnaire which could be distributed to a large sample 
of nurses with relative ease within the time frame allotted for the 

study. One well known disadvantage of the postal questionnaire is that 
it may yield a poor response rate (Cartwright 1978, Heberlain and 
Baumgartner 1978, Oppenheim 1966) thereby increasing the risk of 

producing an unrepresentative sample of respondents. Preliminary 

fieldwork had also shown that ward nurses were becoming targets for an 
increasing number of studies involving questionnaires; this factor might 

have reduced their motivation to participate in the current study. 
Within the literature, several factors have been reported to increase the 

response rate obtained when questionnaires are utilised (Cartwright 1978, 

Heberlain and Baumgartner 1978). Where feasible, these factors were 
incorporated into the design of the present study and are discussed in 

subsequent sections concerning the sample, data collection instrument and 

procedure. 

6.4.2 Sample 

A convenience sample of all qualified day and night nursing staff and 

nurse learners was tecruited. It was considered important to include the 

night staff in the sample as they too are directly concerned with the 

care of patients with incontinence. The nurses were recruited from the 
14 acute medical wards and 26 HCE wards from the five hospitals in the 
health authority in which the previous studies had taken place. The ACE 

wards were categorised, as in the previous studies, according to 

admissions policy into acute, acute/rehabilitation and slow-stream 
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rehabilitation wards. Nurse learners were allocated to ward placements 

on 12 of the 14 acute medical and eight of the 11 acute ICE wards used. 
Nurse learners were not allocated for ward placements on any of the 

acute/rehabilitation HCE or the slow-stream rehabilitation HCE wards at 
the time of the study. 

Preliminary discussions with nurse teachers, and the district continence 

adviser, had established that the majority of continence-related 
He P. rst 

education received by nurse learners took place within six months of 
their basic training, within the care of the elderly module prior to 

their HCE ward placements. Thus, nurse learners who had completed at 
least six months basic training were approached. In addition, a class of 
27 nurse learners in the school of nursing, who had taken their 

Registered General Nurse examinations, were also asked to participate. 
Nursing auxiliaries were not included. 

In an attempt to enhance the response rate, all questionnaires were 

addressed to individual nurses and accompanied by personal letters. 

Lists of names of the qualified nursing staff were obtained from the 

nursing administration personnel in each of the five hospitals concerned. 
In one district general hospital, it was necessary to identify night 

nurses by approaching the night nursing officers directly. The names of 

the nurse learners were obtained from the nursing allocations office in 

the university teaching hospital. 

The original sample eligible for recruitment comprised of 603 nurses (68 

sisters/charge nurses, 393 registered general nurses/enrolled nurses and 
142 nurse learners). During questionnaire distribution, 60 of the 

qualified nurses (15.9%) (one sister; 59 other qualified nurses) were 

unavailable. Fifty nurses no longer worked on the wards concerned, seven 

nurses were on long-term sick leave, two nurses had appeared on the list 

of names twice, and one sister was on study leave. Thus, of the original 
603 questionnaires, 543 were actually delivered to the nurses concerned. 
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6.4.3 Data Collection Instrument 

Data were collected by means of a self-completed questionnaire 
(Appendices 18a, 18b and 18c). The instrument comprised of three main 
sections. The first section dealt with questions concerned with nurses' 
education about incontinence. In the second section, nurses' knowledge 

about the causes, assessment and management of incontinence was 
considered. The final section contained items designed to measure 
nurses' attitudes towards specific aspects of caring for patients with 
incontinence. To ensure comparability of results, the questionnaires to 

all grades of nurses were identical with the exception of a small number 
of additional questions in the qualified staff questionnaire (Appendices 

18a and 18b). These questions concerned post-basic courses, 

opportunities for study days, or attendance at conferences etc, and in 

the case of the sinters/charge nurses' questionnaire, an enquiry about 
the use of ward-ba3ed guidelines for the assessment and management of 
incontinence. 

The questionnaire comprised of a variety of closed and open-ended 

questions as well as a series of attitude statements. The questions 

which were designed to examine nurses' knowledge were open-ended in order 

to reduce the risk of introducing bias as a result of indicating a 

particular type of response. The responses generated by open-ended 

questions were also expected to yield a greater quantity and quality of 
information than could be achieved by fixed response questions. 

Three short account3 (vignettes) which described patients with specific 
types of urine lc3s were also included (Appendix 19). Each was 
constructed so as to suggest one or more possible types of urinary 
incontinence which are commonly encountered in the clinical situation. 
Thus, the first account was intended to describe a patient with genuine 

stress incontinence (or, less commonly, urinary retention with overflow). 
The second account intended to suggest someone experiencing urinary 
retention with overflow, and the third account, a patient with frequency 

and urgency incontinence. Nurses were asked to suggest the possible 

cause or causes of the incontinence described and. to indicate possible 
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strategies for its management. The district continence adviser and a 
consultant geriatrician with a special interest in incontinence were 
asked to independently complete this part of the questionnaire and give 
their responses. These views, together with the literature, were treated 

as the "bench mark" with which to compare the answers obtained from nurse 

respondents. 

The final section of the questionnaire was designed to measure nurses' 
attitudes. Although considerable research has been directed towards 

attitude measurement within a variety of areas of nursing, no existing 
tool was found with which to measure nurses' attitudes towards caring for 

patients with incontinence. In the absence of such an instrument a tool 

was developed. 

Self-report measures are commonly used in research to measure attitudes 
(Fielding 1986). These usually take the form of inviting the subject to 

reveal his beliefs, feelings or intentions toward an object or a class of 

objects, often by accepting or rejecting a standardised set of items on 

an attitude scale (Fielding 1986). These methods, however, have been 

criticised for being over-simplistic (Fielding 1986, Bond 1974). 

Fielding (1986), among others, has pointed out that attitudes are 

multidimensional concepts and therefore cannot be explored adequately by 

using any one measure. Bond (1974), however, claimed that although 

attitude scales should not be used as measures predictive of individual 

behaviour, they are nevertheless a useful means of dividing people into 

categories. Bearing in mind the limitations of self-report measures, and 
in the absence of an existing instrument, a Likert scale (1939) was 

chosen to examine the attitudes held by nurses toward caring for patients 

with urinary incontinence. 

A Likert scale consists of several declarative statements expressing a 

point of view on a topic (Polst and Hungler 1983). The statements either 
imply a favourable or an unfavourable attitude towards an issue under 
investigation (Polst and Hungler 1983). Subjects are required to respond 
to each statement by expressing one of five levels of agreement (ie. 

strongly agree, agree, uncertain, disagree, strongly disagree). 
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Initially, a pool of items is constructed which are sufficiently diverse 
in content for adequate measures of the attitude dimensions to be 

obtained (Brynner, Romney and Thomas 1981). Brynner, Romney and Thomas 
(1981) stated that a crucial step when constructing Likert scales is to 

explore the area of interest with a small sample of the research 

population. Without a strategy to tap in-depth perceptions and feelings 

towards the topic of interest, the scale is unlikely to produce valid 
measures. In the current study, a pool of 30 items concerning a variety 
of continence and incontinence related issues were assembled. These 
items were based upon clinical observations and discussions which took 

place with ward n. trses during the earlier studies, as well as from 
information gleaned from the literature. 

Pout and Hungler (1983) suggested that between 10 and 20 items are 
sufficient for a Likert scale. Sixteen statements were constructed from 

the item pool which, in the opinion of the researcher, were phrased to 

either reflect a favourable (therapeutic/rehabilitative) or an 

unfavourable (non-therapeutic/palliative) attitude towards caring for 

patients with incontinence (Table 30). The selected items covered three 
broad dimensions related to caring for patients with incontinence - the 

nurse's role, assessment and management, and popular misconceptions 

surrounding the problem. Favourable items (i. e. those considered to 

portray a therapeitic/rehabilitative attitude) were scored from 1 

strongly disagree 4, a 5 strongly agree; unfavourable items (i. e. those 

considered to portray a non-therapeutic/palliative attitude) were scored 
in the reverse order (i. e. 1 strongly agree to 5 strongly disagree). 

Thus, high scoring responses were taken to indicate favourable responses. 
Polit and Bungler (1983) state that the researcher should check that the 

a priori decision concerning the direction of the item (i. e. favourable 

or unfavourable) is justified. The items chosen for inclusion in the 

scale were therefore tested with a group of 12 senior nurses attending a 

post basic research course at the time of the study. Each nurse was 
asked to independently assess whether she considered a statement either 

reflected a favourable or an unfavourable attitude. Complete agreement 
(100%) on 15 of the 16 statements was achieved and 91.7% agreement on the 

remaining item (iter: 13) was obtained (Table 30). Thus, the direction 
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Table 30 - Items used in the scale to measure nurses' attitudes 
towards specific aspects of caring for patients with incontinence 

1) The nurse's primary role caring for patients with incontinence 
should be concerned with supplying appropriate aids -n 

2) Incontinence -'_s really only a nursing problem -n 
3) During the early phase of stroke rehabilitation, bladder problems 

are best deal: with by a catheter -n 

4) The assessment and management of incontinence is most suited to a 
multidisciplinary team approach -p 

5) The only effective ways to achieve continence are surgery and drug 
therapy -n 

6) Rehabilitation is the task of the physio' and OT and should not be 
an additional workload for nursing staff -n 

7) Incontinence should always be investigated -n 

8) Two hourly toileting and incontinence aids are the only realistic 
ways to promote continence in the elderly -n 

9) Patients are itten incontinent due to laziness -p 
10) It is imports A for all nurses to have a good understanding about 

the causes of incontinence -p 

11) Elderly people with longstanding incontinence problems do not 
usually require investigation -n 

12) Incontinence is an inevitable part of the ageing process -n 

13) Continence promotion is a specialised skill and should therefore be 
left to people such as continence advisers -n 

14) Continence is a realistic goal for many incontinent elderly people- p 

15) I find it demoralising looking after incontinent patients because 
there is little I can do to help -n 

16) Incontinence .. s usually more distressing for a young person than 
for someone wto is elderly -n 

n- negative 
p- positive 
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of the items selected (favourable/unfavourable) was considered to be 

appropriate. 

Response to attitude scales may be biased in several ways. Social 
desirability is a tendency for respondents to give the most socially 
desirable answer thus biasing the responses given (Topf 1986, Fielding 
1986, Smith 1975). In the current study, assurance that the answers were 
confidential may have encouraged nurses to respond frankly; it is likely, 
however, that some degree of social desirability did occur. A tendency 
for respondents to agree with positively worded items is another way in 

which responses to attitude scales may be biased (Fielding 1986, Topf 
1986, Smith 1975). Smith (1975) stated that this problem can be vastly 
reduced by phrasing statements unambiguously. In the current study, care 

was taken to ensure that the items which were finally used were clear and 

easily understandable. 

Another commonly used technique to reduce this problem involves the 
inclusion of approximately equal numbers of favourably or unfavourably 
worded statements in the scale (Topf 1986, Polfit and Hungler 1983, Smith 
1975, Oppenheim 1966). However, Smith (1975) observed that sometimes the 

sensible reversal of items is not possible. During the construction of 
the attitude statements in the current study, it appeared that a number 
of items seemed inappropriate when worded favourably. Thus, the scale 

which was finally constructed contained four favourably worded items and 
12 unfavourably worded items (Table 30). 

Polst and Hungler (1983) stated that content validity is of most 
relevance when desi.; tdng a tool to measure knowledge in a specific area. 
In the current study to ensure that the questions were appropriate and 
representative of the area under investigation, the questionnaire was 
reviewed by the district continence adviser, a nurse teacher in the 

school of nursing in one of the hospitals used in the study, and a 
consultant geriatrician. Each judged the content to be appropriate for 
the study; the instrument was therefore considered to show a satisfactory 
level of content validity. 
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A pilot study was carried out on acute medical and acute HCE wards in a 
district general hospital outside the health authority in which the main 
study took place. Twenty nurses took part (six sisters, nine other 
qualified staff and five learner nurses). The length of a questionnaire 
has been reported to be one factor to influence the response rate 
(Cartwright 1978); the longer the questionnaire the lower the response 
rate. During the pilot study, the questionnaire took nurses an average 
of 20 minutes to complete (range 15 minutes to one hour) which was 
considered to be acceptable. In the light of the pilot study, minor 
modifications to several of the questions were made. 

6.4.4 Procedure 

The questionnaires for both the day and night nursing staff were 
personally delivered to the wards by the researcher and, where possible, 
the nurses concerned were individually approached. Nurses were asked to 
complete the questionnaire and return it within three weeks via the 
hospital internal mailing system. A reminder letter and an additional 
questionnaire was sent to all non-responders three weeks after the 
initial distribution of questionnaires. Hebelein and Baumgartner (1978) 

reported that the first follow-up questionnaire produces an increase in 
the response rate of about 20% of the initial sample. 

6.4.5 Analysis 

Data were coded and analysed using the Statistical Package for the Social 
Sciences (SPSSx) on the University of Nottingham 2900 ICL VME mainframe 
computer. Results are presented as frequency tables, percentages and bar 

charts. For selected variables the Chi-squared test, Maim Whitney U test 
and Kruskal-Wallis one-way analysis of variance were used to establish 
whether or not there were significant differences between the results 
obtained. 
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6.5 RESULTS 

Due to the large number of results, presentation is restricted to the 
main findings. Additional results are to be found in the appropriate 
appendices. The results are presented in five sections as follows: 

- Response rate and characteristics of the respondents 
- Nurses' educe :! on about continence and incontinence 

- Difficulties identified by nurses caring for patients with 
incontinence 

- Nurses' knowledge about the causes, assessment and management of 
incontinence 

- Nurses' attitudes towards specific aspects of the problem. 

For the purpose of clarity, the grade of sister and charge nurse will be 

referred to collectively as "charge nurse". The grades of nursing staff 
are referred to by the following abbreviations: Charge nurse (CN), Staff 

Nurse (i. e. registered general nurse) (SN), State Enrolled Nurse (EN) and 
Nurse Learner (NL). 

6.5.1 Response Ratj and Characteristics of Respondents 

Response Rate 

Of the 543 nurses eligible for the study, a total of 382 returned the 
questionnaire making an overall response rate of 70.4% (Table 31). Three 
hundred and thirty three (61.3%) questionnaires (52 CNs; 181 SNs/ENs; 100 
NLs) were returned following the initial distribution, and a further 49 
(9.0%) were returned (CNe 4; SNs/ENs 38; NLs 7) after one follow-up. 

The response rates were similar between the qualified day and the night 
nursing staff. Of the 124 questionnaires distributed to the night staff, 
88 (71.0%) complete! forms were returned and, of the 276 distributed to 
the day staff, 187 (67.8%) were returned (Table 31). 
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Table 31 

Response Rate 

No. of questionnaires No. of questionnaires 
distributed returned (%) 

CNs 67 56 (83.6) 
SNs 168 110 (65.5) 
ENs 165 109 (66.1) 
NLs* 143 107 (74.8) 

Total 543 382 (70.3) 

* Includes 27 NLs in the School of Nursing 
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As might have been expected, the CNs were more inclined to respond than 
other grades of nurses (Table 31). The type of ward in which the CN 

worked was not a factor which appeared to determine the level of response 
achieved, although a marginally better response rate was obtained on the 
acute/rehabilitation HCE and slow-stream rehabilitation HCE wards. While 
the response rates between the qualified day and night staff (i. e. CNs, 
SNs and ENs) were very similar, as a group, the night sisters were less 
inclined to respond (76.9%) than the day sisters (87.8%). Approximately 

a third of the SNs working on the medical (31.3%), acute HCE (31.9%) and 
acute/rehabilitation HCE wards (33.3%) did not return their 
questionnaires. At the time of the study, one SN worked on the slow- 
stream rehabilitation HCE wards. The ENs were less inclined to respond 
than the SNs with more than a third (36.3%) on the medical wards and just 

under half on the acute HCE (48.8%) and acute/rehabilitation (45.5%) HCE 

wards failing to return their questionnaires. However, it was 
interesting to note that the highest response rate achieved was on the 

slow-stream rehabilitation HCE wards where all but two of the 25 (92%) 

ENs approached returned completed questionnaires. 

A third of the nurse learners (24; 33.3%) who were working on the acute 
medical wards and over a quarter (12; 27.2%) of those working on the 

acute HCE wards at the time of the study did not return their 

questionnaires (Table 32). Eleven of the non-responders on the HCE 

wards were found to be on annual leave at the time the questionnaire was 
initially distributed; a factor which influenced the response rate. The 
27 NLs approached in the classroom situation responded 100%. 

The sample of respondents comprised of 56 CNs (14.7%) and an 

approximately equal. proportion of the other grades of nurses (S1+''+0:. 

28.8%; ENs 109: 28.1%; NLs 107: 28.0%). 

Of the 275 qualified nurse respondents, 88 (32.0%) were night staff and 
the remaining nurses either worked during the day (167; 60.7%) or worked 
a system of internal rotation (20; 7.3%). The proportion of respondents 
were 39.5%, 27.5%, 17.8% and 8.1% on the acute medical, acute, 
acute/rehabilitation and slow-stream rehabilitation ACE wards 
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respectively (Table 32). Twenty seven NL respondents (7.1%) were located 
in the school of nursing. 

Sample Characteristics 

Age and Sex of Respondents 

Of the 382 respondents, 21 (5.5%) were male (5 CNs; 8 SNs; 6 Effs; 2 NLs). 
As the sample of nvle respondents was small, further analysis by sex was 
not carried out. The age of respondents categorised according to grade 
is shown in Table 33. 

Length of Nursing Experience/Training 

The CNs had a median length of nursing experience of 14 years (range two 

years to 30 years). The SNs had a median length of nursing experience of 
2.3 years (range from just qualified to 24 years) and the ENs 9.3 years 

, Juso (range fromZqualified to 40 years). NLs had completed an average of two 

years basic training (range nine months to three years and three months). 

Qualified Nurses : Length of Time on Current Ward 

The majority of th. CNs (71.4%) had worked on their present ward more 
than one year with over a third (35.7%) working five years or longer 
(Appendix 20). Over half (54.5%) of the other qualified nurses had 

worked on their present ward up to one year (Appendix 20). ENs tended to 
have worked for longer on the same ward than the SNs; almost a third of 
the ENs (31.5%) had worked more than three years on their present ward. 

Qualified Nurses : Other Nursing Qualifications 

Six CNs and two SNs were trained district nurses. Three CNs and two SNs 

were also qualified midwives and five SNs were registered mental nurses. 
Two CNs and two SNE held registered sick children nurse qualifications 
and one SN was jualified as a health visitor. Other nursing 
qualifications held by the trained nurse respondents (excluding English 
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Table 32 

The Location of Respondents 

Type of Ward CN SN EN NL Total (%) 

nnnn 

Acute medical 
Acute 

HCE Acute/rehab. 
Slow-stream 
Rehab. 
School of 
Nursing 

17 55 31 48 151 (39.5) 

16 32 25 32 105 (27.5) 

17 22 29 - 68 (17.8) 

61 24 - 31 ( 8.1) 

--- 27 27 ( 7.1) 

Total 56 110 109 107 382 (100.0) 
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Table 33 

Age of Respondents in years) 

SNS 

n (%) n (%) 
25< 4 (7.1) 20-24 54 (49.0) 

25-30 14 (25.0) 25-30 28 (25.5) 

31-35 5 (8.9) 31-35 10 (9.1) 
36-45 19 (33.9) 36-45 12 (10.9) 

>45 14 (25.0) >45 6 (5.5) 

Total 56 (100.0) Total 110 (100.0) 

ENS 

n (%) 

20-24 23 (21.3) 

25-30 23 (21.3) 
31-35 13 (12.0) 

36-45 26 (24.1) 

>45 23 (21.3) 

Total 108 (100.0) 

*1 missing value 

NLs 

n (%) 
17-19 33 (30.8) 
20-21 55 (51.4) 
22-23 7 (6.5) 
24-26 3 (2.8) 

>26 9 (8.4) 

Total 107 (100.0) 
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National Board (ENB) Care of the Elderly or Continence Promotion 

qualifications which are presented in the second section of the results) 
are presented in Appendix 21. 

Qualified Nurses : Previous Ward Speciality Experience 

Nurses' work experience, since qualifying, in clinical areas other than 
their present ward are shown in Appendices 22 and 23. Almost a quarter 

of the CNs (23.2%) and about 20% of the SNs (11 in number) and the ENs 
(23 in number) had worked on wards specialising in gynaecology. Ten 

percent (six in all) of the CNs and the ENs (10 in number) and six SNs 

had experience working on urology wards. Appendix 23 gives further 

details of the qualified nurses' ward specialty experience. 

6.5.2 Incontinence - Nurses' Education 

6.5.2.1 Basic Training 

Nurses were asked whether classroom teaching during basic training had 

included the subject of incontinence. Eleven Ws (20%), five (4.6%) SNs 

and 21 (19.3%) ENs stated they could not remember. Of those who did 

remember, the majority of nurses, of all grades (CNs 37; 82.2%, SNs 92; 

87.6%, ENs 74; 84.1%, NLs 106; 99.1%), replied they had received some 

education about incontinence during basic training (Figure 5). 

The following results are expressed as a percentage of the sample who 
remembered whether they had had any education about incontinence during 

their basic training. 

Content of Teaching about Incontinence during Basic Training. 

Nurses were asked whether the content of the teaching during basic 

training had coverer' the anatomy of the urinary system, the physiology of 
micturition, the causes and the assessment of incontinence. 
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The majority of nurses, of all grades, who remembered, stated that the 

anatomy of the urinary system had been included (CNs 43; 95.6%, SNs 95; 
90.5%, ENs 75; 85.2%, NLs 103; 96.3%) (Figure 6). This included 10 of 
the qualified staff (six CNs, three SNs and one EN) who recalled 
receiving teaching about the anatomy of the urinary system, but had 

stated that they had not had any specific education about the subject of 
incontinence during their basic training. 

The majority of the CNs (36; 80.0%), SNs (74; 70.5%) and NLs (91; 85.0%) 

stated that teachizg during basic training had covered the physiology of 

micturition. Fewer ENs (41; 46.6%) reported that this subject had been 

included during their teaching. 

Twenty nine (64.4%) CNs, 82 (78.1%) SNs and 65 (73.9%) ENs and the 

majority of the NLs (103; 96.3%) remembered being taught about the causes 

of incontinence. When nurses were asked about teaching related to the 

assessment of incontinence, most NLs (83; 77.6%) stated that this was an 

area which had been covered during their basic training. Fewer of the 

qualified nurses, less than half of the SNs (49; 46.7%), a third of the 

ENs (29; 33.0%) and seven (15.6%) of the CNs remembered receiving such 

teaching (Figure 6).. 

Management of Incontinence as a Subject during Basic Training 

Nurses were asked whether or not this subject had been included during 

their basic training. Nineteen (42.2%) CNs, 75 (71.4%) SNs and 27 

(31.0%) ENs stated it had. One NL wrote she had not had any teaching in 

this area. 

When asked about the content of such teaching, the types of responses, 

ranked in order of frequency, for all grades of nurses combined, are 

shown in Table 34. The most commonly identified areas of teaching were 

concerned with aids and appliances, "toileting activities" and indwelling 

catheters (Table 34;. The category "aids/appliances" included responses 

such as teaching related to the use of incontinence pads, pants and pads 

or sheath drainage systems. The category "toileting" activities 
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Figure 6 
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Table 34 
Te±tchi duri basic trains about the 

dement of incontinence (all nurses 7-M7) 

Category of 
Response n (%)* 

Aids/appliances 164 (72.2) 

"Toileting" 94 (41.4) 
Activities 

Indwelling 93 (41.0) 
Catheters 

Continence 34 (15.0) 
Chart 

"Psychological" 25 (11.0) 
care 

Pelvic Floor 22 (9.7) 
Exercises 

Skin care/ 20 (8.8) 
hygiene 

Bladder/habit Training 13 (5.7) 

Role of the Continence 11 (4.8) 
Adviser 

Environmental factors 10 (4.4) 

Methods of Prevention 10 (4.4) 

Drug therapy 7 (3.1) 

Promotion of Contincnce 7 (3.1) 

Other 29 (12.8) 

Total 

WNp7ressed as a percentage of the total ro respon ents 
OTHER: 
man Management in the community (4), Bowel management (3), Management of 
functional impairment (2), Research (3), Complications of incontinence 
(3). Care of patient confined to bed (2). Intermittent catherisation (2), 
General nursing care (1), surgical treatment (1), self help 
groups/societies (1), clothing adaptations (2), management of 
incontinence in the elderly (1), social implications (1), management of 
stress incontinence (1), fluid management (1), management options (1). 
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consisted of responses such as "regular" or "two-hourly" toileting and 
did not include specific regimens such as bladder training. Appendices 
24,25,26 and 27 give a breakdown of the content of teaching by grade 

of nurse. 

6.5.2.2 Opportunities to Attend Courses/Study Days/Conferences, etc; 

Rating of Importance 

The qualified nurses were asked to rate how important they thought it was 
for nurses on their wards to have an opportunity to attend courses/study 
days/conferences otc. about promoting continence and managing 
incontinence. All the CNs and the majority of the SNs (98.2%) and ENs 

(97.2%) rated the importance of having opportunities to attend such 

events as either very important or important (Table 35). Two SNs from 

acute HCE wards and one EN from an acute/rehabilitation HCE ward answered 

that it was not very important and one EN nurse from a slow-stream 

rehabilitation HCE ward thought that it was unimportant. 

6.5.2.3 Post-basic, In-service/Ward-based Education 

Nurses were asked about opportunities available to them to supplement or 

update their knowledge within the area of continence care (Table 36). 

The curricula for the English National Board (E. N. B. ) "Care of the 

Elderly" courses specify that nurses become knowledgeable about the 

causes of incontinence and about factors contributing towards the 

promotion of continence. Fourteen (25.0%) of the CNs (from one acute 

medical ward; eight-acute HCE wards; five acute/rehabilitation ACE wards) 

stated that they had completed such courses, six of whom did so within 

the previous 12 months. None of the CNs (six in all) from the slow- 

stream rehabilitation wards had attended these courses. Ten of the other 

qualified nurses (six SNs; four ENs) had attended such courses. One EN 

from an acute IiCE ward had completed the ENB 978 "Promotion of continence 

and management of incontinence" course and one EN from an 

acute/rehabilitation HCE ward had completed a similar shorter course. 

Three nurses (one TN and two SNs) reported that the Open University 

course "Caring for Ilderly People" and one CN, the ENB 923 "Developments 
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Table 35 

Opportunities to attend courses/study days/conferences etc. 
Rating of importance 

Rating CNs SNs ENs 

nnn 

Very important 38 67 65 

Important 18 40 40 

Not very important 022 

Unimportant 001 

Total 56 109* 108** 

*1 Missing value 
** 1 Missing value 

-283- 



Table 36 

Opportunities taken to supplement/update knowledge 

Relevant Educational 
Opportunities 

CNs SNs 
(n=56) (%) (n=110) (%) 

ENs NLs 
(n=109) (%) (n=107) (%) 

ENB 298/940/941 
Care of the 14 (25.0) 6 (5.5) 4 (3.7) - 
elderly Courses 

Other courses* 1 (1.8) 2 (1.8) 3 (2.8) - 

Study days/ 24 (42.9) 11 (10.0) 15 (13.8) 6 (5.6) 
Conferences 

In-service/ward 21 (37.5) 8 (7.2) 15 (13.8) 43 (40.2) 
based teaching 

ACA/other interest 3 (5.4) 2 (1.8) 1 (0.9) - 
groups** 

- ter Courses q n Uni e versity Courses "Cari ng for people" (2) 

ENB 923 Developments in nursing care (1) 

ENB 978 "Promotion of continence/management of 
incontinence course (1) 

Short course on promoting continence 1 

** ACA: Association of Continence Advisers (1) 

Local continence interest group (5) 
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in nursing care" course had updated their knowledge about caring for 
patients with incontinence. 

Twenty four CNs (43.0%) had attended at least one related conference or 
study day, over half (16 in all) within the previous 12 months. Seven 
had attended two, and three CNs had attended three related study days or 
conferences. Twenty six (11.9%) of the other qualified nurses (eight 
SNs; 15 ENs) stated that they had done so. Six ENs and two SNs had 
attended these events within the previous 12 months and two ENs had 

attended two related study days/conferences. 

Twenty one (37.5%) CNs and 43 NLs (40%) stated that they had received 
some related in-service or ward-based education. Twenty three (10.5%) of 
the other qualified nurses (eight SNs; 15 EIN) reported they had done so. 

Where in-service education or ward-based teaching had included the 
management of incontinence, findings were similar, for all grades of 
nurses, to those reported for teaching during basic training (Table 34). 
The content of the raterial which was taught mainly related to the use of 
aids and appliances (40; 46.0%) or the use of indwelling catheters (29; 
33.3%). Appendix 28 presents results related to the content of teaching 
about the management of incontinence during in-service education or ward- 
based teaching, by grade of nurse. 

In summary, 25 (44.6%) CNs, 89 (80.9%) SNs and 79 (72.5%) ENs had not 
received any additional formal education about the subject of 
incontinence since their basic training. 

6.5.2.4 Sources of information which contributed most to nurses' 
knowledge abtut incontinence 

Nurses were asked to state (using a list of options) which source of 
information had contributed most to their knowledge about incontinence. 
Results from the CNs, SNs and ENs are presented in Table 37 and those for 
NLs in Table 38. Nurses of all grades identified ward experience as 
contributing most to their knowledge about the management of 
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Table 37 

Sources of information which contributed most to nurses' knowledge about 
incontinence 

CN SN 
Source of information n (%) n (X) n (%) 

Ward experience 33 (60.0) 64 (58.7) 83 (79.8) 

Nursing books/journals 6 (10.9) 8 (7.3) 1 (1.0) 

Conference/study days 5 (9.1) 1 (0.9) 2 (1.9) 

In-service training 5 (9.1) 3 (2.8) 3 (2.9) 

Basic training 2 (3.6) 29 (26.6) 15 (14.4) 

Post-basic courses 1 (1.8) 3 (2.8) - 

Other 3 (5.5) 1 (0.9) - 

Total 55 (100.0) 109 (100.0) 104 (100.0) 

Other : Open University Course "Caring for elderly people" (1) 
Local Interest Group (1) 
Own Research/Study (1) 
Talks from company representative about incontinence aids (1) 

-286- 



Table 38 

Sources of information which contributed most to nurse learners' 
knowledge about incontinence 

Source of Nurse learners 

information n= 106* 

Ward experience 61 (57.5) 

Classroom teaching 32 (30.2) 

Ward teaching 6 (5.7) 

Nursing books/journals 6 (5.7) 

Other 1 (0.9) 

Total 106 (100.0) 

*1 Missing value 
Other : Talking to Continence adviser (1) 
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incontinence, while in-service training, post-basic courses, study 
days /conferences and nursing books and journals were infrequently 
mentioned. 

6.5.2,5 Nurses' ratings of teaching received 

Nurses were asked to rate how well the teaching they had received had 

prepared them in the understanding of the causes and assessment of 
incontinence, methods to promote continence, the use of incontinence aids 
and indwelling catheter management. Nurses responded using a four point 
rating scale ranging from well prepared to not at all prepared. Tables 

39,40,41 and 42 illustrate the results categorised by grade of nurse. 

The majority of nurses of all grades stated that the teaching had either 

prepared them well or fairly well in each of the five areas. Nurses of 

all grades felt their teaching had least prepared them to assess patients 

with incontinence, while the largest proportion of respondents thought 

that teaching had p. -epared them well or fairly well in the management of 

indwelling catheters (Tables 39,40,41 and 42). For the purposes of 

analysis, the four ratings were reduced to two ("well prepared/fairly 

well prepared" and "not very well prepared/not at all prepared") and 

within each group comparisons were calculated for each grade of nurse 

using the Chi-squared test. The SNs', ERs' and the NLs' assessments of 
their teaching concerning indwelling catheter management differed 

significantly from their assessments of teaching in each of the other 
four areas of incontinence management (Appendices 29,30 and 31). 

Statistical differences between the five areas of teaching were not 

observed in the CN group (Table 39). 

6.5.3 Difficulties problems experienced by nurses caring for patients 
with incontinence 

The SNs, Effs and NLs were asked whether they experienced difficulties 

when caring for patients with incontinence and to respond on a five point 

rating scale ranging from frequently to never (Appendices 18b and 18c). 

As CNs may not necessarily be involved with providing direct care to 
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Table 39 

Rating of teaching received: 
By Charge Nurses 

Aspect of Well Fairly well Not very Not at all TTL* Teaching Prepared prepared well prepared prepared 
n (%) n (%) n (%) n (%) n 

Causes of 20 (36.4) 30 (54.5) 4 (7.3) 1 (1.8) 55 incontinence 

Ability to 
assess 17 (31.5) 27 (50.0) 9 (16.7) 1 (1.9) 54 
incontinence 

Methods to 
promote 20 (36.3) 26 (47.3) 8 (14.5) 1 (1.8) 55 
continence 

Incontinence 18 (32.7) 30 (54.5) 6 (10.9) 1 (1.8) 55 
aids 

Indwelling 
catheter 35 (63.6) 19 (34.5) --1 (1.8) 55 
management 

(Aspect of teaching vs. level of preparation) X2 - 9.21 df=4 p>0.05 N. S. 

* Total 
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Table 4() 

Rati of teaching received: By tart ses 

Aspect of Well Fairly well Not very Not at all TTL* 
Teaching Prepared prepared well pre ared prepared 

n (X) n (%) n (%) n(%) n 

Causes of 22 (20.4) 63 (58.3) 22 (20.4) 1 (0.9) 108 
incontinence 

Ability to 
assess 17 (15.7) 56 (51.9) 30 (27.8) 5 (4.6) 108 
incontinence 

Methods to 
promote 24 (22.0) 51 (46.8) 30 (27.5) 4 (3.7) 109 
continence 

Incontinence 17 (16.8) 57 (56.4) 24 (23.8) 3 (3.0) 109 
aids 

Indwelling 
catheter 64 58.7) 39 (35.8) 5 (4.6) 1 (0.9) 101 
management 

(Aspect of teaching vs. level of preparation) X2 = 28.98 df=4 p<0.001 

* Total 
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Table 41 

Rating of teaching received: 
yýrolle ses 

Aspect of 
Teaching 

Well 
Prepared 
n (Z) 

Fairly well 
prepared 
n (X) 

Not 
well 
n 

very 
pre red 

(X) 

Not at all 
prepared 

n (%) 

TTL* 

n 

Causes of 15 (15.3) 69 (70.4) 13 (13.3) 1 (1.0) 98 
incontinence 

Ability to 
assess 20 (20.6) 48 (49.5) 24 (24.7) 5 (5.2) 97 
incontinence 

Methods to 
promote 25 (25.5) 55 (56.1) 16 (16.3) 2 (2.1) 98 
continence 

Incontinence 32 (32.0) 51 (51.0) 15 (15.0) 2 (2.0) 100 
aids 

Indwelling 
catheter 65 : 64.4) 32 (31.7) 3 (3.0) 1 (1.0) 107 
management 

(Aspect of teaching vs. level of preparation) X2 - 24.67 df-4 p<0.001 

* Total 
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Table 42 

Rating of teaching received: 
By Nurse Learners 

Aspect of Well Fairly well Not very Not at all TTL* 
Teaching Prepared prepared well prepared prepared 

n (%) n (%) n (% n (%) n 

Causes of 22 (20.6) 67 (62.6) 18 (16.8) - 107 
incontinence 

Ability to 
assess 13 (12.3) 53 (50.0) 38 (35.8) 2 (1.9) 106 
incontinence 

Methods to 
promote 17 (15.9) 61 (57.0) 29 (27.1) - 107 
continence 

Incontinence 35 (33.0) 49 (46.2) 22 (20.8) - 107 
aids 

Indwelling 
catheter 60 (56.1) 44 (41.1) 3 (2.8) - 107 
management 

(Aspect of teaching vs. level of preparation) X2 = 42.77 df=4 p<0.001 

* Total 

- 292 - 



patients, the question in the CN questionnaire was modified and worded 
as: "on your ward, are there problems relating to caring for patients who 
are incontinent? " (Appendix 18a). The responses from the CNs may not, 
therefore, be directly comparable with those of the other grades of 
nurses. Table 43 presents the results from the CNs and Table 44 presents 
the combined results of the SNs, ENs and NLs. Appendix 33 compares the 

results between grades of nurses (excluding the CNs) and Appendices 32 

and 34 show the results when responses from nurses in the four types of 
wards were compared. 

6.5.3.1 Frequency of problems/difficulties 

Twenty one CNs (40.4%) stated that problems caring for patients with 
incontinence frequently occurred on their wards (Table 43). One CN from 

an acute/rehabilitation HCE ward stated there were rarely problems 

associated with the care of incontinent patients. Although problems were 

more frequently identified by the CNs in the acute medical and acute HCE 

wards than on the a: ute/rehabilitation and slow-stream rehabilitation HCE 

wards, these diffe: ances were not statistically significant (Appendix 

32). 

A small proportion of the other nurses (SNs, ENs and NLs) stated that 

they frequently experienced difficulties caring for patients with 
incontinence (Table 44). Fifty nurses (15.4%) (13 SNs, 31 ENs and six 
NLs) stated they rarely or never experienced difficulties caring for 

patients with incontinence. NLs experienced significantly more 
difficulties caring for incontinent patients than either the SNa 
(u=3606.5, p<0.02) or the ENs (u=3606, p-0.0000) (Appendix 33). The SNs 

experienced significantly more difficulties than the ENs (u=46.26, 

p<0.005). Comparistns between the responses from nurses in the different 

types of wards show 3d a significant difference between the frequency of 
difficulties identified (Appendix 34). As NLs had identified 

significantly more difficulties caring for incontinent patients than the 

SNs or ENs, they were excluded from between ward comparisons. When the 

Mann Whitney U test was applied, significantly more difficulties were 
identified in the acute medical wards when compared with the 
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Table 43 

Frequency of problems identified when caring for patients with 
incontinence : Charge Nurses (n=52)* 

Frequency of problems n (%)* 

Frequently 21 (40.4) 

Sometimes 14 (26.9) 

Occasionally 16 (30.8) 

Rarely 1 (1.9) 

Never 

Total 52 (100.0) 

4 missing values 
* Expressed as a percentage of the total number of respondents 
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Table 44 

Frequency of difficulties experienced when caring for patients with 
incontinence. 

Rating of SNs, ENs, NLs Responses 
Difficulty Combined (%)* 

n 

Frequently 45 (13.9) 

Sometimes 134 (41.4) 

Occasionally 95 (29.3) 

Rarely 33 (10.2) 

Never 17 (5.2) 

Total 324 (100.0) 

2 missing values 
* Expressed as a percentage of the total number of respondents 
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acute /rehabilitation HCE wards (u=2445.0, p<0.005) and the slow-stream 
rehabilitation HCE wards (u=638.5, p<0.01). Significantly more 
difficulties were identified in the acute HCE wards when compared with 
the acute/rehabilitation HCE wards (u=1029.0, p<0.01) and the slow-stream 
rehabilitation HCE wards (u=376.5, p<0.001). 

6.5.3.2 Main problems /difficulties associated with caring for patients 

with incontinence 

Nurses were asked to identify the main problems/difficulties they 

experienced when caring for patients with incontinence. The responses 

were content analysed and coded and are presented in Table 45. 

Appendices 36 to 39 present the responses categorised by grade of nurse. 

Nurses identified an average of two problems (range one to five). When 

responses from all grades of nurses were combined, lack of nursing time 

was the most common problem identified (29.6%) (Table 45), this being the 

most frequent response given by the CNs and the NLs (Appendices 36 and 

39). Problems associated with the supply or the use of incontinence aids 

was the second most frequent category of responses given (24.8%), and was 

the most common response given by the SNs (39.6%). 

Few of the CNs (4; 4.3%) mentioned problems associated with skin care; 

however, this was an area which was frequently identified as a problem by 

the other grades of nursing staff who responded to the question (29.7% 

SNs; 21.6% EMs; 22.0% NLs) (Appendices 36,37,38 and 39). 

The category "psychological impact for patient" comprised of responses 

which identified difficulties experienced by nurses when patients were 

embarrassed or distressed following an episode of incontinence. This was 

an area less frequently identified by the qualified nurses but was the 

second most common Froblem identified by NLs (27.0%) (Appendix 39). 

The sixth most frequent category of problems identified related to some 

aspect of lack of knowledge about caring for incontinent patients (Table 

45). Ten nurses mentioned they had an inadequate level of knowledge in 
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Table 45 

Main problems identified when caring for patients with incontinence; 
All nurses (n=314*) 

Category of Responses (%)** 
Responses n= 

Lack of nursing 93 (29.6) 
Time 

Problems with the 
use/supply of 78 (24.8) 
incontinence aids 

Care of the skin 69 (22.0) 

Psychological impact 53 (16.9) 
for patient 

Diminished mental 49 (15.6) 
awareness 

Lack of knowledge 37 (11.8) 

Patient handling 33 (10.5) 

Staff conflict 30 (9.6) 

Patients' denial 19 (6.1) 
of problem 

Problems associated with 14 (4.5) 
specific diagnoses 

Communication difficulties 8 (2.5) 

Problems associated with 7 (2.2) 
specific types of incontinence 

Nurses' attitudes 6 (1.9) 

Odour 5 (1.6) 

Other*. ** 45 (14.3) 

Total 54b 
* 45 Missing values 
** Expressed as a total number of the respondents (n-314) 
*** Other Appendix 35 
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general, 11 stated that they lacked knowledge about the type of treatment 
options that were available, 11 mentioned problems specifically with the 
assessment of incontinence, five nurses stated they lacked knowledge 

about the causes of incontinence and one about the prevention of 
incontinence. 

Approximately 10% o= nurses (30 in number) identified "staff conflict" as 
a problem associatfd with caring for patients with incontinence. Some 

examples of responses included in this category are as follows: 

"There is poor co-operation between the day and the night staff and 
amongst some of the day staff". 

(SN in acute HCE ward) 

"There seems to be a "silent" conflict between the students and the 
staff over the management of incontinence, eg. should patients 
really be catheterised just for convenience - risking infection? ". 
(NL in acute HCE ward) 

"Sometimes problems arise when the medical staff are un-co- 
operative". 
(EN in acute HCE ward) 

"There is a lack of continuity of care - varying ideas and 
approaches to management. " 
(EN in acute vicedical ward). 

6.5.4 Nurses' knowledge about the causes, assessment and management of 
incontinence 

6.5.4.1 Main responsibility for the assessment of incontinence 

Nurses were asked who they considered to be mainly responsible for the 

assessment of incontinence on the ward. Four choices of responses were 
given (Appendices 18a, 18b and 18c). The results are shown in Table 46 

categorised according to grade of nurse. 

Sixty percent of t)e CNs (32) and about half of the other qualified 
nurses perceived the assessment of incontinence to be primarily the role 
of the nursing staff, while over half of the NLs (51.9%) stated that it 

was primarily the joint responsibility of the medical and nursing staff. 
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Table 46 

Main resvonsibility for the assessment of incontinence 

'rase or Nurse 
Category of CNs SNs Eris NLs 
health staff n (%) n (%) n (%) n (%) 

Medical staff 1 (1.9) 0 - 2 (1.9) 2 (1.9) 

Nursing staff 32 (60.4) 51 (49.5) 50 (48.1) 36 (34.0) 

Medical and 19 (35.8) 41 (39.8) 43 (41.3) 55 (51.9) 
Nursing Staff 

Specialist 
(eg Continence 1 (1.9) 11 (10.7) 9 (8.7) 13 (12.2) 
Adviser) 

Total tt " 

*3 missing values 
** 7 missing values 
t5 missing values 
tt 1 missing value 
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Five nurses stated that assessment was primarily a medical function and 
34 nurses perceived it as the role of a specialist such as a continence 
adviser. 

6.5.4.2 Main responsibility for the promotion of continence/management 

of incontinence 

Nurses were asked who they considered to be mainly responsible for the 

promotion of continence and management of incontinence in the ward 
setting. A choice of four answers was given. The results are shown in 

Table 47 categorised according to grade of nurse. 

Almost two thirds of the CNs and about half of the other grades of nurses 

perceived the promotion of continence and management of incontinence to 

be primarily a nursing role. Just over a quarter of the CNs and about a 

third of the other nurse respondents perceived it as a joint medical and 

nursing responsibility. Fifty six nurses (15.4%) viewed the promotion of 

continence and management of incontinence to be primarily the role of a 

specialist, such as a continence adviser. 

6.5.4.3 Nurses' knowledge about causes of incontinence 

Nurses were asked what they considered to be the main reasons for 

incontinence. Three hundred and sixty four nurses (95.3%) completed the 

question (CNs 51; SNs 109; ENs 98; NLs 106) and responses were content 

analysed and coded. 

Table 48 presents results when the responses from all grades of nurses 

were combined. The results are presented as percentages of the total 

number of respondents (364 in number) who answered the question. Table 
49 presents responses categorised by grade of nurse. The average number 

of causes of inccntinence identified was three (range 1-9), when 
responses from all grades of nurses were combined. 

Urinary tract infection was the most common cause of incontinence 

identified (41.0%) when responses from all grades of nurses were combined 
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Table 47 

Main resvonsibility for the promotion of continence/management of 

Grade of se 
Category of CNs SNs ENs NLs 
health staff n (X) n (X) n (X) n (7) 

Medical staff 0-0-0-0- 

Nursing staff 33 (63.5) 50 (49.5) 53 (50.5) 55 (51.8) 

Medical and 14 (26.9) 34 (33.7) 33 (31.4) 36 (34.0) 
Nursing Staff 

Specialist 
(eg Continence 5 (9.6) 17 (16.8) 19 (18.1) 15 (14.2) 
Adviser) 

Total t tt " 

*4 missing values 
** 9 missing values 
t4 missing values 
tt 1 missing value 
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Table 48 
Causes of incontinence; All nurses' responses combined (n=364)* 

Category of Responses 
Response n (ý)** 

Urinary tract 148 (40.7) 
Infection 

Neurological 145 (39.8) 
Impairment 

Non-specific 126 (34.6) 
Causes 

Mental 125 (34.3) 
Impairment 

Mobility problems 124 (34.1) 

Pelvic floor 115 (31.6) 
Weakness 

"Ageing" 76 (20.9) 

Prostate 73 (20.1) 
problems 

Ill health 67 (18.4) 

Constipation/ 48 (13.2) 
Faecal impaction 

Drug side effects 41 (11.3) 

Emotional factors 38 (10.4) 

Other gynaecological 28 (7.7) 
Problems 

Enviromnental factors 23 (6.3) 

"Laziness" 15 (4.1) 

Retention of urine 13 (3.6) 

Other*** 70 (19.2) 

Total LZ/3 
* 18 missing values 
** Expressed as a percentage of the total number of respondents. 
*** Other (Appendix 40) 
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(Table 48). This was the most common reason for incontinence given by 

the ENs (47.0%) (Table 49). 

Neurological impairment was the second most common category of responses 

given (40.0%) and included non-specific reasons such as "nerve damage", 

"neurological disease" or "trauma", or more frequently, responses were 
stated in terms of disease entities such as "stroke", "multiple 

sclerosis" or "Parkinsonism". 

Just over a third (126; 34.6%) of the nurses gave responses which were 
ill-defined or generalised, categorised as non-specific reasons (Table 

48). For example, reasons stated as "loss of bladder function", "weak 
bladder", "natural wear and tear", "physical defects" or "loss of bladder 

tone" were classified within this category. These reasons were stated by 
10 (19.6%) CNs, 52 (47.7%) SNs, 32 (32.7%) ENs and 32 (30.2%) NLs. This 

category of responses accounted for the largest proportion of answers 
obtained from the SNs. The category "ill-health" similarly consisted of 

non-specific reasons for incontinence such as "medical causes", 
"disease", or "illness" and were responses given by 67 respondents (Table 
48). 

Approximately equal proportions of nurses (just over a third) identified 

mental impairment and immobility as factors causing incontinence. 

The most common form of physiological bladder dysfunction identified was 
pelvic floor weakness which almost a third of the respondents stated as a 
cause for incontinence. This was the most frequent response given by the 
NLs (41; 38.7%). 

Of those nurses who responded, almost a quarter of the CNs (12; 23.5%) 

and NLs (25; 23.6%) and 22 (20.2%) SNs and 17 (17.3%) ENs (76 nurses in 
all) had identified ageing as a reason for incontinence. The majority of 
responses were stated as "old age", "the ageing process" or "senility". 
Some responses were qualified with explanations such as "loss of muscle 
due to old age" or "general deterioration of the body with age". 
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A number of factors which may influence bladder function or affect an 
individual's ability to cope with the problem were infrequently 

mentioned. For example, the side effects of drug therapy were identified 

by 41 (11.3%) of the respondents and environmental constraints, such as 
difficult access to toilet facilities or inappropriate clothing, were 

mentioned by 23 (6.3%) nurses. Constipation or faecal impaction were 
factors mentioned by 48 (13.2%) nurses. 

6.5.4.4 Knowledge about the assessment of incontinence 

Nurses were asked to respond to the question: 

"What factors do you feel are important when assessing a patient on 
the ward who is incontinent? ". 

Three hundred and thirty six nurses (88.0%) completed the question (CNs 

50; SNs 103; ENs 79; NLs 104). This was the least frequently answered 

question in the questionnaire and was omitted by more than a quarter (30; 

27.5%) of the ENs. Five nurses (two SNs and three ENs) stated they did 

not know, or were unsure, and one CN stated she did not understand what 
was meant by asses rnent. Responses were analysed and coded. 

Table 50 presents the results when responses from all grades of nurses 
were combined. Results are expressed as percentages of the total number 
of respondents (336 in number) who answered the question. The average 

number of areas of assessment identified was 2.7 (range 1-9). Table 51 

presents results categorised by grade of nurse. 

When responses from all grades of nurses were combined, just over 41% of 
the nurses gave answers which were categorised as an assessment of 
functional status (Table 50). These responses identified the skills 
necessary for successful toileting, for example, an assessment of the 
patient's mobility, manual dexterity or ability to communicate. This was 
the most frequent area of assessment considered by the SNs (45; 43.7%) 

and the NLs (55; °2.9%) (Table 51). 
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Table S0 

Assessment of incontinence : All grades of nurses combined (n=336)* 

Category of Responses (ý)** 
Response n 
Functional status 136 

Mental Status 115 (34.2) 

Medical diagnosis/ 102 (30.4) 
Problem 

Pattern 38 (26.2) 

Related history 82 (24.2) 

Age/sex 79 (23.5) 

Patient's Attitude 44 (13.1) 

Environmental factors 32 (1q. 5) 

Screen for infection 32 (9.5) 

Identify "type" of 31 (9.2) 
incontinence 

Confidentiality/ 29 (R. 6) 
privacy 

Rowel check 24 (7.1) 

Home assessment 20 (6.0) 

Continence chart 1Q (5.7) 

Psycho-social factors 1s (5.4) 

Availability of 13 (3.9) 
incontinence aids 

Monitor fluid 12 (3.6) 
intake 

Other*** 58 (17.3) 

Total 934 
* 48 Missing va? ues 
** Expressed as e percentage of the total number of respondents n=336 
*** Appendix 42 
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A third of the respondents stated a need to assess the patient's mental 
status (115; 34.2%), this being the most frequent response given by the 
EIN (34; 30.4%), while just under a third of the nurses (30.4%) 

considered it important to know the patient's medical diagnosis or reason 
for admission. 

The category, "pattern ", contained responses which included information 

about the frequency, time or circumstances in which episodes of 
incontinence occurred. Just over a quarter (88; 26.2%) of respondents 
included these areas in an assessment of incontinence. 

Enquiry concerning the patient's usual pattern of micturition, the onset 

and duration of incontinence, any past obstetric or gynaecological 

problems, or the patient's usual method of coping with incontinence are 

examples of responses which were included in the category "related 

history". These factors were considered important by a quarter of the 

respondents (82; 24.4%). 

The assessment for causal or predisposing factors, such as observations 

of dietary intake or bowel function, or the assessment of environmental 

aspects, were areas infrequently considered by nurses of all grades. 

Twenty two (6.6%) nurses mentioned a bowel check or assessment of dietary 

intake and 32 (9.5%) identified any assessment of environmental factors. 

Responses given which involved an enquiry into the patient's usual living 

circumstances, for example, the provision, adequacy, location or 

accessibility of toilet facilities within the home, were categorised as 

"home assessment". Twenty nurses (6.0%) had mentioned these areas for 

assessment. 

Eighteen (5.4%) nurses had considered the assessment of the 

psychological, sexual or social implications for the patient (or her 

family) which may be-associated with incontinence. 
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6.5.4.5 Possible causes of urine loss and interventions in response to 
three accounts 

The results in the following section were obtained when nurses were asked 
to suggest possible causes and the subsequent interventions for the type 

of urine loss described in three short accounts shown in Appendix 19. 

For each account, the results are presented in tables as the combined 

responses, when thi results of nurses of all grades were added together, 

as well as separately, categorised by grade of nurse. 

Account one 

A female patient complains of losing small amounts of urine when she 

coughs, sneezes or during physical exercise but not at other times. 

Suggested causes of urine loss 

Table 52 presents the causes of urine loss suggested by respondents for 

the first account when responses from all grades of nurses were combined. 
Table 53 present the results categorised by grade of nurse. 

Ten nurses (one CIS, two SNs, six ENs, one NL) stated they did not know 

what the possible causes of the urine loss described could be. Of those 

who responded, the mean number of causes identified was 1.7 (range 1-5). 

Over half (57.8%) of all respondents identified "stress" incontinence as 
the cause of urine loss described in Account one. This was the most 
frequent response given by the SNs (61.1%), ENs (53.4%) and NLs (74.5%) 
(Table 53). Pelvic floor weakness was the next most frequent cause 
identified (38.7%) followed by responses categorised as "other 

gynaecological disorders" which were most commonly stated as "prolapse" 

or "fibroids" (21.0%). Seventy two nurses (19.4%) gave answers 

categorised as non-specific causes which included responses such as "weak 
bladder", "not em. )tying bladder properly" or "bladder not working". 
Sixty seven nurses (18.0%) stated that childbirth or multiple births were 
possible factors underlying the urine loss described. No-one identified 

-309- 



Table 52 

ACCOUNT ONE : Possible causes: combined responses (n=372 respondents)* 

Category of response Responses 
n 

"Stress" incontinence 215 57.8 

Pelvic floor weakr_ýss 144 38,7 

Other gynaecological problems 78 21.0 

"Non-specific" causes 72 19.4 

Parity/childbirth 67 18.0 

Urinary tract infection 15 4.0 

Faecal impaction/constipation 7 1.9 

Tumour 5 1.3 

Othert 13 3.5 

Total 

*8 missing values 
** Expressed as a percentage of the respondents 

tOther: 
"Old age" (2), Neurological impairment (2), Vaginitis (1), "Muscular 
contraction of the bladder" (1), Congestive cardiac failure (1), 
Prostatism (1), Detrusor instability (1), Increase in abdominal pressure 
(1), Pregnancy (1), "Pressure on bladder" (1), Small bladder capacity 
(1). 

Mean number of causes identified 1.7 (range 1-5). 
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factors resulting in urinary retention with overflow incontinence as a 
possible cause of the urine loss. 

Suggested interventions 

Twenty six nurses failed to answer the question, of which 23 (one CN, 
four SNs, 13 ENs, five NLs) stated they did not know what might help a 
patient experiencing the urine loss described in the first account. Of 

those who responded, the mean number of suggested interventions was 1.9 
(range 1-5). 

Almost three quarters (73.3%) of the respondents suggested pelvic floor 

exercises when asked what might be done for a patient with this problem 
(Table 54); this was the most frequent response given by nurses of all 
grades (Table 55). Surgical intervention (28.9%) and the use of 
incontinence aids (27.0%) were the next most frequently considered 
options. Thirty nurses (8.4%) mentioned "two-hourly" or "regular" 

toileting, categorised as fixed-interval toileting in Table 54. The 

provision of psychological support was mentioned by 19 (5.3%) nurses 
(three CNs, five SNs; five ETs; six NLs). 

Few respondents identified any aspect of an assessment of the problem. 
Nineteen nurses (seven CNs, five ENs' seven NLs) suggested a specialist 
referral (for example the urologist, gynaecologist or continence adviser) 
and 13 suggested that a urinalysis was necessary. Five nurses mentioned 
urodynamic investigations and three considered monitoring the patient's 
fluid intake. One EN suggested a reduction in the patient's fluid 
intake. 

Account two 

A patient with a distended bladder frequently leaks small amounts of 
urine. 
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Table 54 

ACCOUNT ONE : Suggested Interventions : Combined Responses (n=356 

respondents)* 

Category of response Responses (X)** 
n 

Pelvic floor exercises . 
Surgical intervention 103 (28.9) 

Incontinence pads 96 (27.0) 

Fixed-interval toileting 30 (8.4) 

Specialist referral 19 (5.3) 

Psychological support 19 (5.3) 

Pessary/occlusive devices 16 (4.5) 

Drug therapy 16 (4.5) 

Urinalysis 13 (3.7) 

Hygiene needs 6 (1.7) 

Urodynamic investigations 5 (1.4) 

Othert 28 (7.9) 

Total 

* 26 missing values 
** Expressed as a percentage of the respondents 

12ther" 
Aperients/enema (4), Bladder training (3), Monitor fluid intake (3), 
Treat cause (2). Intermittent catheterisation (2), Reducing diet (2), 
Medical treatment (2), Reduce "stress" (1), Stress self-help group (1), 
Faradism (1), Teflon coating to bladder" (1), Encourage to tense 
abdominal muscles (1). Investigate cause (1), Physiotherapy (1), Reduce 
fluid intake (1). Encourage to cough when passing urine (1). Patient 
education (1). 
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Possible causes of urine loss 

Table 56 presents the results when nurses were asked to suggest the 
possible causes of urine loss described in the second account. Table 56 
shows the results when all grades of nurses were combined and Table 57 
the results categorised by grade of nurse. 

Thirty three nurses did not answer the question, of which 32 (six SNs, 15 
ENs, 11 NLs) stated that they did not know what the possible causes of 
the urine loss could be. Of those who responded, the mean number of 
causes identified was 1.7 (range 1-5). 

Two thirds of the nurses (65.9%) identified the symptom of urinary 
retention. This was the most common response given by nurses of all 
grades. Fewer respondents identified a specific cause for the urine loss 
described. Just over a third of the nurses (37.0%) identified 
"prostatism", "enlarged prostate" or "urethral stricture", or 
"obstruction" in general, categorised collectively as "outlet 

obstruction" in Table 56. Fifty seven nurses (16.3%) identified 

constipation or faecal impaction as a causal factor (Table 56). Forty 
four nurses (12.6%) identified a neurological cause, for example 
"neurogenic bladder", "atonic bladder" or "a stroke". Answers such as 
"unable to empty bladder properly", "bladder problems" and "tension" were 
categorised as non-specific causes and were responses given by 29 (8.3%) 

nurses. Twenty nine respondents (8.3%) identified the cause as being due 

to a urinary tract infection and two nurses (one SN, one NQ identified 
drug side-effects as possible causes. 

Suggested interventions 

Twenty nine nurses did not answer the question, of which 27 (four SNs, 10 
ENs, 13 NLs) stated that they did not know what might help a patient 
experiencing the urine loss described in the second account. Of those 
who responded, the i. tean number of interventions suggested was 1.8 (range 
1-5). 
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Table 56 

ACCOUNT TWO : Possible causes : Combined responses (n=349 respondents)* 

Category of response Respondents 
n 

Retention of urine 230 (65.97 

Bladder outlet obstruction 129 (37.0) 

Constipation/ 57 (16.3) 
Faecal impaction 

Neurological impairment 44 (12.6) 

Non-specific causes 41 (11.7) 

Urinary tract infection 29 (8.3) 

Bladder pathology 16 (4.6) 

Gynaecology problems 10 (2.9) 

Othert 24 (6.9) 

Total 

* 33 missing values 
** Expressed as a percentage of the respondents 

tOther 
Blamier stones (4), Renal failure (3), Post-surgery (3), "Not recognising 
the need to go" (2), Drug side-effects (2), Congenital abnormalities (1), 
Renal infection (1), Laziness (1), Residual urine left after voiding (1), 
Bowel obstruction (1), Loss of sensation (1), Infrequent micturition (1), 
"Sphincter spasm" (1), Congestive cardiac failure (1). Catheter blocked 
(1). 

Mean number of causes identified 1.7 (range 1-5). 
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When asked what might be done for a patient experiencing the urine loss 
described, an indwelling catheter was the most frequent suggestion 
identified by over half (50.7%) of all the respondents (Table 58 and 
Table 59). Just over a quarter (28.0%) of the respondents suggested 
passing a residual catheter and 11 (3.1%) (seven CNs, two Ems, two NLs) 

specifically mentioned the use of intermittent catheterisation. Just 

over a quarter (27.5%) of respondents suggested surgical intervention 

which, when specifically stated, was most commonly a prostatectomy. 

As with the findings described in the first account, few responses 
identified any assessment of the problem. Forty six nurses (13.0%) 

suggested carrying out a rectal examination. Eighteen nurses (5.1%) 

suggested observing the patient's fluid intake and two nurses (0.6%) 

mentioned the use of a continence chart to monitor episodes of 
incontinence. Ten nurses (2.8%) considered urodynamic investigation 

would be appropriate and one nurse identified the need to carry out a 

urinalysis. One nurse mentioned a physical examination of the patient. 

Of the 27 respondents (7.1%) who gave drug therapy as a possible 
intervention, three ENs suggested the use of diuretics; one SN and one EN 

the use of anticholinergic drugs (emepronium bromide and imipramine 

respectively), and analgesia and a muscle relaxant were answers given by 

a SN and NL respectively. 

one CN and one SN answered that the patient should reduce fluid intake, 

and two ENs stated that the use of bladder washouts would be appropriate. 
Responses categorised as "voiding techniques" contained answers which 
identified technigt. es which aimed to stimulate micturition such as 
"running water taps", "walking", "hot baths", "manual decompression of 

the bladder" or "crede manoeuvre. " Twenty two nurses (6.296) gave such 

answers. 

Account three 

A patient has a strong desire to void and needs the toilet frequently but 

is usually incontinent before reaching it. 
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Table 58 

ACCOUNT TWO : ns : Combined res n=364 

Category of response Responses 
n 

Indwelling catheter 179 (49.2) 

Residual catheter 99 (27.2) 

Surgical intervention 97 (26.6) 

Bowel check/aperients 46 (12.6) 

Fixed-interval toileting 44 (12.5) 

Drug therapy 27 (7.4) 

Voiding techniques 22 (6.0) 

Monitor fluid intake is (4.9) 

Incontinence aids 18 (4.9) 

Intermittent catheterisation 11 (3.0) 

Urodynamic investigation 10 (2.7) 

Psychological support 5 (1.4) 

Training regimens 3 (1.4) 

Othert 33'' (9.1) 

Total 

29 missing values 
** Expressed as a percentage of the respondents 

Othert 
Encourage fluid intake (3), Treat cause (3), Continence chart (2), 
Palpate bladder (2), Reduce fluid intake (2). Find cause (2), Voiding 
techniques (2), Bladder washout (2), Medical referral (2), Physical 
examination (1), "Relieve stress and nervousness" (1), Reducing diet (1). 
Pelvic floor exercises (1), Increase mobility (1), Urinalysis (1), Empty 
bladder (1). Teach exercises (1), Patient education (1), Ensure patient 
can communicate need (1), Phenol injection (1), Medical treatment (1), 
Environmental adjustment (1). 
Mean number of interventions identified 1.8 (range 1-5). 
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Possible causes of urine loss 

Table 60 presents the results when nurses were asked to identify the 

causes of urine loss described in the third account. Table 61 presents 
the results categorised by grade of nurse. 

Forty nurses (eight CNs, five SNs, 20 ENs, 7 NLs) failed to answer the 

question, all of whom stated they did not know what the possible causes 
of the urine loss could be. Of those who responded, the mean number of 
causes identified was 1.6 (range 1-5). 

Almost two thirds (63.5%) of the respondents identified a urinary tract 
infection as a possible cause for the urine loss described. This was the 

most common response given by nurses of all grades (Table 60). The next 

most frequent category of responses given by 55 (16.1%) nurses, was 

stated as a symptom either as urgency incontinence or frequency. 

Seventeen nurses, (5.0%), (six CNs; four SNs; three ENs; four NLs) 

replied that detrusor instability or an unstable bladder was a possible 

cause of the urine loss. 

Fifty four nurses (15.8%) identified impaired mobility and 23 (6.7%) 

identified environmental constraints (most commonly the inability to 
locate the toilet) as possible causal factors for the incontinence 

described. 

The category "non-specific causes" mentioned by 27 (7.9%) nurses 

contained answers similar to those given in the first and second 

accounts. Five nurses (one SN, four ENs) identified laziness and three 
(one SN, two ENs) "ageing" as possible causal factors. 

Suggested interventions 

Fifty three nurses did not answer the question, of which 52 (12 CNa, 

seven SNs, 24 ENs, nine NLs) stated they did not know what might help a 

patient experiencing the urine loss described in the third account. Of 
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Table 60 
ACCOUNT THREE : Possible causes : Combined responses (n=342)* 

Category of response Responses 
n 

Urinary tract infection 217 (63.5) 

Urge incontinence/ 55 (16.1) 
frequency 

Impaired mobility 54 (15.8) 

Non-specific causes 27 (7.9) 

Environmental factors 23 (6.7) 

Prostate problems 15 (4.4) 

Neurological impairment 23 (6.7) 

Stress incontinence 20 (5.8) 

Diuretic therapy 18 (5.8) 

Detrusor instability/ 17 (5.0) 
unstable bladder 

"Stress" 8 (2.4) 

Mental impairment 6 (1.8) 

Laziness 5 (1.5) 

Retention of urine 5 (1.5) 

Pelvic tumour 5 (1.5) 

Otherf 33 (9.7) 

Total 

40 missing values 
** Expressed as a percentage of the respondents 
Othert 
"Ageing" (4), Lack of staff (3), Not emptying bladder completely (3), 
Polyria (3), Diabetes (3), Dehydration (2), "Waiting too 1 before 
voiding" (2), Gynaecological problems (2), Faecal impactionn(2), Bladder 
stones (1), Physical disabilities (1), Venereal disease (1). Small 
bladder capacity (1). Bladder distension (1), Anxiety (1), Dribbling 
incontinence (1), Pregnancy (1), "Bladder is full before feeling the urge 
to go"(1). 
Mean number of causes identified 1.6 (range 1-5). 
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those who responded, the mean number of interventions identified was 1.8 
(range 1-5). 

Of those nurses who responded, over half (56.2%) suggested carrying out a 
urinalysis or urine culture or antibiotic drug therapy (Table 62). This 
was the most frequently recorded intervention for all grades of nurse 
respondents (Table 63). Almost a third of the nurses (32.2%) suggested 
"two-hourly" or "regular" toileting, categorised as fixed-interval 
toileting in Table 62. Nine nurses (three CNs, two SNs, two EMs, two 
NLs) specifically mentioned the implementation of a bladder training 

regimen. 

The adjustment of environmental factors (most frequently identified as 
ensuring the close proximity of a toilet receptacle) were answers given 
by almost a third (31.3%) of the respondents. 

Twenty three nurses (7.0%) (seven CNs, five SNs, eight ENs, three NLs) 

suggested drug therapy; four nurses identified the use of specific anti- 

cholinergic drugs (imipramine (2), oxybutinin (1), propantheline (1)). 

With the exception of carrying out a urinalysis, mentioned above, few 

nurses identified factors which would have contributed towards an 

assessment of the problem. Four CNs and seven NLs suggested monitoring 

the episodes of incontinence and two SNs considered observing the 

patient's fluid intake. Two nurses (one CN, one SN) replied that a 

physical examination was appropriate and two nurses (one SN and one EN) 

suggested passing a residual catheter. Urodynamic investigation was an 

answer given by one SN and EN, and one SN suggested an intravenous 

pyelogram. None of the respondents indicated a need for a rectal 

examination to check for constipation or faecal impaction. Fifteen 

nurses (4.5%) (three SNs, five ENs and seven NLs) stated the need to 

provide psychological support for the patient. 

-324- 



Table 62 
ACCOUNT THREE : Possible interventions : Responses combined (Respondents 

Category of responses Responses 
n= 

Urinalysis 186 (56.5) 

Fixed-interval toileting 106 (32.2) 

Environmental adaptations 103 (31.3) 

Increase oral fluid intake 46 (14.0) 

Incontinence aids 38 

Drug therapy 23 

Mobility aids 15 

Psychological support 15 

Chart episodes of 11 
Incontinence 

(11.6) 

(7.0) 

(4.6) 

(4.6) 

(3.3) 

Surgical intervention 10 (3.0) 

Training regimens 9 (2.7) 

Physiotherapy/pelvic 8 (2.4) 
floor exercises 

Indwelling catheter 8 (3.3) 

Residual catheter 7 (2.1) 

Personal hygiene 7 (2.1) 

Othert 32 (13.1) 

Total 

53 missing values 
** Expressed as a percentage of the respondents 
Othert 
Specialist referrals (6), Treat constipation (4). Revise drug therapy 
(3). Behavioural therapy (3), Physical examination (2). Poor bladder 
control (2), Urodynamic studies (2)t Crede manoeuvre (1), Monitor fluid 
intake (2). Intravenous pyelogram (1), Medical treatment (1), Inform 
staff about patient's need to micturate (1), Find cause and treat (1). 
Increase nursing staff (1), Bladder washout (1), Intermittent 
catheterisation (1). 
Mean number of interventions identified 1.8 (range 1-5) 
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6.5.4.6 Written guidelines for the assessment /management of incontinence 

The CNs were asked whether written guidelines were used on the wards to 
assist in the assessment and management of incontinence. Eight CNs 
(14.3%) stated that written guidelines were used to aid in the assessment 
of incontinence. This represented 20% of the 40 wards included in the 
study. When asked of what these guidelines consisted, six CNs answered 
that they used a checklist which had been developed by the local 

continence adviser and two stated they referred to information in the 
nursing journals. 

Five CNs (8.9%) stated that they used written guidelines on their wards 
to help in the management of incontinence. This represented 12.5% of the 
40 wards included !n the study. When asked about the format of these 

guidelines, all five CNs stated that they obtained such information from 

the nursing journals. 

6.5.5 Nurses' attitudes towards urinary incontinence 

Three hundred and seventy nine nurses (99.2%) (56 CNs, 109 SNs, 109 ENs, 

and 105 NLs) completed the scale which was designed to assess whether 

nurses' attitudes to incontinence were either predominantly therapeutic 

or rehabilitative in nature or, conversely, non-therapeutic or 
palliative. 

The results were analysed in two ways. First, each item in the scale was 
analysed separately and an individual score for each of the 16 items was 
obtained. The item s were subsequently analysed for internal consistency 
reliability and an overall scale score was obtained which represented a 
summation of all the scores for the individual items. Results are thus 
presented as individual item-by-item scores and as an overall scale 
score. 
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6.5.5.1 Item-by-item analysis 

The frequency distribution of the individual item scores, for all nurse 
responses combined, is shown in Table 64 and, by grade of nurse, in 
Appendices 50,51,52 and 53. The responses were scored 5,4,3,2,1 or 
1,2,3,4,5 depending on whether the statement reflected a favourable or an 
unfavourable response respectively; the higher the score denoting the 
more favourable attitudes. The mean scores for the 16 individual items 
in the scale, for all respondents combined, is shown in Table 65 and, by 

grade of nurse, in Table 66. The mean item scores, when nurses of all 
grades were combined, ranged from 3.3 (item g; see Table 65) to 4.5 
(items 7 and 10; -see Table 65). 

Subsequent discusgion of the results of individual items is restricted to 
those where - fÖ% or more respondents differed from the majority of the 

group. Ten percent was chosen arbitrarily as a cut off point to indicate 

those areas deserving closer attention. 

While 66% of respondents disagreed with the statement "the nurses' 

primary role caring for patients with incontinence should be concerned 

with supplying appropriate aids" (item 1), 81 nurses (21.4%) agreed with 
this assertion (Table 64). Twenty eight percent of respondents agreed 

that "two-hourly toileting and incontinence aids are the only realistic 

ways to promote continence in the elderly" (item 8). While 52.5% of 

respondents disagreed that "during the early phase of stroke 

rehabilitation bladder problems are best dealt with by a catheter" (item 

3), almost a quarter., of nurses (92; 24.3%), agreed with this statement. 
Sixty one (16.1%) -espondents agreed with the statement "patients are 
often incontinent due to laziness" (item 9) and 42 (11.1%) thought that 
"incontinence is an inevitable part of the ageing process" (item 12). 

Although 63% disagreed that "incontinence is usually more distressing for 

a young person than for someone who is elderly" (item 16), more than a 
quarter of nurses (106; 28.0%) agreed with this statement. 
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Table 64 

Item by item analysis; Frequency distribution 

(all nurses' responses combined n=379) 

Item* 1 2 
Scores 

3 4 5 

1. Nurse's role 14 67 48 192 58 

2. Nursing problem 1 6 12 246 114 

3. Stroke/indwelling 12 80 88 148 51 
catheter 

4. Multidisciplinary 3 10 52 206 108 
approach 

5. Surgery/drugs 0 3 13 193 170 

6. Rehabilitation 2 2 17 212 146 

7. Investigation 1 5 5 166 202 

8. Toileting/aids 13 94 86 146 40 

9. Laziness 6 55 68 172 78 

10. Understanding 2 3 0 146 228 

11. Longstanding 4 26 49 235 65 
problem 

12. Ageing 3 39 36 206 95 

13. Continence 7 25 65 234 48 
Adviser 

14. Elderly/ 2 11 53 248 65 
goal 

15. Demoralising 6 17 16 218 122 

16. Young/elderly 22 84 35 163 75 

* Item abbreviations presented in full in Table 67. 
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Table 65 

Mean scores for individual items on attitude scale: All responses 
combined n= 

Item* Mean score S. D. 

1. Nurse's role 3.5 1.1 

2. Nursing problem 4.2 0.7 

3. Stroke/indwelling 3.4 1.1 
catheter 

4. Multidisciplinary 4.1 0.8 
approach 

5. Surgery/drugs 4.4 0.7 

6. Rehabilitation 4.3 0.7 

7. Investigation 4.5 0.7 

8. Toileting/aids 3.3 1.1 

9. Laziness 3.7 1.1 

10. Understanding 4.5 0.7 

11. Longstanding 3.8 0.9 
problem 

12. Ageing 3.9 1.0 

13. Continence 3.7 0.9 
Adviser 

14. Elderly/ 3.9 0.8 
goal 

15. Demoralising 4.1 0.9 

16. Young/elderly 3.5 1.2 

*Item abbreviations presented in full in Table 67. 
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Table 66 

Mean scores for inc,. ividual items on attitude scale rade of nurse 

Grade of se 
Item* C. N (n=56) SN (n=109) EN (n=109) NL (n=105) 

X SD X SD X SD X SD 

1. Nurse's role 3.9 1.1 3.6 1.0 3.2 1.2 3.7 1.1 

2. Nursing problem 4.3 0.6 4.3 0.6 4.1 0.6 4.2 0.7 

3. Stroke/indwelling 3.8 1.1 3.4 1.1 3.0 1.1 3.6 0.9 
catheter 

4. Multidisciplinary 4.0 1.1 4.1 0.6 3.9 0.8 4.3 0.7 
approach 

5. Surgery/drugs 4.4 1.1 4.5 0.6 4.3 0.6 4.4 0.6 

6. Rehabilitation 4.4 1.1 4.4 0.5 4.1 0.8 4.4 0.6 

7. Investigation 4.5 1.1 4.5 0.6 4.3 0.7 4.6 0.5 

8. Toileting/aids 3.5 1.1 3.5 1.1 2.8 1.1 3.4 0.9 

9. Laziness 3.8 1.1 3.7 1.0 3.6 1.1 3.8 0.9 

10. Understanding 4.5 1.1 4.6 0.6 4.5 0.5 4.6 0.6 

11. Longstanding 4.2 0.5 4.0 0.7 3.6 0.9 3.9 0.8 
problem 

12. Ageing 4.1 0.9" 4.0 0.9 3.8 1.0 3.9 0.8 

13. Continence 3.9 0.9 3.0 0.7 3.7 0.9 3.7 0.7 
Adviser 

14. Elderly/ 4.2 0.6 4.0 0.7 3.8 0.7 4.1 0.7 
goal 

15. Demoralising 4.4 0.5 4.1 0.9 4.2 1.0 4.1 0.7 

16. Young/elderly 3.9 1.1 3.6 1.1 3.2 1.3 3.4 1.1 

*Item abbreviations presented in full in Table 67. 
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6.5.5.2 Incontinence attitude scale; 
Internal consistency reliability 

Before responses are presented as overall scores (by combining the scores 
of the individual items), the internal consistency of the scale, and thus 
its reliability, is described. 

Items were first removed from the scale when disagreement/agreement 

responses were obtained from less than 2% of the respondents (i. e. if the 
item showed too little variance). This resulted in items 5,6,7 and 10 
being discarded (Table 67) and left 12 items in the scale. For the 

shorter 12-item scale, the reliability coefficient alpha (Cronbach 1951) 

was calculated and the item to scale correlations were computed (Appendix 

54). Alpha = 0.78 and none of the item to scale correlations were less 

than 0.2. Within Cie literature, there is no consensus of opinion on the 

minimal acceptable level of alpha; however, Bond (1974) stated that any 

value over 0.5 would be acceptable to most researchers when assessing the 

reliability of survey tools. For the purposes of the current research, 

the attitude scale showed an acceptable level of internal consistency 

reliability, thus it was considered appropriate to combine the 12 

individual item scores to produce one overall attitude score. The 

presentation of results will subsequently refer to combined overall scale 

scores for these 12 items. 

6.5.5.3. Variables associated with attitudes to incontinence 

When the responses from the 12 items in the scale were combined, the 

maximum overall score which could be obtained was 60 and the minimum 
score was 12. The 379 nurses who completed the scale showed a mean 
combined score of 45.4 (S. D. = 5.2; range 26-60). Thus, on average, 
nurses' responses tended to agree with items which indicated favourable, 

rehabilitative/ therapeutic attitudes to incontinence and disagree with 
items which indicated unfavourable, palliative attitudes towards the 
problem. 
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Table 67 

Scale to measure nurses' attitudes towards aspects of urinary 
incontinence 

Items 

1. The nurse's primary role caring for patients with incontinence 
should be concerned with supplying appropriate aids. 

2. Incontinence is really only a nursing problem. 

3. During the early phase of stroke rehabilitation, bladder problems 
are best dealt with by a catheter. 

4. The assessment and management of incontinence is most suited to a 
multidisciplinary team approach. 

5. The only effective ways to achieve continence are surgery and drug 
therapy. 

6. Rehabilitation is the task of the physio and OT and should not be 
an additional workload for the nursing staff. 

7. Incontinence should always be investigated. 

8. Two-hourly toileting and incontinence aids are the only realistic 
ways to promote continence in the elderly. 

9. Patients are often incontinent due to laziness. 

10. It is important for all nurses to have a good understanding about 
the causes of incontinence. 

11. Elderly people with longstanding incontinence problems do not 
usually require investigation. 

12. Incontinence is an inevitable consequence of the ageing process. 

13. Continence promotion is a specialised skill and should be left to 
people such as a continence adviser. 

14. Continence is a realistic goal for many incontinent elderly people. 

15. I find it demoralising looking after incontinent patients because 
there is little I can do to help. 

16. Incontinence is usually more distressing for a young person than 
for someone who. is elderly. 
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Grade of respondent 

The mean combined scores for the four grades of nurses are shown in Table 
68. CNs showed the highest mean score (47.8) while the mean scores 
obtained by SNs (46.1) and NLs (45.9) were similar. The mean score 
obtained by ENs (42.9) suggested they had less favourable attitudes to 
incontinence when compared with the other grades of nurses (Table 68). 

Analysis of variance (Kruskal-Wallis) showed the differences between the 

mean scores obtained by the four grades of nurses were statistically 

significant (p<0.001) (Table 68). Paired comparisons between grades of 

nurses using the Mann Whitney U test showed that the CNs had 

significantly higher attitude scores than the SNs (u=2262.5, p<0.04), the 

ENs (u=1531.0, p=0.0000) and the NLs (u=2076.5, p<0.01). There were no 

significant differences between the scores obtained by the SNs and the 

NLs (u=5400.0, p<6.63) but the ENs had significantly lower attitude 

scores than either the SNs (u=3781.5, p=0.0000) or the NLs (u=3747.5, 

p=0.0000). 

Age of respondent 

Comparisons between age and attitude scores were made by grade of nurse 

using Kruskal-Wallis one-way analysis of variance (Table 69). No 

significant differences were shown for the SNs (p<0.25), ENs (p<0.08) and 

the NLs (p<0.61) (Table 69). A significant difference between age and 

attitude score was observed in the CN group (X2=12.08, p<0.02) (Table 

69). CNs who were 30 years or younger showed higher mean scores (less 

than 25 years 50.5,25-30 years 51.4) than older CNs (Table 69). Within 

group comparisons are shown in Appendix 55. 

Length of nursing experience/training 

Comparisons were made between length of nursing experience or, in the 

case of the NLs, length of training, and the mean attitude scores 

obtained. There was no significant association between NLs' length of 

training and attitude scores (Table 70). 
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Table 68 

Mean combined scores for items* on attitude scale 

Grade of nurse n= x S. D. Range+ 

Charge nurses 

Staff nurses 

56 

109 

47.8 

46.1 

5.6 

4.6 

33-60 

32-56 

Enrolled nurses 109 42.9 5.7 26-57 

Nurse learners 105 45.9 3.9 38-59 

* Additive scores for 12 items (4 items deleted with < 2% variance) 

+ minimum score = 12 

maximum score = 60 

Kruskal-Wallis one-way Anova X2 = 33.84 p<0.001 
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Table 69 

Relationship between age and attitudes to incontinence 

CNs (n=53) 
Age n= x S. D. Range K -W 

Less than 25 years 4 50.5 1.3 49-52 
75 - in vaara 16 51 

_14 
4.5 ILA-An 

31 - 35 years 5 46.2 3.4 41-50 X212.08 0.017 
36 - 45 years 17 44.7 7.8 21-55 
over 45 years 13 46.1 7.4 37-59 

SNs (n=107) 
Age n= R S. D. Range K-W P 

Value 
- years 53 45.6 1.4 - 

25-30 years 28 47.9 4.3 39-56 2 * 31-35 years 10 45.4 4.2 40-53 X =5.43 0.245 
36-45 years 10 44.5 6.4 35-56 
Over 45 years 6 47.0 4.8 43-56 

not significant 

ENs (n=109) 
Age n-- x S. D. Range K -W P 

Value 
20-24 years 23 43.0 5.3 38-55 
25-30 years 23 43.7 4.9 33-54 

* 2 31-35 years 13 43.7 5.3 37-52 =8.10 0.08 X 
36-45 years 26 42.6 6.2 32-57 
Over 45 years 23 40.0 5.5 26-48 

*not significant 

NLs (n=105) 

Age n= x Range K -W P 
Value 

17-19 years 32 44.6 41-57 
20-21 years 54 44.7 38-59 2 * 22-23 years 7 46.4 42-54 X =2 . 76 0.596 
24-26 years 3 47.0 45-51 
Over 26 years 9 47.4 42-54 

*Not significant 

K-W = Kruskal-Wallis ANOVA 

P 
Value 
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Table 70 

Relationship between length of NLs' training and attitudes to 
incontinence 

Nurse Learners (n=105) 

Length of Training n 'x Range K-W* p value 
9-12 months 33 46.2 41-57 

13 months -2 years 22 46.1 42-55 0.402 0.819 n. s. * 
>2 years 50 46.3 41-54 

**Kruskal Wallis one-way analysis of variance (corrected for ties) 

n. s. not significant 
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The qualified staff (CNs, SNs and ENs) were categorised into three 

groups, those with less than five years, between five and 10 years and 

more than 10 years nursing experience. Qualified nurses with more than 

10 years nursing experience showed a small, but statistically 

significant, lower mean attitude score than those with less nursing 

experience (p<0.0003) (Table 71). 

Paired comparisons between length of nursing experience and individual 

grade of qualified nurses were subsequently made (Table 72). CNs, SNs 

and ENs with 10 or more years nursing experience showed lower mean scores 
than those with less nursing experience. These differences were 

statistically significant in the case of the CNs (p<0.03) and ENs 

(p<0.004) but not ff)c the SNs (p<0.12). 

Type of ward 

The attitude scores obtained from respondents working on the four types 

of ward specialties were compared and are shown in Table 73. The mean 

scores obtained from nurses working in acute medical (45.8), acute HCE 

(46.5) and acute /rehabilitation HCE wards (46.0) were comparable. The 

mean score (39.4) obtained from respondents working in slow-stream 

rehabilitation HCE wards was lower, which suggested that the nurses in 

these wards exhibited less favourable attitudes towards the problem than 

those who worked on the other three types of wards. Differences between 

the mean scores obtained by nurses in the four types of wards were 

statistically significant (p=0.0000) (Table 73). Paired comparisons 
between wards showed the mean attitude scores obtained from nurses 

working in the slow-stream rehabilitation wards differed significantly 
from those obtained from nurses in the acute medical (u=801.0, p=0.0000), 

acute HCE (u=465.5, p=0.0000) and the acute/rehabilitation HCE wards 
(u=394.5, p=0.0000) (Appendix 56). No significant differences were shown 

between the attitude scores obtained from nurses working in the other 

three types of wards. 

Paired comparisons between the type of ward and mean attitude scores 

obtained by the CNs and ENs were made. Comparisons were not made in the 
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Table 71 

Relationship between length of nursing experience and attitudes to 
incontinence 

Qualified Nurses (n=269) 

Length of 
nursing experience n=x SD Range K -W P 

value 
< 5 years 129 46.1 5.0 32-56 
> 5-10 years 48 46.1 5.8 35-60 X2= 16.572 0.0003 

> 10 years 92 44.7 5.1 26-59 

*K -W Kruskall-Wallis ANOVA (corrected for ties). 
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Table 72 

of and attitudes to 

CNs (n=53) 
Length of 
nursing experience nx SD Range K-W P 

value 
years 9 47.7 6.0 -> 

5-10 years 13 50.8 5.6 39.60 X2= 7.0135 0.0300 
> 10 years 31 46.6 5.3 37-59 

SNs (n=107) 
Length of 
nursing experience n R SD Range K-W P 

value 

> 5-10 years 13 46.3 5.0 35-54 X2= 4.472 0.1069* 
> 10 years 13 44.3 4.3 40-56 

ENs (n=109) 
Length of 
nursing experience n x SD Range K-W P 

value 
<5 years 39 45.2 5.5 33-55 
> 5-10 years 22 43.2 4.5 36-52 X2= 10.936 0.0042 
> 10 years 48 41.0 5.7 26-57 

K-W Kruskal Wallis ANOVA (corrected for ties) 
* N. S. 
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Table 73 

Mean combined scores for items on attitude scale* by type of ward 

spe of ward n7 score SD Range t 

Acute Medical 151 45.8 4.5 35-59 

Acute 102 46.5 5.1 32-60 

HCE (Acute/Rehabilitation 68 46.0 5.6 35-59 

Slow-stream 31 39.4 5.1 24-48 

27 NLs in classroom situation omitted from analysis. 

* Additive scores for 12 items 
4 items deleted with <2% variance 

t Minimum score = 12 

Maximum score = 60 

Kruskal-Wallis one-way Anova X2= 36.12 p=0.0000 
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case of SNs as only one worked on the slow-stream rehabilitation HCE 
wards at the time of the study. Statistically significant differences in 
attitude scores were obtained by both the CN (p<0.004) and the EN 
(p<0.003) groups working in the slow-stream rehabilitation HCE wards when 
compared with those obtained by CNs and ENs working in the other three 
types of wards (Appendices 57 and 58). 

Day and night nursing staff 

Comparisons were made between mean attitude scores obtained from the day 

staff with those of the night staff. Nurses who worked during the day 

showed significantly more favourable attitudes towards incontinence 
(45.9) than nurses aho worked at night (43.6) (u=6247.4, p<0.004) (Table 

74). 

Relevant basic and continuing education 

Comparisons between the attitude scores and responses to questions on 

aspects of training and continuing education were made (Table 75). 

Teaching during basic training 

No significant differences were found between the attitude scores of 
nurses who had received teaching about continence promotion and 
management of incontinence during their basic training and those who had 

not (p<0.7). 

Care of the elderly post-basic courses 

Trained nurses (24 in number) who had undertaken a post-basic care of the 
elderly course (E. N. B. 298/940) showed significantly higher mean attitude 
scores (49.6) than those nurses who had not (44.5) (p<0.0001). 
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Table 74 

Comparison between mean combined attitude scores for the day and night 
nursing staff 

Qualified Nurses nxSD Ranget 

Day Staff 188 45.9 5.6 32-60 

Night Staff 88 43.6 5.4 26-56 

Mann Whitney U corrected for ties U= 6247.4 p<0.004 

*Additive scores for 12 items 
4 items with < 2% variance deleted 

t Minimum score = 12 

Maximum score = 60 
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Table 75 

Relationship between aspects of basic and continuing education and 
attitudes to incontinence 

Training/ 

Continuing Education n 3E SD Range 

Mann- 

Whitney P value 

Related classroom Yes 302 45.6 4.9 38-60 
U=3902.0 0.711 n. s. 

Teaching* No 27 45.0 7.4 26-50 

ENB 298/940 Yes 24 49.6 6.6 32-60 
U=1516.0 0.0001 

Care of the Elderly No 248 44.5 6.8 21-59 
Courses 

Related Yes 44 47.2 7.0 33-60 
U=3701.5 0.02 

In-Service Training No 230 44.8 5.2 26-59 

Conferences/ Yes 48 46.1 6.6 32-60 
U=4704.0 0.219 n. s. 

Study Days No 221 45.0 5.4 26-59 

Ward-Based** Yes 43 46.1 4.1 38-57 
U=1256.5 0.715 n. s. 

Teaching No 61 46.0 3.9 39-59 

* Includes NLs 
** NLs only 
n. s. not significant 

- 344 - 



Related in-service training 

Trained nurses who received in-service training related to incontinence 

also showed significantly higher mean scores (47.2) than those who had 

not (44.8) but the difference was less marked than for nurses who had 

undertaken post-basic care of the elderly courses (p<0.02) (Table 75). 

Ward-based teaching 

No differences in the mean scores were found between NLs who had received 

ward-based teaching related to incontinence (46.1) and those who had not 
(46.0) (p<0.72). 

Conferences/study drys 

Nurses who had attended at least one conference or study day related to 

incontinence had a slightly higher mean score (46.1) than those who had 

not (45.0) but these differences were not statistically significant 
(p<0.22). 

6.5.6 Definition of urinary incontinence 

At the end of the questionnaire, nurses were asked to define, in their 

own wards, the term "urinary incontinence". Responses were content 

analysed and coded. Responses tended to fall ist. "six broad categories 
(Table 76). Three hundred and forty nurses (89.0%) answered the 

question; the majority (88.8%) wrote one answer, 37 respondents gave two, 

and one NL gave three responses. Four CNs, 12 SNs, 23 ENs and 3 NLs did 

not answer the question. 

The most common answer given by nurses, irrespective of grade, was a 
broad, generalised definition stated as "loss of urine", "urine loss" or 
"lack of urinary (or bladder) control" (Table 76). This type of response 

was given by 23 CNs, 42 SNs, 46 ENs and 67 NLs, and accounted for 51.2% 

of the total number of answers given. The next most common category of 

responses defined incontinence in terms of urine voided in the wrong 
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Table 76 

Definition of urinr. rv incontinence 

Category of CNs SNs ENs NLs 
Response n=52 n=98 n=86 n=104 

n n n n 

Loss of urine in 23 (44.2) 42 (42.8) 46 (53.5) 67 (64.4) 
general 

Urine loss at wrong 
time and/or place 

Lack of awareness of 
need to void 

Loss of urine due to 
a specific cause 

Loss of urine regardless 
of amount 

14 (26.9) 35 (35.7) 11 (12.8) 26 (25.0) 

8 (15.4) 4 (4.1) 6 (7.0) 12 (11.5) 

3 (5.8) 10 (10.2) 16 (18.6) 2 (1.9) 

8 (15.4) 10 (10.2) 1 (1.1) 5 (4.8) 

Social/psychological 1 (1.9) 3 (3.1) 6 (7.0) 1 (1.0) 
implications 

Other* -8 (8.2) 7 (8.1) 4 (3.8) 

OTHER :* 

Complete lack of control (5), Breakdown of skills required for toileting 
(4), "Any loss of urine which is not just a "one off" occurrence" (1), 
Urine loss once or more a month (4), "Incontinence is urgency and lack of 
warning" (1), "Intricate disorder in which physical, psychological, 
social and economic disorders all play a part either directly or 
indirectly" (1), "Urinary incontinence is inability to keep dry during 
normal pursuits" (1), "Person who is unable to control passing urine and 
needs to seek or be given help by trained people" (1), "Inability of 
person to micturate independently" (1). 
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place and/or at the wrong time (Table 76), and accounted for 25.3% of the 
total number of re: ponses. Fourteen CNs, 35 SNs, 11 ENs and 26 NLs gave 
such replies. 

Other categories of responses defined incontinence in terms of the result 
of a specific cause (eg. "due to illness" or "loss of control of 
sphincter") (9.1%), as the individual's lack of awareness of the need to 
pass urine (8.8%), and urine loss irrespective of the quantity of leakage 
(7.1%). A small number of responses (11 in total) defined incontinence 
in terms of its social and/or psychological consequences (eg. "loss of 
urine sufficient to cause social or psychological problems). The other 
responses given are shown in Table 76. 

6.6 DISCUSSION 

A discussion of the main findings follows. The discussion is organised 

corresponding to the order of the results presented in section 6.5. 

6.6.1 Limitations of the method 

The wards in the five hospitals, from which the nurses in the sample were 

selected, were not considered atypical of acute medical and HCE wards in 
hospitals elsewhere. Nevertheless, no claims can be made as to how 

representative these wards were in comparison with similar types of wards 
in other health authorities in the U. K. Although all the nurses known to 
be working in acute medical and HCE wards in hospitals within one health 

authority were initially asked to participate in the study, this was a 
sample of convenience, thus the representativeness of the sample was 
unknown. However, the size of the sample was thought to be sufficiently 
large to include qualified and learner nurses who might be considered 
typical of other nurses working in similar clinical areas elsewhere. It 

could be argued that as respondents volunteered to participate, the 
results may be biased towards the more knowledgeable, or the more 
motivated groups of nurses in the sample. Caution is therefore required 
when interpreting the results, particularly in the case of the SNs and 
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the ENs, where the : espouse rates obtained (65.6% and 66.1% respectively) 
were lower than for the CNs (83.6%) and NLs (74.8%). 

Care should also be taken when interpreting results which depended upon 
the respondent's ability for accurate recall. Questions about specific 
aspects of basic training were likely to have posed difficulties for 
those nurses with many years nursing experience. Also, the education 
nurses remembered receiving may not necessarily have accurately reflected 
the education actually given. 

Finally, the limitations imposed by the use of self-report techniques to 
measure attitudes have already been discussed in the methods section 
(6.4) of this chapter, and will not, therefore, be addressed again here. 

As previously mentioned, some effect of "social desirability" may have 

occurred and thus cculd have biased the results obtained. 

Bearing in mind the limitations outlined above, a discussion of the main 
findings follows. 

6.6.2 Response rate 

The overall response rate (70.4%) appears favourable for a questionnaire 

of this nature. Although Heberlein and Baumgartner (1978) claimed 
increases in response rates in the region of 20% after the first follow- 

up questionnaire, it was interesting to note in the present study that 

only a small propo;: tion of the initial non-responders (9.0%) returned 
their questionnaire. 

The recruitment of NLs in the classroom situation, in the school of 
nursing, produced the highest level of response (100%) and indicates the 
success of a method of approach which employs a "captive audience". The 
next highest response rate was obtained in the slow-stream rehabilitation 
HCE wards (91.2%) where the majority of nurses were ENs (24; 77.4%). In 

comparison with the other types of wards used in the study, nurses in 
these wards appeared to be less frequently involved in research, and, as 
a consequence, were rarely approached to complete questionnaires. Nurses 
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in the slow-stream rehabilitation wards could, therefore, have been more 
motivated to participate in the present study. 

6.6.3 Nurses' education about incontinence 

The English National Board (ENB) syllabus guidelines for general nursing 
courses leading to the registration in part one of the professional 
register (ENB 1985 (19 ERDB) recognises that the promotion of continence 
and the management of incontinence is an essential nursing skill which 
should be included as part of nurses' basic education. 

If nurses are to help incontinent patients , they need a thorough 
knowledge of the normal functioning of the bladder and the ways in which 
it may become disordered. It is only through understanding the 

mechanisms which maintain normal bladder function, and how these might be 

affected by disease, injury, therapy or psycho-social factors, that 

nurses will be able to provide informed, therapeutic nursing care. If 

nurses are to be involved with teaching about preventive care, and about 

management strategies such as pelvic floor exercises and bladder 

training, they need to ensure that the patients themselves have an 
adequate understanding of how the bladder functions. Equally, an 
awareness of normal as well as impaired bladder functioning is likely to 

enhance the nurse's understanding of the principles underlying the 
interventions aimed at restoring continence or managing incontinence. 

In the present study, most of the nurses who could remember, stated that 

they had received sc, me education about the subject of incontinence during 

their basic training. Responses about the content of this teaching 
indicated that the majority of nurses had covered the anatomy of the 

urinary system and the causes of incontinence. The majority of the CNs. 
SNs and NLs also stated that they had been taught about the physiology of 
micturition. More than half (53.4%) of the ENs, however, reported that 
this subject had not been included in their basic education; an omission 

which needs to be addressed by nurse educators responsible for the 

planning of the growing number of conversion courses currently running in 
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schools of nursing in the UK, in lieu of the discontinuation of enrolled 
nurse training. 

The assessment of incontinence appeared to be a largely neglected 
component within the basic education received by the qualified staff and, 
in particular, the CNs. Less than half of the SNs, a third of the ENs 

and only seven (15.6%) of the CNs remembered having had any such 
teaching. In contrast, about three quarters of the NLs reported covering 
this area during their basic education. This variation between the 
teaching received by the qualified staff, and NLs, may be partly 
attributable to an increased awareness of the problem in recent years, 
together with developments in methods of incontinence assessment and 
management, and consequent changes in educational content. Much more 
emphasis is now -Olaced upon the need to identify the causes of 
incontinence, through the process of systematic assessment, than was 
hitherto the case (Norton 1986, King's fund 1983, RCN 1982). The way in 

which the subject of continence promotion, and incontinence, is currently 
taught to nurses during basic nurse education is, therefore, likely to 

reflect these developments. This appears to be borne out in the present 

study. Qualified nurses, with fewer years nursing experience, were much 
more likely than the more experienced nurses to have had some education 

related to the assessment of incontinence during their basic training. 

While all but one of the NLs and three quarters of the SNs remembered 
teaching about the management of incontinence during basic education, a 
surprisingly small )roportion of the other qualified nurses, less than 
half of the CNs and less than a third of the Effs remembered covering this 

area. The disparity between grades of nurses may again be partly 
explained by differences in the way in which the subject is currently 
taught. The CNs and the ENs tended to have trained earlier than the SNs, 

when the inclusion of such teaching may have been less consistent than it 
is today. 

The importance of continuing nurse education as a means of consolidating, 
supplementing and up-dating professional knowledge and skills is 
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increasingly recognised (United Kingdom Central Council 1983). Pembrey 
(1984) stated: 

"Maintaining professional standards of competence 
requires frequent practice and continuing mastery 
of new knowledge and skills". 

This assumes particular importance if nurses may have received either 
inadequate, or a lack of, educational opportunities during their basic 

nurse education. If nurses themselves fail to perceive a need for 
furthering their own education, however, they are unlikely to take up the 

available opportunities to do so. 

In the current study, the majority of the qualified nurses considered it 

important, or very important, to have opportunities to attend study days, 

conferences and courses relevant to the promotion of continence and 
management of incontinence (CNs 100%; SNs 98.2%; ENs 97.2%). In 

practice, however, a disparity existed between what nurses stated should 
happen and what actually occurred. In spite of the majority of qualified 

staff expressing a need for further education, just less than half of the 

CNs (44.6%), and the majority of the other qualified nurses (SNs 80.9%; 

ENs 72.5%) stated they had not received any additional education relevant 
to the promotion of continence or management of incontinence since their 
basic training. Although the ENB 9; 8 course "The promotion of continence 

and management of incontinence" had been running for four years, only one 

of the qualified nurses had attended such a course. These findings are 
cause for concern, particularly when it is remembered that the median 
length of time sind the CNs, SNs and ENs had trained was 14 years, two 

years and nine year., respectively. 

Harrison, Saunders and Sims (1977) highlighted the importance of ward- 
based teaching, study days and afternoons, suggesting that they enhanced 
the integration of theory and nursing practice which helped students see 
beyond specific tasks, or conditions, to general principles. In the 

current study, however, almost three quarters of the NLs stated that they 
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had not bad any ward-based teaching which had related to the subject of 
incontinence. 

In spite of an increasing awareness for a need to expand and improve the 

educational opportunities available to health professionals within the 

area of continence promotion and incontinence management (King's Fund 
1983, RCN 1982) it appears, from the results of this study, that a 
disparity remains between the size of the problem and the amount of 
relevant, structured education actually received by nurses in practice. 
Additional comments recorded by several of the nurses in the study 
highlighted their concern. 

One SN from an acute/rehabilitation HCE ward commented: 

"I've not covered the management of incontinence at all during 
my six years in nursing and feel totally ill-prepared". 

Another SN from an acute medical ward stated: 

"Personally, I feel this subject (incontinence) is often over- 
looked particularly as far as in-service training for qualified 
nurses in concerned". 

The reasons few nurses appeared to have had any further education about 
continence promotion and incontinence management may be the result of a 
number of factors. A dearth of opportunities for relevant continuing 

education may have prevented nurses from being able to up-date their 
knowledge in this area. Equally, a lack of uptake of the available 
opportunities by nuses, due to lack of resources, time or because the 

subject was viewed as being of low priority in comparison with other 
areas of nursing, are factors which might have accounted for these 
findings. 

Smith (1984) recognised the importance of nurse education within the area 
of continence promotion and incontinence management and stated that it 

was up to the nurse managers to ensure that there were staff resources 
for on-going in-service education specific to this area. Waters (1986) 
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commented that if nurses are to up-date their knowledge and skills, they 

must have the time and the access to the relevant materials. Thus, it is 
important not only to provide relevant educational opportunities, but 

also to ensure that nurses are released from their clinical commitments 
in order to further their education. There is evidence to suggest that 
this may not always be the case, at least in the case of learner nurses. 
Harrison, Saunders and Sims (1977) reported that although learners 

greatly appreciated study sessions and tutorials during their clinical 
allocations, they sometimes expressed difficulties in leaving wards to 

attend them, either because of pressure of work or due to lack of 
enthusiasm on the part of the nurses-in-charge. 

Where nurses remembered receiving teaching about the promotion of 
continence and management of incontinence, it appeared to be limited and 
focused predominantly on palliative measures such as incontinence aids, 

appliances and indwelling catheters, or "regular", "two hourly" or 
"frequent toileting". Rehabilitative interventions aimed at treatment, 
for example, pelvic floor exercises, intermittent catheterisation, or 
specific bladder, or habit training regimens were rarely identified. No- 

one mentioned teaching about the use of behaviour modification techniques 

as a method of management. Irrespective of grade of nurse, teaching 

about the wider aspects of management, for example, the prevention of 
incontinence (3.5%), patient education (4.0%), environmental factors 
(2.2%), or bowel management (1.8%) were rarely mentioned. Where nurses 
had mentioned related in-service education, this did not appear to have 

redressed the balance. Of those nurses who said they had received some 

post-basic education, or in the case of NLs, ward based teaching, the 

content of teaching concerned with the management of incontinence was 

similar to that found during basic education. Emphasis was again upon 
the use of incontinence aids, appliances and indwelling catheters, while 
interventions aimed at treatment, or the wider aspects of management were 
similarly rarely identified. 

As mentioned at the beginning of this discussion, these findings may not 
be representative of the true extent of the teaching received by nurses 
but merely reflect those areas of management about which nurses 
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remembered being taught. However, the fact that nurses failed to 
identify similar areas of management, irrespective of grade, does suggest 
that important aspects of nursing care may have been neglected during 

nurses' basic and post-basic education. There is some evidence to 
suggest that nurses are often unaware of the variety of management 

options that are available to prevent or control incontinence. Badger 
(1983) carried out an observational study to investigate the toileting 

and changing procedures carried out by nurses on four care of the elderly 
wards and one medical ward. She concluded that the nurses' inability to 

meet patients' needs was limited by their lack of knowledge and thus, 

nursing care was largely dictated by routine, infrequent toileting and 
change rounds. She stated: 

"The nurses we're aware that underpads were unsatisfactory and 
there might be alternatives, but in the absence of knowledge 
their use of u. rderpads continued because they were the only way 
they knew of managing urinary incontinence". 

The King's Fund Working Group (1983) carried out a study of 113 Directors 

of Nurse Education which found that many (the precise number is not 

specified) felt that teaching given to nurses concerning the promotion of 

continence was inadequate compared to teaching about the management of 
incontinence. 

Thus, it appears that in spite of apparent changes in attitudes in recent 

years, much of the teaching nurses remembered receiving during their 
basic and post-basic education still centred upon measures aimed at 

containing the prob}. em. This raises questions concerning the nature of 
the information taught to nurses, and the level of knowledge possessed by 

the nurse educators themselves. If it is the role of nursing education 

to impart a body of specific knowledge about the promotion of continence 

and management of incontinence, it is not only practising nurses but the 

nurse educators themselves, who need to regularly up-date and further 

their expertise within this area. There is evidence, however, to suggest 
that this may not always be the case. The results of a meeting held to 

evaluate the ENB 978 courses on the "Promotion of continence and 

management of incontinence" showed that few requests to attend such 
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courses came from nurse teachers (ACA 1987). The report commented that 

results from a questionnaire to nurse teachers in training revealed a 
disquieting lack of knowledge about incontinence. The details of this 

survey, however, were not reported. Should nurse educators fail to up- 
date their own knowledge and take account of the variety of treatment or 
management options that are available as alternatives to incontinence 

aids and indwelling catheters, practising nurses may perceive their role 
as restricted to palliation, limited to the provision of aids or to 
traditional, and sometimes inappropriate, practices such as "two-hourly" 

or "routine" toileting. 

When nurses were asked to rate their level of preparation, as a result of 
specific areas of teaching about incontinence, namely the causes of 
incontinence and its assessment, methods to promote continence, and the 

use of incontinence aids and indwelling catheter management, the majority 

of nurses stated they felt well or fairly well prepared in all of these 
five areas. 

The extent to which a nurse feels prepared about a particular area of 

care, however, does not necessarily correlate with her level of 
knowledge in that area or the quality of related nursing care delivered. 

For example, Wynne and Marteau (1987) found that nurses' self-assessments 
of their knowledge of cardio-pulmonary resuscitation were unrelated to 

their practical performance when these specific skills were tested in 

practice. Thus, nurses may overestimate their level of expertise in a 

particular area and. as a consequence, may fail to perceive a need to 

seek further opportsnities to improve their knowledge or skills. This 

may partly explain why few of the qualified nurses reported having had 

any post-basic education relevant to the management of incontinence. 

A substantial proportion of nurses, of all grades, (31.2%) rated 
assessment as the area of teaching about which they felt the least well 
prepared. This finding is, perhaps, unsurprising in view of the range of 
knowledge and skills required to carry out a comprehensive incontinence 

assessment. Interestingly, NLs were the largest proportion of 
respondents who had received teaching about the assessment of 
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incontinence, yet they were also the group who felt the least well 
prepared about the subject. This might have been due to their 

comparative lack of clinical experience in which to integrate their 

theoretical knowledge with their clinical skills. 

Of those aspects of teaching about which respondents were asked, the 

majority, irrespective of grade, felt most prepared about the management 
of indwelling catheters. As discussed earlier, indwelling catheter 
management was stated to be the second most commonly taught subject about 
incontinence management during basic and post basic nurse education. 

Specific information concerning nurses' levels of knowledge about 
indwelling catheter management was not examined in this study. There is 

evidence to suggest, however, that nurses might have over-estimated their 
knowledge in this area. Results of a survey carried out in five district 

general hospitals showed that much of the nursing practice associated 

with the care of indwelling catheters was inadequate (Crow, Muthall and 
Chapman 1988). The authors concluded that nursing practice associated 

with catheter care was not being based upon knowledge. A study by Roe 
(1989) has similarly identified deficits in nurses' knowledge related to 

catheter care, which she suggested indicated a need for further education 
in this area. 

In spite of the widespread use of incontinence aids and appliances, 

particularly in the acute /rehabilitation and slow-stream rehabilitation 
HCE wards (as reported in Chapter 4), a substantial number of nurses 
(20.2%) did not fee'.. well prepared about their use. There are currently 

a wide range of aids and appliances available for incontinence sufferers 
and nurses need to have a sufficient level of knowledge to be able to 
inform people of their availability and their correct use. Manley 
(1984a) noted that these products were in such profusion that problems 

arose in their choice and supply. The RCN report (1982) "The problem of 

promoting continence" claimed that nurses and doctors were very ill- 

informed about the relative advantages and disadvantages of different 

types of incontinence aids. A number of comments made by nurses in the 

current study indicated that confusion did exist about the basis upon 
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which choices of incontinence aids should be made. In spite of a growing 
body of research which has sought to evaluate some of these incontinence 

aids, for example, Fader et al (1986), Egan, Thomas and Meade (1985), 

Smith (1985), Malone-Lee, McCreery and Exton-Smith (1982), there remains 
a need for rational, up-to-date guidelines upon which nurses, other 
health professionals and incontinence sufferers themselves can make 
informed choices. A King's Fund project paper "Aids for the management 
of incontinence", compiled by Ryan Woolley (1986), has produced a useful 
foundation from which such guidelines can be established. It would seem 
timely, in view of the increasing use of information technology within 
health care services, for the setting up of a national incontinence aid 
data base for use by health professionals in all relevant disciplines. 

Clinical ward expersnce was identified by nurses, irrespective of grade, 

as contributing most to their knowledge about incontinence. More than 

three quarters of the E&s and over half of the other grades of nurses 

expressed this view. This finding is, perhaps, to be expected where 

nurses had received little relevant basic or post-basic education related 
to the subject of continence and incontinence. In the case of the CNs, 

however, where over a quarter had attended relevant post basic courses 

and almost half a related study day or conference, it is disappointing to 
find that the largest proportion of the CNs still primarily relied upon 
their clinical experience. While clinical experience is an important 

factor in the development of a nurse's expertise, experience per se does 

not provide her with the rationale, nor the scientific principles upon 

which to base her practice. The way in which this question was worded, 
however, may have biased these results, as nurses were asked to make only 
one choice from a list of specified options. This question would probably 
have been more informative if respondents had been given the choice of 

making more than one response. Nevertheless, others have reported 

similar findings. In a survey carried out to assess nurses' knowledge 

about cancer, Elkind (1981) found that, in general, nurses had an 
inadequate level of understanding about the disease which she attributed 
to the undue emphasis nurses placed upon clinical experience as their 

major source of information about cancer. 
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In the current study, just over a quarter of the SNs and a few of the 
other qualified nurses identified education received during their 
training as their main source of knowledge about incontinence. This is 

perhaps to be expected when a large proportion of the qualified nurses 
had trained several years ago. Surprisingly, however, less than a third 

of the NLs identified classroom teaching, compared to over half (57.5%) 

who stated that ward experience had contributed most to their knowledge 

about incontinence. Thus, a large proportion of the NLs still relied 
primarily on clinical experience even though they had comparatively 
little upon which to guide their practice. 

Few nurses (6.0%), of any grade, relied upon nursing books or journals as 
their primary means of gaining information about incontinence management. 
This is particular]. x surprising in view of the proliferation of relevant 

articles and research reports, as well as a growing number of books which 

are currently available. This is not, however, a problem peculiar to 

the management of incontinence. The minimal use of library facilities, 

or ferences made to the literature, by nurses, is well documented (Wells 

1983, Barrett 1981, Myco 1980, Studdy 1980, Birch 1979). 

The comparatively few nurses who appeared to rely upon methods, other 
than their clinical experience, as means of obtaining relevant 
information raises questions about the quality of their teaching, as well 

as about the way in which nurses perceived their work. 

Nurses are unlikely to rely upon their basic and post-basic education 

where the information given fails to equip them with sufficient, relevant 

or up-to-date knowledge applicable to the clinical situation. 
Alternatively, the traditional "apprenticeship" style of nurse education 

may encourage nurses to place undue emphasis on their clinical experience 

as a basis for knowledge at the expense of the theoretical knowledge 

which should underpin rational nursing practice. As Elkind (1981) 

stated, there are a number of aspects of knowledge that cannot be gained 
directly through clinical experience and she encourages nurses to look 
beyond their day-to-day experience to a wider theoretical approach. The 

impending radical changes to nurse education 
ýU. K. C. C. 1986) should offer 
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nurses an unprecedented opportunity to achieve this. If nurses rely 
solely on their clinical experience as a basis for practice, there is a 
danger that popular misconceptions, as well as traditional, often 
inappropriate nursing practices, associated with caring for patients with 
incontinence will be perpetuated. 

6.6.4 Difficulties experienced by nurses caring for patients with 
incontinence 

Almost three times as many CNs as other grades of nurses stated that 

problems associated with incontinence frequently occurred in the ward. 
As previously mentioned in section 6.5, slight differences in the way in 

which the question was posed to the CNs, compared to the other grades of 
nurses, might explain the variation between the perceived frequency of 
problems. The SNs, EIN and the NLs may have been less inclined to admit 
that they experienced problems caring for patients with incontinence, 

perceiving this to be a reflection of inadequacy on their part. The CNs 

might have been more willing to identify such problems due to the less 

personal way in which their question was worded. Alternatively, the CNs, 

as the nurses responsible for the overall management of nursing care in 

the ward, may be more aware than the other qualified staff of the extent 
to which problems actually occurred. 

Problems associated with incontinence were perceived by respondents as 
occurring more frequently in the acute medical and acute HCE wards than 
in acute /rehabilitation HCE and slow-stream rehabilitation HCE wards, 
these differences being statistically significant in the case of the SNs 

and ENs but not CNs. 

Thus, the perceived frequency of problems identified by nurses appeared 
unrelated to the extent to which incontinence occurred in the wards. As 
reported earlier in Chapter 4, the prevalence and severity of urinary 
incontinence was found to be greater in the acute/rehabilitation RCE and 
slow-stream rehabilitation HCE wards, yet the nursing staff in these 
wards identified fewer related problems than those in the acute wards. 
This may reflect the fact that nurses in the acute/rehabilitation HCE and 
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slow-stream rehabilitation HCE wards had sufficient knowledge, skills and 
resources available to them to cope adequately with the problem. None of 
the data obtained Li this, or the previous studies, however, appeared to 

support this assumption. Alternatively, the above finding may have been 

a reflection of resigned acceptance on the part of nurses in these wards, 
who might more readily have perceived incontinence as part of the day-to- 
day routine nursing care of elderly people than as a problem deserving 

active intervention. 

Predictably, insufficient time or nursing staff were the most common 

problems, identified by a third of all the respondents. There is little 

doubt that providing care for patients who are incontinent is time- 

consuming (Igou 1986, Wells 1975a, Norton, McClaren and Exton-Smith 

1962). Norton et al (1962) found that caring for incontinent patients, 

together with pressure area care, were the two most time-consuming 

aspects of nursing care in wards for the elderly. Igou (1986), in the 

United States, estimated that nurses spent an average of one hour every 
24 hours per patient carrying out incontinence and related care in 

nursing homes for the elderly. 

In Wells' (1975a) study, lack of nursing staff was similarly identified 

as the most common problem, when nurses were asked to identify 

difficulties experienced when caring for elderly people in hospital. 

Wells maintained, however, that it was the system of delivery of care, 

rather than the shortfall of nurses, which was the main problem. Where 

nursing care focuses. upon the completion of routine tasks rather than as 

a response to individual patient problems, needlessly time-consuming, 

often inappropriate interventions may be the result. For example, in a 

ward, the traditional nursing practice of routine toileting of 
individuals, or groups of patients, as a means of avoiding incontinence 

is demanding in terms of time and staff resources, and, in the absence of 

any assessment of individual patient's bladder requirements or, of any 

possible causes of the problem, is likely to be only sporadically 

successful. Thus, changes in the deployment of nursing care may be more 
important than merely increases in staff per se. 
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The nursing management of patients with incontinence is also dependent 

upon the way in which nurses perceive the problem. If incontinence is 

considered to be low priority in comparison with other patient problems, 
its management is also likely to be viewed as being of less importance 
than other aspects of nursing care. A number of nurses expressed 
opinions which implied that this might be the case. The following 

convent was made by one SN in an acute/rehabilitation HCE ward: 

"I often find myself getting angry and frustrated with patients 
who are incontinent. I'm often too busy to spend time with 
patients in order to promote continence, i. e. two-hourly 
toileting. This is probably due to lack of knowledge about 
incontinence". 

Another comment made by a SN in an acute/rehabilitation HCE ward 

expressed a similar view. 

"Hourly or two-hourly toileting often doesn't work 
but patients find the concept of an indwelling 

catheter difficult to accept". 

The first comment implied that despite the fact the SN worked in a HCE 

ward, incontinence management was regarded as something to be undertaken 

after other, more "legitimate" aspects of nursing care, had been carried 

out. This might partly have resulted from the way in which "continence 

promotion" was perceived. Both this and the latter comment, supported by 

other findings in this chapter, and in Chapters 4 and 5, indicated that 

nurses had only a limited appreciation of the ways in which they might 
help patients regain continence; this being predominantly restricted to 

the practice of regular toileting of patients. It seems from the second 

comment that the nurse considered the use of an indwelling catheter as 

the only alternative to regular toileting. 

-361- 



The second most common problem identified was concerned with either the 
supply of incontinence aids or problems associated with their use. This 

was the most common problem identified by the SNs. Some of the comments 
recorded are shown below: 

"The main problem is patients not tolerating their aids 
and leakage around the pad". 
(EN Acute/Rehabilitation HCE ward) 

"There is no continuity of care about using the same 
aids on all three shifts". 

(SN Acute/Rehabilitation HCE ward) 

"There are many appliances but they rarely respond 
alike so it seems to be trial and error". 
(SN Acute HCE ward) 

"On our ward there is only one type of pad to use". 
(EN Acute/Rehabilitation HCE ward) 

"Finding the bust incontinence aid for each patient 
without up-to-date knowledge of the specialty is the 
biggest problem". 
(CN Acute medical ward) 

"The pads used in the ward don't appear to work, 
the beds still get very wet". 
(NL School of Nursing) 

The issue of incontinence aids and appliances was addressed earlier in 

section 6.6.3. While almost a third of the SNs, ENs and the NLs had 
highlighted problems associated with skin care, for example, rashes, skin 
breakdown and pressure sores, CNs rarely mentioned this aspect, possibly 
because they were less likely to be involved in giving direct patient 
care. A number of comments made by nurses indicated that there was some 
confusion concernins the type of skin treatments which should be applied. 

Approximately twice as many NLs as qualified staff identified problems 
associated with the emotional or psychological sequaele of incontinence. 
Responses given tended to highlight the embarrassment, humiliation and 
distress caused to patients as a consequence of their incontinence. In 

contrast to the qualified nurses, NLs also tended to identify their 
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personal concern or anxiety as a result of patients' emotional responses. 
For example one NL in the school of nursing commented: 

"Being able to cope with the patient's feelings of 
disgust and shame is my main problem". 

The variation in the extent to which problems associated with the 

emotional or psychological aspects of incontinence were identified might 
have been due, once again, to the NLs' comparative lack of clinical 
experience. It could, however, be that qualified staff become habituated 

to the problem, thus they may personally become more able to cope with 
incontinence but they may also tend to minimise its consequences for the 

sufferer. This might have accounted for the nurses' apparent lack of 
awareness of the psycho-social aspects of incontinence, as reported 
earlier in Chapters 4 and 5. 

A small, but substantial, number of respondents (37 in all) considered 
their own lack of knowledge about incontinence to be a problem, while it 
is interesting to note that 10% of the respondents (none of the CNs) 
identified problems associated with some aspect of staff conflict. This 
latter problem was most frequently identified by the SNs and NLs. This 

may have resulted where nurses working in the same ward had differing 

educational backgrounds, expectations and attitudes. As a consequence, 
any attempts to change existing nursing practices, or the introduction of 
new ones, may have been met with resistance, thus serving as a source of 
staff conflict. 

6.6.5 Nurses' knowledge about the causes, assessment and management of 
incontinence 

6.6.5.1 The causes of incontinence 

If frequency of answer is an indication of knowledge, it is disappointing 

to find that, irrespective of grade of nurse , the average number of 
causes of incontinence identified was only tV6. This is a particular 
cause for concern when one considers that incontinence may be the result 
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of a wide range of causes or predisposing factors. While frequency of 
answer is not necessarily an indication of knowledge, one would have 

expected the qualified staff to have identified a greater number of 
causes than the N Is. This may be explained by the fact that the NLs 

appeared to have had more education related to the subject of 
incontinence during their basic training than the qualified staff 
(section 6.5.2). A substantial proportion of the CNs, with many years 
nursing experience, however, had been on relevant post-basic courses or 
study days and conferences, yet their responses to this question remained 
limited. 

When nurses were asked what they thought were the main reasons for 

incontinence, urinary tract infection (UTI) was the most frequent answer 

given, irrespective of grade of nurse. As discussed in section 1.4.4.1, 

an acute UTI is thought to cause sensory urge and frequency of 

micturition which can cause transient episodes of incontinence (Norton 

1986, Ouslander 1986, Resnick and Yalla 1985, Brocklehurst 1978a) 

although the relationship of asymptomatic UTI as a cause of incontinence, 

particularly in the elderly is unclear (Boscia, Abrutyn and Kaye 1988, 

Ouslander 1986, Brocklehurst et al 1968, Boscia et al 1986). 

The clinical setting in which the respondents worked, medical or HCE, was 
likely to have influenced the nature of the responses given, thus a 

similar proportion of nurses identified neurological disease as a causal 
factor of incontinence. Incontinence is a symptom commonly associated 

with neurological impairment and may be the result of a number of inter- 

related factors (Barer 1989, Green 1986, Brocklehurst 1984b, Farrar 1984, 

Milne 1976). For example, a stroke may cause impaired mobility, 
perceptual problems or communication dysfunction, together with one or 

more specific physiological bladder disturbances, such as detrusor 

instability, any one, or all of which, may predipose a patient to 
incontinence. The majority of responses given, however, were stated as 
disease entities and lacked specificity so that it was not possible to 

assess whether the nurses were aware of the precise factors involved. 

Should nurses fail to perceive incontinence as the result of specific, 
often multiple causal, or predisposing factors, but rather the result of 
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a global disease entity such as a stroke, the basis upon which 
therapeutic, not merely symptomatic, nursing care can be planned is 
likely to be compromised. 

It is worrying to find that a substantial number of nurses, over a third 
overall, and just less than half of the SNs (47.3%) gave very vague 
reasons for incontinence, as indicated by the large proportion of non- 
specific responses recorded. These answers imply that many nurses had 

only a superficial, and in some cases, erroneous, understanding of the 

underlying causes of incontinence. Answers such as "weak bladder" or 
"natural wear and tear" suggested that some nurses viewed incontinence 

with a sense of resigned acceptance. Other responses given such as 
"disease" or "medical causes", which were categorised as "ill health", 

were equally non-specific, as were answers which identified ageing as a 

cause. This latter group of responses indicated that some nurses 

perceived incontinence as concomitant with ageing rather than as the 

result of one, or several, potentially remediable factors. The emphasis 

of their responses implied that very few appeared to be aware of any 

specific age-related changes to which an individual may become 

increasingly susceptible. Edington Shepherd and Bainton (1983) carried 

out a study in 13 residential homes for the elderly and found that almost 

a third (31%) of the officers-in-charge interviewed, stated that the main 

cause of urinary incontinence was as the result of growing old. While 

comparatively few respondents in the current study gave such answers, it 

is, nevertheless, of particular concern to find that just less than a 

quarter of the CNs did so. 

Hardy (1981) ident. fied a need for nurse educators to increase the 

content of nursing curricula about the biological and sociological 

changes associated with ageing, in order that nurses might provide more 
appropriate care for the elderly. If nurses are not taught about the 

specific age-related physiological changes which can affect renal and 
bladder function, or fail to appreciate the difficulties associated with 
toileting which may accompany a gradual reduction in physical 
capabilities in the elderly (eg. mobility, dexterity) then many of the 
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common misconceptions about incontinence in the elderly are likely to 

persist. 

Just over a third of the respondents in the current study indicated an 

awareness of the association between mobility and or mental impairment 

and incontinence. As immobility and mental impairment are very common 
problems in elderly patients admitted to hospital, it is surprising that 

the majority of nurses failed to identify these factors. 

Although approximately a third of the nurses identified pelvic floor 

weakness (or gave similar, related answers) another common form of 
bladder dysfunction was very rarely identified. Detrusor instability, 

the unstable bladder or "urge" incontinence, was identified by less than 
2% (five in number) of the respondents. 

As discussed in section 1.4.2.1 in Chapter 1, detrusor instability can 

arise from local factors such as faecal impaction, a variety of 

neurological disorders, or it may be idiopathic or psychogenic in origin. 

Incontinence may result from involuntary bladder contractions normally 

associated with symptoms of urgency, frequency and nocturia (as 

previously described). As discussed in section 1.4.2.1 in Chapter 1, a 

substantial number of studies, while based on highly selected samples 
(mainly patients who have attended urodynamic clinics), have shown that 
detrusor instability is the commonest type of bladder dysfunction in 

those 65 years and older, and is probably responsible for the highest 

incidence of incontinence in the elderly (Ouslander et al 1986, Eastwood 

and Warrell 1984, Castleden and Duffin 1981, Hilton and Stanton 1981, 

Overstall, Rounce at, d Palmer 1980, Farrar 1984, Brocklehurst and Dillane 

1966b, Abrams, Fenelry and Torrens 1983). 

It could be argued that a knowledge of underlying physiological concepts 
makes no difference to the ability of the nurse to care for the patient 
who is incontinent of urine. Alternatively, it could be argued that in 

the absence of such knowledge, the nurse is unlikely to recognise the 

patient's altered physiological responses so that her ability to make 
informed clinical observations, upon which to base appropriate nursing 
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practice, is compromised. Igou (1986), referring specifically to the 

care of patients with incontinence, claimed that carers need to 
understand the underlying principles of an intervention in order to be 
able to effectively carry it out. Whether this can be achieved without 
understanding the process of normal micturition, or without adequate 
knowledge of the factors which can disturb bladder function, is 
doubtful. For example, results obtained from urodynamic investigations 
have shown that patients with detrusor instability often experience 
warning of impending micturition simultaneously or only a few seconds 
before urine appears in the urethra (Castleden and Duffin 1981). In 

these circumstances, widely recommended nursing interventions such as 
the nearby positioning of bottles or commodes may not alleviate the 

situation. 

As discussed in section 1.7.1 in Chapter 1 and in section 4.6.5, in 

Chapter 4, it had been suggested that frequent toileting often fails in 

some patients because bladder capacity is so small that it is exceeded 

even if urine is allowed to collect for two hours (Castleden and Duffin 

1981). 

Several respondents to the questionnaire commented that regular 

toileting practices were often ineffective. The following remark made 
by a SN in the current study typified these comments. 

"Two-hourly toileting just doesn't work for most of the 
patients on our ward". 

Frequent toileting may be contraindicated in patients with detrusor 

instability where efforts to increase bladder capacity by gradual 
lengthening of intervals between voiding can successfully cure 
incontinence. Clay (1986), among others, has suggested that in some 

circumstances frequent toileting can cause bladder capacity to be 

reduced further. 

In the absence of knowledge concerning the underlying physiology of 
specific types of incontinence, continued episodes of urine loss in the 
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presence of interventions such as "regular" toileting, or the nearby 
positioning of toilet receptacles, as described above, may be 
inappropriately intarpreted by nurses as "laziness", "attention-seeking" 
or "manipulative behaviour". Indeed, 15 respondents identified laziness 

on the part of the patient, as a conmon reason for incontinence. In the 
study by Edington, Shepherd and Bainton (1983), laziness and apathy were 
common reasons given for incontinence (the precise figure is not 
reported) by carers interviewed in residential homes for the elderly. 

An impression gained by the researcher while carrying out earlier 
studies, was that patients who experienced symptoms suggestive of 
detrusor instability, were perceived by some nurses as being 

purposefully difficult or lazy. The nurses themselves appeared to be 

unaware of any possible underlying processes causing the incontinence. 

In the absence of sich knowledge, it is understandable that nurses might 
misconstrue the reasons for specific types of incontinence. 

As with findings reported in Chapters 4 and 5, several important 

predisposing or causal factors, which nurses are ideally positioned to 

recognise and manage, were infrequently mentioned. Thus, the adverse 

side-effects of drug therapy as a predisposing factor for incontinence 

were rarely identified. Similarly, environmental constraints such as 
inappropriate seating or clothing, or inadequate or inaccessible toilet 
facilities, were very rarely considered as factors which might 

predispose an individual towards incontinence. As respondents were 
ward-based nurses and in a position to recognise and alter, or adjust, 

many of these environmental factors, it is surprising to find so little 

mention of them. Wells (1975a) also found that nurses in her study 

appeared to have a rinimal awareness of the problems that can result as 
a consequence of the ward environment. In the current study, severe 
constipation or faecal impaction were identified by only a minority of 

nurses (48 in number). This infrequent consideration of a number of 
easily treatable factors, with which nurses are often directly 

concerned, suggests that many had only a minimal awareness, or were 
largely unaware, of the multiplicity of causal factors involved. 
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The three short accounts which described specific types of incontinence 

- 1) stress incontinence, or urinary retention with overflow; 2) urinary 
retention with overflow; 3) sensory or motor urge incontinence and 
frequency - were intended to provide additional information about 
nurses' knowledge of the causes, assessment and management of 
incontinence. The responses which identified the causes of the three 
types of urine loss described will be briefly discussed. 

The most common answer when asked to identify the possible causes of the 

urine loss described in the first account was "stress incontinence". 

Although the term has come to be referred to as a diagnosis (when 

confirmed by urodynamic investigation), a sign and a symptom, it gives 
very little indication of what the underlying causes of urine loss are. 
Of the 215 nurses who gave this response, 21 specifically mentioned 
pelvic floor weakness, 16 other gynaecological problems such as vaginal 
prolapse, and 28 mentioned childbirth or multiparity. Thus, of those 

nurses who identified stress incontinence, it is unclear in the majority 
of cases (70%) whether nurses were aware of any specific causal factors 

involved. In view of the substantial proportion of non-specific answers 
obtained earlier, when nurses were asked to identify specific reasons 
for incontinence (discussed above), it is possible that nurses were 
unclear about the precise factors involved. Twenty percent of the 
answers given to the first account were responses such as "weak bladder" 

or "bladder not working properly" and is indicative of a considerable 
lack of knowledge. In some cases, confusion existed between "stress" 

resulting from an emotional reaction and stress incontinence describing 

a specific type of urine loss. 

As in the first account, the majority of responses (two thirds) to the 
second account identified the causes of urine loss in terms of symptoms 
(either as retention or retention with overflow) and not causes. Of the 
230 respondents who gave this answer, only four indicated a specific 
underlying cause of the symptom. As in the first account, it was 
unclear whether nurses were actually aware of the causal factors which 
might give rise to retention of urine with overflow. It is particularly 
important that nurses be able to recognise and understand the underlying 
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mechanisms of urinary retention, as it has been suggested that this is 
an often under-diagnosed symptom, particularly in the elderly 
(Brocklehurst 1984L). It is some cause for concern that 32 nurses (21 

of whom were qualified staff) were unable to suggest a single cause for 
the urine loss described. Over a third suggested bladder outlet 
obstruction, most commonly identified as caused by an enlarged prostate, 
13% neurological impairment and three suggested post-operative 
complications. Only a small proportion of respondents identified faecal 
impaction (16%). None of the nurses identified inappropriate drug 
therapy (eg. anticholinergic drugs) as a possible cause. 

It is interesting to note that the third account was the least answered 
of the three. Thirty three of the 40 nurses who stated that they did 

not know what the possible causes of urine loss described could be were 
qualified staff, eight of whom were CNs. As with the findings discussed 

above, the most common response was again urinary tract infection, 
identified by two thirds of the respondents. There was again a notable 
absence of other common causes, particularly detrusor instability (5%), 

or associated factors such as faecal impaction (0.6%) or the adverse 
side-effects of diuretic therapy (6%). 

The vagueness of the responses to the question about causes of 
incontinence in general, and to the three accounts, as well as the 
infrequent consideration of a number of important factors, implies that 

a considerable proportion of nurses had only a superficial understanding 
about the causes of incontinence, and many may have been largely unaware 
of the multiplicity of causal or predisposing factors involved. Wells 
(1975a), reported oimilar findings. She attributed nurses' lack of 
knowledge about the causes of incontinence, in part, to an inadequate 

understanding of anatomy and physiology. 

Although most of the CNs, SNs and NLs, and just less than half of the 
ENs in the current study stated that they had been taught about the 
physiology of micturition, and the majority of nurses about the causes 
of incontinence, their responses appeared to reflect marked deficits of 
knowledge in these particular areas. This must again raise questions 
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concerning the content and quality of nurses' education. There is 

evidence to suggest that nurse educators themselves are aware of their 
inadequate knowledhe regarding the teaching of anatomy and physiology. 
A study by Haywood and Akinsanya (1982) found that of 324 nurse tutor 

students questioned in England and Wales, the majority (86%) expressed 
considerable anxiety about their lack of knowledge of the life sciences 
(anatomy, physiology, microbiology and pharmacology), about which they 

were expected to teach. 

The dearth of recorded information which had identified the possible 

causes of incontinence in the nursing records, as reported in the 
document survey in Chapter 4, may have resulted from nurses' fundamental 

lack of knowledge about the causes of incontinence. 

6.6.5.2 The assessment of incontinence 

The formulation of planned nursing and medical interventions have a 

greater probability of success where the rationale for their use is 

based upon information derived from a systematic assessment. The 

assessment of urinary incontinence, however, can be complex due to its 

many causal or predisposing factors. This may have been a reason why 

many of the respondents (12.0%), in particular the ENs, failed to answer 

the question. It was worrying to find that one CN stated she did not 
know what was meant by the word "assessment", as the assessment of 

patient problems forms the basis upon which the Nursing Process is 

founded. In spite of the potential complexity of the assessment of 

incontinence, it was again disappointing to find that the nurses tended 

to identify an average of only three areas for consideration. As with 

the responses about causes of incontinence, there was surprisingly 
little variation between the number of assessment areas identified and 

the grade of the respondent. 

Although a considerable proportion of the respondents (41.0%) had 

identified a need to assess the patient's functional status, one would 
have expected this area to have been mentioned by a greater number of 

nurses. Nurses are in an optimum position to observe the patient's 
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ability to carry out the many skills necessary for independent 
toileting, yet three quarters of the CNs, over half of the other 
trained staff and just less than half of the NLs who responded had 
failed to consider any aspect of assessment in this area. 

Information which serves to define the type of incontinence, which 
nurses, particularly in the ward situation, are ideally placed to 

observe, was infrequently considered. The frequency, time or 
circumstances in which episodes of incontinence occur, responses which 
were categorised as "pattern" for the purposes of this question, 
provides nurses with information upon which appropriate, individualised 

nursing care can be planned, but of equal importance, may provide 
important cues in determining the possible underlying causes of the 

problem. Similarly, observations of the nature of the urine loss, and 
associated symptomE such as urgency, frequency or nocturia, not only 
have direct implications for the delivery of individualised nursing care 
but also contribute to information which can help to identify the 

specific type of incontinence. Few nurses (10.0%), however, mentioned 

any of these aspects as part of an assessment of incontinence. These 

findings are comparable with those of the document survey reported in 

Chapter 4, where very little evidence describing the pattern or nature 

of incontinence was found in either the nursing or the medical records. 
Just less than two thirds of respondents failed to identify a need to 

collect any information concerning the history of the problem. 

The use of a continence chart was rarely mentioned (6.0%), a finding 

similar to that reported in Chapter 4, where in practice charts were 

observed to be used very infrequently. 

As the majority of nurses had failed to identify several common causes 
of incontinence, as discussed in section 6.6.5.1, it was not surprising 
to find that a number of important aspects of assessment were 
correspondingly deficient. Thus, as few nurses had identified 

constipation or faecal impaction as causal or predisposing factors for 
incontinence, it followed that assessment of dietary intake or bowel 
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function, or the need for a rectal examination, were also areas rarely 
mentioned (6.5%). 

Nurses had been asKed to consider factors for assessment specifically 

within the context of a patient in the ward environment. The need to 

assess for environmental hazards which may predispose an individual 

towards incontinence was rarely recorded. It could be that nurses were 

unaware of the range of environmental factors which can affect a 
patient's ability to cope with eliminatory needs; alternatively, nurses 
may minimise their importance so that their consideration as part of an 

assessment is diminished. 

With the exception of urinalysis or urine culture, few nurses identified 

the need to consider specific investigations, such as a physical 

examination, measw: ement of residual urine volume or urodynamic 

procedures. 

The importance of an assessment of the patient's needs at home prior to 
discharge from hospital has long been recognised (Hockey 1968, Noble 

1967, Skeet 1971). This remains, however, an area for concern. Studies 

by Victor and Vetter (1987), Waters (1987) and Armitage (1985), among 

others, have shown that a patient's discharge from hospital is 

frequently unplanned with little attention being paid to arranging 

appropriate community nursing assistance. The suitability of toileting 
facilities and the availability of care in the home, the need for 

specific aids, equipment, or adaptations to existing equipment, as well 

as establishing whither the patient and/or her relatives have been 

educated in their use, are some of the areas which need to be assessed 
by the nurse prior t. o the discharge of a patient with incontinence. 

In order to ensure continuity of care, all patients who are incontinent 

on discharge from hospital should, ideally, be referred to the district 

nursing services to inform them about the assessment carried out while 
in hospital, and about any equipment needed to be used by the patient 
concerned. However, few nurses in the current study identified any 
factors which would be pertinent to discharge planning. As the CN is 
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ultimately responsible for the planning and co-ordination of nursing 
care in the ward, it is of particular concern that only one had 
mentioned this area as part of an assessment. It is interesting to note 
that the group least likely to be responsible for the planning and 
organisation of the patient's discharge, the NLs, were the respondents 
most likely to mention factors relevant to this area. Littlewood (1984) 

noted that when elderly patients were discharged from hospital, district 

nurses often felt ill-informed about the cause of an individual's 
incontinence, as well as about the reasons for the choice of aids. 

As with other results mentioned above, these findings are similar to 
those found in the document survey in Chapter 4 where little recorded 
information pertinent to discharge planning was found in either the 

nursing or the medical documentation. These results suggest that the 

majority of nurses are either unaware of the need to gather such 
information, or else they do not view it as being part of their role, 
but rather the function of others, for example the district nurse or 

continence adviser. Where hospital care is perceived in isolation from 

community care, ward-based nurses may fail to see the relevance of 

gathering specific information which aims to facilitate and co-ordinate 
the patient's discharge from hospital. 

As discussed with reference to the survey in Chapter 4, section 4.6, one 

might have expected nurses to be particularly aware of the 

psychological, social and sexual implications incontinence may pose an 
individual. The majority of responses given in the current study 
concentrated on the assessment of physical aspects. An assessment of 
the patient with incontinence should also include the identification of 
psycho-social factors which may not only contribute to incontinence, but 

also affect the patient's response to treatment (Ory, Wyman and Yu 
1986). A small proportion of the respondents (13%) considered it 
important to assess the patient's attitude to her incontinence, and a 

smaller number of nurses (9.0%) identified the need for privacy and 
confidentiality during the process of assessment. However, very few of 
the nurses (6.0%) bad included any assessment of the psychological, 
sexual or social implications which may affect the sufferer, her family 
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or carers. These findings correspond with those previously discussed in 
Chapter 4, in which little information pertaining to these areas was 
recorded in either the nursing or medical records. The infrequent 

consideration of psycho-social aspects of caring for elderly people in 
hospital was similarly reported by Wells (1975a). 

These findings reinforce the suggestion made earlier in Chapter 4 that 
nurses tend to ignore or minimise the psycho-social effects incontinence 

may have upon the sufferer. As the respondents were either exclusively 
(HCE wards) or frequently (acute medical wards) caring for elderly 
patients, this apparent lack of awareness may have been a reflection of 
particular misconceptions about the elderly,. incontinence or both. For 

example, where incontinence is perceived to be a natural consequence of 
ageing, the impact on the individual, psychologically or socially, may 
be triviali1sed in cDmparison with someone who is young. Equally, while 
sexuality is viewed as being of legitimate concern in the young, this is 

not always so in the elderly. Webb (1984) claimed that a general 

assumption prevails that old people are sexless and interest in 

sexuality is abnormal or even distasteful. Andrews (1988) stated that 

there is still embarrassment when discussing the sexuality of the 
disabled and the-old; a factor which might explain why so few nurses had 

identified this area for assessment. This issue will be discussed 

further in connection with nurses' attitudes. 

This limited consideration of factors associated with the assessment of 
incontinence was similarly identified when responses to the three 

accounts were examined. The phrasing of the second part of the question 
was intentionally non-specific in order to find out whether nurses would 
suggest strategies for the assessment, as well as the management, of 
incontinence. Thus, for each of the three accounts, nurses were asked 
to suggest what might help a patient suffering the urine loss described. 

Interventions aimed at assessing the problem, with the exception of 

carrying out a urinalysis, were rarely identified. Thus, the monitoring 
of fluid intake and/or episodes of incontinence, a rectal examination of 
bowel management, a physical examination, measurement of residual urine 
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or the monitoring of drug therapy, for example, were infrequently 

mentioned. 

Although an assessment of incontinence is specific to the needs of a 
particular individual, there are general principles upon which an 
assessment of the problem should be based. Whilst it would have been 

unrealistic to have expected nurses to identify all the factors that may 
need to be assessed, if the range and the scope of the responses to the 

question are considered, only a minority of nurses appeared to have a 
clear framework upon which an assessment of incontinence might be 

established. Luker (1981) evaluated the effect of health visitor 
intervention in a sample of elderly women living at home. She suggested 
that health visitors may have difficulty working with old people because 

they lack a framework for health assessment of the elderly. In the 

current study, nurses may have experienced similar difficulties when 

asked to identify "actors specific to the assessment of incontinence. 

On eight of the wards in the study, the CNs stated that nurses used 

written guidelines for the assessment of incontinence. These consisted 

of a one-page checklist developed by the district continence adviser. 
Whether such checklists were used in practice was not established. 
Interestingly, there were no appreciable differences between the answers 

obtained from nurses in the wards where checklists were available and 
those in which they were not. 

Voith and Smith (1985) developed a nursing decision tree (algorithm) 

based on critical indicators (signs and symptoms) of urinary dysfunction 

in an attempt to more precisely define incontinence problems. The tool 
has still to be validated in clinical practice but this may prove to be 

one means of helping nurses to improve their assessment skills in the 
future. 

It is debatable whether merely changing the documentation, without an 
accompanying understanding of its underlying rationale, is sufficient to 
increase the quality of the assessment. This has been amply 
demonstrated in situations where the Nursing Process has been perceived 
solely as a form of nursing documentation, rather than as a system by 
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which nursing care is organised and delivered (Haywood 1986, O'Brien, 
Clinton and Cruddace 1985, Birch 1982). While a checklist or a 
questionnaire may serve as a useful aide-memoire during an incontinence 

assessment, it is unlikely that the information so obtained can be 

appropriately interpreted if used in the absence of adequate knowledge. 

The nurse may not perceive the assessment of incontinence to be part of 
her role but rather the specific function of other health professionals, 
such as the doctor or the continence adviser. When asked who they 
considered to be mainly responsible for the assessment of a patient with 
incontinence, approximately 10% of the sample (five nurses, including 

one CN, identified the medical staff and 34, of whom 21 were qualified 
staff, identified the continence adviser) did not include the ward 
nurse. Nurses are unlikely to actively engage in collecting information 
for assessment if they do not perceive this to be a primary part of 
their role. 

There appears to be a need for further basic and post-basic education 

specifically related to the assessment of incontinence. Systematic data 

were not directly collected on the quantity or quality of education 

concerning the subjects of continence and incontinence currently taught 

in the school of nursing. Information obtained from two of the nurse 

teachers in the school of nursing in the health authority in which the 

study took place, revealed that during basic training nurses received 

one hour of teaching specifically related to incontinence management. 
Nurses attending post basic care of the elderly courses had one, and 

occasionally two hours of related teaching. In the main, teaching was 

carried out by the district continence adviser. It is doubtful that 

given the small amount of time currently allocated to teaching about the 

subject of incontinence overall, sufficient attention can be given to 

teaching the underlying theory and clinical skills necessary to enable 

nurses to make infoimative assessments of patients with incontinence. 

Recently, Runciman (1989) reported a study which examined the ways in 

which different groups of health professionals working in the community 
assessed the health of elderly people at home. The assessment of the 
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patients' continence status, among a number of other areas, was 
identified as being particularly poor. Interestingly, of a small sample 
of general practitioners, health visitors and district nurses, it was 
the district nurses who were the group least likely to identify this 
aspect of assessment, yet they are often the health professionals who 
are most likely to encounter problems of incontinence in the community. 
Runciman (1989) advocated the use of video-recordings of real interviews 
as a teaching tool to enable health professionals to acquire specific 
health assessment skills in the elderly. The use of video-recordings of 
real or simulated situations, or alternatively the use of role play, to 
illustrate examples of types of continence problems commonly found in 
the clinical situation might equally help to improve nurses' knowledge 

and skills when assessing incontinent patients in their care. 

6.6.5.3 The management of incontinence 

The management interventions identified by nurses in response to the 

three descriptions of types of urine loss were limited. It was 
encouraging to find that the majority of nurses who had identified 

stress incontinence, suggested the use of pelvic floor exercises, this 
being the most common response given irrespective of grade of nurse. A 
few nurses specifically stated that the teaching of such exercises 
should be carried out by the physiotherapist, but in the majority of 
cases it was not possible to determine whether nurses perceived 
themselves as initiators of such treatment. Whether nurses had 

sufficient knowledge about the underlying rationale for pelvic floor 

exercises, in order to carry out appropriate patient teaching, is 
debatable. The vague nature of many of the responses given when nurses 
were asked about the causes of incontinence, as discussed previously, 
would suggest not. 

A small number of kurses, 30 in all, suggested regular or two-hourly 
toileting. While regular toileting may avoid the accumulation of large 
amounts of urine, it does not, however, treat the underlying cause, and 
as soon as intra-abdominal pressure exceeds urethral pressure 
incontinence will occur. 

-378- 



The wider aspects of management were again infrequently considered. The 

abdication of the nurse's role as health educator has been highlighted 
by Wilson-Barnett (1988) and Syred (1981), among others. As many of the 

causes of stress incontinence are known, nurses have an important role 
in the health education of women, either helping to prevent the problem 
from first developing, or, where already present, preventing the symptom 
from becoming worse if treatment has failed. However, the general 

aspects of patient education such as advice about weight reduction, 

where appropriate, was recorded twice, while none of the respondents 
identified increasing exercise in general, or dietary advice to prevent 

constipation. 

It was disconcerting to find that while over a quarter (28%) of the 

respondents identified the use of a residual catheter, more than half of 

the respondents suggested using an indwelling catheter to relieve 

urinary retention with overflow. While an indwelling catheter may well 

be necessary in such circumstances, many nurses failed to identify other 

helpful strategies, such as intermittent catheterisation, which might 

initially be carried out. 

As previously mentioned, a rectal examination was rarely recorded and 

none of the respondents identified a need to review the patient's drug 

regimen. The use of diuretics, anticholinergic drugs, and a "muscle 

relaxant", as well as the giving of analgesia to relieve urinary 

retention, were a small but potentially harmful number of interventions 

recorded by six qualified nurses and one NL, and indicated a 

considerable lack of pharmacological knowledge on the part of the 

respondents. Where drug therapy was stated as a possible intervention, 

nurses rarely named the specific types of drugs to be used. 

Few nurses (3%) identified the use of bladder or habit training, based 

on a prior assessmeit of the patient's usual pattern of micturition, in 

response to incontinence associated with urge, frequency and nocturia. 
Instead, toileting again focused upon a regular or two-hourly pattern 
(31.5%). The adjustment of environmental factors, or the patient's drug 

therapy, was infrequently mentioned. As with previous findings in this 
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study, and those of Chapter 4, the provision of emotional support, where 

necessary, or the giving of advice about methods of coping with either 

with the treatment or the problem itself, were rarely stated. 

6.6.6 Nurses' attitudes towards specific aspects of the problem 

As discussed earlier, there are a lack of data to support the premise 
that behaviour is necessarily influenced by an individual's attitudes. 
Nevertheless, the importance of nurses' attitudes as determinants of 
quality of care have been highlighted by many (Harrison 1988, Bond and 
Bond 1987, Fielding 1986, Gunter and Miller 1977, White 1977, Wells 

1975a). Studies such as those of Fielding (1986), Kitson (1985) and 
Stockwell (1972) provided evidence that nurses do categorise patients 

and deploy nursing care accordingly. Referring specifically to the 

elderly, Brocklehurst (1977) acknowledged the importance of nurses' 

attitudes and stated: 

".... the nurse is the key figure and her attitude 
and understanding will probably be the greatest 
single factor to the success of geriatric care". 

Hardy (1981) suggested that most of us in nursing, in all settings, are 

at times culpable of yielding to the temptation of stereotyping those in 

our care. She stated that this stereotyping can lead us into errors of 

misconception and misinterpretation on which we proceed to base our 
decisions. This may be particularly relevant when one considers a 
health problem such as incontinence, where traditionally, misconceptions 

abound. Indeed, Wells and Brink (1981) stated that "the real problem in 

dealing with urinary incontinence is one of the attitude of health 

providers". 

Before discussing, the implications of the overall attitude scores 

obtained in the cirrent study, comments about findings to some of the 
individual items i-. the scale are made. 
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The findings that almost all of the respondents (98.7%) believed it was 
important that nurses themselves had a good understanding about the 

causes of incontinence, and a similar proportion agreed that 
"incontinence should always be investigated", were encouraging. 

It could be argued that the way in which nurses perceive their role is 

an important factor in determining their attitudes towards caring for 

patients with incrntinence. A substantial proportion of the qualified 
staff, eight CNs, just less than a quarter of the SNs and a third of the 
ENs agreed with the statement that "the nurse's primary role caring for 

patients with incontinence should be concerned with supplying 

appropriate aids". While the provision of appropriate incontinence aids 
is undoubtedly an important nursing function, this suggests that a 
number of nurses in the sample may have perceived their role in caring 
for patients with incontinence as predominantly palliative, rather than 

therapeutic, in function. The preponderance of indwelling catheters on 

all four types of wards in the study, as well as the considerable use of 

pads, pads and pants, and sheath drainage systems in the 

acute /rehabilitation HCE and the slow-stream rehabilitation HCE wards, 

as reported in the document survey in Chapter 4, indicated that in 

practice, much of the management of incontinent patients focused upon 
the use of such aids. A small proportion of respondents (32 in all; six 
CNs, six SNs, 13 ENs and seven NLs) agreed with the statement 
"Continence is a specialised skill and should be left to people such as 

continence advisers", while a further 65 respondents answered that they 

were uncertain. Thus, as with the finding discussed above, there seemed 

a tendency for some nurses to perceive their role caring for patients 

with incontinence merely in terms of coping strategies. 

Nurses' perceptions of their ability to intervene therapeutically with 
elderly incontinent patients was, in a number of cases, limited. 
Respondents who agreed with the statement that "two-hourly toileting and 
incontinence aids are the only realistic ways to promote continence in 

the elderly" indicated that a number of nurses appeared to have only a 
very limited appreciation of the management options available. The NLs 

were least likely to express this view, while it is worrying to find 
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that almost a quarter of the SNs (23.4%) and over half (51%) of the ENs 

agreed with this statement. The findings of the earlier studies in 
Chapters 4 and 5, again suggested that in many instances patients who 
were identified by the nursing staff as incontinent were frequently 

prescribed incontinence aids or "regular", "routine" or "two-hourly" 

toileting to the exclusion of any other methods of management. It is 

possible that the nurses who agreed with this statement did so as a 
result of their beliefs about, and low expectations of, what can be done 
to alleviate incontinence in old age. If incontinence is perceived by 

nurses as a normal outcome of ageing, this would not inspire them to 

attempt rehabilitation. 

Alternatively, this may reflect nurses' general lack of awareness 
concerning the variety and scope of the management strategies that are 
available to treat or alleviate the problem. While incontinence aids and 
fixed-interval toileting have a place in the management of patients with 
incontinence, they are interventions that are primarily directed towards 
keeping the individual dry rather than treating the underlying cause of 
the symptom. These findings, together with those discussed earlier in 

this chapter, indicate that there may be a need for nurse educators to 

place greater emphasis upon teaching nurses about rehabilitation than is 

presently the case. 

It is claimed that indwelling catheters are prescribed too readily, often 
before other, less invasive methods of management have been attempted 
(Castleden and Duffin 1981). As mentioned above, the findings reported 
in Chapter 4 indicated that a large proportion of patients, in all four 

types of wards, had indwelling catheters to control incontinence. 
Although the reasons for their use were not examined, their widespread 
application suggested that many might have been prescribed before the 
patient had been adequately assessed, or before other methods of 
management had been t: onsidered. 

The NLs were again least likely to agree with the statement "During the 
early phase of stroke rehabilitation bladder problems are best dealt 

with by a catheter". A quarter of the SNs and 40% of the ENs (comprising 
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almost two thirds of those in the slow-stream rehabilitation HCE wards), 
however, did so. Although it is not possible to infer that these nurses 
would necessarily behave any differently in clinical practice to those 

who disagreed with this statement, it does, nevertheless, suggest that in 

such circumstances the consideration of less invasive techniques might 
possibly be overlooked. 

It was disconcerting to find that 10 of the CNs, and approximately a 
quarter of the SNs and ENs agreed that "patients are often incontinent of 
urine due to laziness". It was particularly noticeable that three of the 

six CNs and almost half of the ENs (46%) in the slow-stream 
rehabilitation HCE wards agreed with this statement. As mentioned 
earlier in this discussion, a substantial proportion of nurses in the 

sample appeared very ill-informed about the underlying causes of 
incontinence. Should nurses interpret incontinence to be the result of 
laziness, and thus, of the patient's own doing, their motivation to 

initiate therapeutic intervention is likely to be reduced. 

Cle ven 
Ten percent of the sample agreed that "incontinence was an inevitable 

part of the ageing process". Fewer of the NLs agreed with this statement 

compared with the qualified staff, with ENs accounting for the largest 

proportion (38.8%). In common with the statement discussed above, almost 
half of the qualified nurses working in the slow-stream rehabilitation 

HCE wards agreed with this view. Nurses' expectations of patient 

behaviour are likely to influence their perceptions of what can be done 

to help patients in their care. As already mentioned above, should 
incontinence be viewed as a natural consequence of ageing, nurses might 
be inclined to passively accept the problem as irremediable. 

Although few nurses agreed with the statement "I find it demoralising 

looking after patients with incontinence because there is little I can do 

to help", it is disturbing to find that 27 nurses (nine SNs, ENs and NLs 

respectively), never;. heless, did so. If nurses themselves are unaware 

of their potential to provide therapeutic care for patients who are 
incontinent, either due to lack of knowledge, appropriate attitudes, or 
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both, the care they give to patients is likely to be severely 
compromised. 

There are widely held, yet unsubstantiated assumptions, that an 
individual's emotional, social or sexual needs diminish with age (Webb 
1984). As a consequence, the impact incontinence might have upon the 
elderly sufferer may be underestimated in comparison with a younger 
sufferer. There i:; evidence to suggest that elderly incontinent women 
(65 years or older) are just as likely to suffer feelings of stigma, 
reflected in self-assessed isolation and low self-esteem, as younger 
women with incontinence (Norton et al 1988). Although the evidence to 

support Norton et al's (1988) findings is lacking for males, there is no 
reason to believe that the emotional impact experienced by older 
incontinent men will be any different to that of younger men who suffer 
from incontinence. Over a quarter of all respondents, nine CNs, almost a 
quarter of the SNs, just less than a third of the NLs and over a third of 
the ENs agreed with the statement that "incontinence is usually more 
distressing for a young person than for someone who is elderly". Two 

thirds of the CNs and half of the ENs in the slow-stream rehabilitation 
HCE wards agreed with this statement. If the psychological or social 
impact of being incontinent is perceived as being of less importance in 

the elderly, there _s a risk that nurses will be less inclined to view it 

as a problem to the individual concerned. This finding is supported by 

previous results in this study and by those of Chapters 4 and 5, in which 

psycho-social support to sufferers with incontinence in general appeared 
to be a largely neglected area of nursing care. It is particularly 
important that nurses be aware of the emotional and psychological 
sequelae incontinence might pose the individual, young or old, as well as 
her family, so that they might help alleviate these problems and foster 

appropriate coping skills so the patient might better manage her 

symptoms. 

Judging by the moderately high coefficient alpha (0.78), obtained when 
the attitude scale was subjected to internal consistency reliability 
testing, it appeared that the individual items were equivalent in terms 
of measuring the same attribute. Thus, when the individual scores from 
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the 12 items were combined to produce an overall score, tentative 

suggestions can be made as to whether nurses displayed rehabilitative or 
therapeutic tendencies or conversely, palliative or less rehabilitative 
tendencies towards specific aspects of caring for patients with urinary 
incontinence. 

The minimum combined scale score which could have been obtained was 12 

and the maximum was 60. The mean score obtained by respondents was 45.4, 

thus, in general, nurses appeared to have positive, rehabilitative or 
therapeutic attitudes towards aspects of caring for patients with 
incontinence. 

overall scores varied according to the grade of nurse, with CNs having 

significantly more favourable attitudes in comparison with other grades 

of nurses. It is of particular importance that CNs have positive, 
therapeutic attitudes towards specific health problems, such as urinary 
incontinence, since it is they who are ultimately responsible for the 

prevailing ethos of the ward environment, a factor likely to influence 

the nature and the quality of nursing care provision. There is evidence 

to suggest that the quality of patient care delivered by ward nurses is 

directly influenced by the sister's organisational attitudes to her work. 
Kitson (1985) found that where sister's of HCE wards organised and 

planned care based on the performance of tasks and procedures, the 
delivery of nursing care in these wards was observed to be less 

therapeutic than in wards where the sisters organised care in response to 

individual patient needs. 

In the current study, the Ms, in comparison with the other qualified 
staff, were much more likely to have had post-basic education relevant to 

the promotion of continence and management of 1n1.. continence; a factor 

which may well have influenced the responses obtained here. 

Although there was little difference in the attitude scores between SNs 

and NLs, the ENs showed significantly less favourable attitudes in 

comparison with each of the other grades of nurses. 
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Campbell (1971) investigated ward nurses' attitudes towards the elderly 
in the United States. She found that the licenced practical nurses 
(LPNs) (equivalent to ENs in the UK) were more likely to accept 

stereotyped attitudes about the elderly than the registered nurses (RNs) 

who demonstrated more positive attitudes. Interestingly, the LPNs spent 

more time caring for the elderly than the RNs. 

Hardy (1981), referring specifically to caring for the elderly, maintains 

that breaking down negative attitudinal mores, and providing the support 

needed to enable staff to accept change, will largely be achieved through 

education. Differences in the educational preparation of ENs, compared 

with that of registered nurses, might have accounted for the variation in 

attitude scores obtained. The educational preparation of enrolled nurses 

had traditionally emphasised the application of practical skills with, 

perhaps, less emphasis on imparting theoretical knowledge necessary, in 

part, for the inculcation of appropriate attitudes. 

ENs might have had fewer opportunities for participating in relevant 

basic and post-basic education than either the CNs or SNs. ENs' basic 

education, currently being discontinued in the UK, is two years in 

duration in comparison with three years for registered general nurses. 

However, as discuss-&d earlier, with the exception of the CNs, there was 

little difference 1etween the ENs and SNs concerning the amount, and 

content, of relevant basic and post-basic education received. 

The system in which nursing care is organised might have accounted for 

the ENs displaying less positive attitudes in comparison with other 

grades of nursing staff. In contrast to the CNs and the SNs, ENs are 

primarily involved with giving direct personal care to patients and are 
less often involved with the prescribing or organising of nursing care. 
Hardy (1981) suggested that as a consequence, the EN may well become task 

orientated and develop stereotyped attitudes because the system of work 

allows her little scope beyond "getting the work done". In the slow- 

stream rehabilitatio. i HCE wards in the current study, however, the ENs, 

with the exception cf the CNs and one SN, comprised the majority of the 

nursing staff. In these circumstances, the ENs were likely to have been 
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as accountable as the other qualified staff for the organisation of much 
of the nursing work, yet they still demonstrated significantly less 

positive attitudes than the CNs in these wards. 

Where the role of the EN is primarily involved with the giving of what is 

often termed "basic nursing care", for example activities associated with 
elimination, washing and feeding, care is often assumed to be less 

skilled, or of low status and thus less valued than other aspects of 
nursing work. This may be particularly true when considering nursing 
care associated with patients' needs for elimination, which Badger (1983) 

and Myco (1984) claim is an area often perceived by nurses to be of low 

priority. Where ENs themselves, or other members of the ward staff, 
undervalue the importance of these essential nursing activities, their 

expectations of what can be done to assist patients with such skills are 
also likely to be limited. 

As ENs form a substantial proportion of the qualified workforce, 

particularly in HCE wards, and because in the ward situation they are 
likely to provide much of the care associated with the patients' 

eliminatory needs, it is important that they adopt positive attitudes 
towards the care of patients who are incontinent. While the simple 

provision of education may not automatically lead to changes in nurses' 

attitudes, it is likely to be one way through which many of the 

misconceptions surrounding incontinence may be gradually dispelled. As 

the findings indicated that Effs, compared with other grades of nurses, 
had the least positive attitudes, educational programmes directed at this 

specific group of nurses might be indicated. It is also important that 

the educational content of the enrolled nurse conversion courses pays 

sufficient attention to the promotion of positive attitudes towards the 

management of incontinence. 

The night staff demonstrated significantly less positive attitudes than 
the day staff. The reduction of nursing staff at night, thereby 
increasing the nursing workload, as well as fewer opportunities for 

continuing education, might have accounted for these findings. The need 
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to provide regular in-service education, specifically targeted at night 
staff, should be encouraged. 

Significant differences emerged between the attitudes of those nurses who 
had completed particular types of post-basic education and those who had 

not. There were no differences between the attitudes of nurses who had 

received specific education relevant to continence and incontinence 
during basic training, or those who had attended relevant conferences or 
study days. Unless nurses have opportunities to consolidate and update 
information, it is unlikely that the education received during their 
basic training wil'. be sufficient for any sustained effect upon their 

attitudes, particularly if nurses trained a number of years ago. 
Equally, the possible benefits accrued from attending study days or 

conferences might rapidly dissipate once the nurse returns to the 

clinical situation. It was interesting to find that nurses who had 

completed the ENB 298 or 940 care of the elderly courses showed 

significantly more positive attitudes than those who had not. Nurses who 
had some in-service training relevant to the care of patients with 
incontinence also had significantly more positive attitudes, although 
differences were less marked than in those cases where nurses had 

undertaken the above mentioned courses. It is not possible, however, to 

assume that these t fferences are directly attributable to the attendance 

of such courses or in-service training. Nurses who had undertaken the 

ENB 298 or 940 courses, or relevant in-service training, may already have 

had more positive attitudes than those who had not. 

Age and length of nursing experience appeared to have some influence on 

nurses' attitudes. Although there were no statistical differences 

between age and attitude scores for SNs, ENs and NLs, age was a factor in 

the case of the CNs. Younger CNs (30 years or less) had significantly 

more positive attitudes than older CNs. The younger CNs would tend to 
have trained more recently, when changes in attitudes towards 
incontinence and developments in continence promotion have occurred. 
Younger CNs were aloo more likely to have completed relevant post basic 

courses than older Ci(s, which as discussed above, may have been a factor 
influencing nurses' ittitudes. 
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SNs and ENs with less than 10 years nursing experience also tended to 
have more favourable attitudes than nurses who had a longer length of 

service; these differences being statistically significant for the ENs. 
Similar reasons to those mentioned for age might have accounted for these 
findings. 

The type of ward in which the nurse worked was found to have a highly 

significant effect upon the attitude scores obtained. The qualified 

nurses working in the slow-stream rehabilitation HCE wards appeared to 
have significantly less positive attitudes, compared with nurses working 
in any of the other three types of wards. These differences remained 

when separate comparisons for the CNs and the ENs in the four types of 

wards were carried out. Although the CNs tended to have more positive 

attitudes overall, the CATS in the slow-stream rehabilitation HCE wards 

scored significantly lower than the CNs in the other types of wards. 
Thus, nurses' attitudes towards aspects of caring for patients with 
incontinence were different depending on the type of ward in which they 

worked. 

There is evidence that the more dependent the patient the more negative 

the attitudes evoked by the nurses who care for them. A small study by 

Fielding (1979) which examined nurses' attitudes towards the elderly in 

general found that patients in a continuing care ward were rated 

significantly more negatively by nurses than elderly out-patients 

attending a day hospital. A number of other studies have observed that 

the more dependent the patient the more negative the attitudes evoked 
from nurses (Kappeli 1987, Stockwell 1972, Brown 1971). 

In the current study, the variation in attitudes reported between 

different types of wards may have been related to differences in the 

characteristics of the patients for whom nurses cared, which in turn, may 
have influenced the way in which nurses perceived patients' needs for 

nursing care. Although the slow-stream rehabilitation HCE wards in the 

current study were not considered "long-stay", in comparison with the 

other three types 3f wards, the average length of patient stay (as 

reported in Chapter 4) was considerable (nine months). While data on 
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patient characteristics were not collected systematically,. patients in 

the slow-stream rehabilitation HCE wards were likely to have been more 
functionally and mentally impaired than patients in the other types of 

wards. Urinary incontinence, as reported in Chapter 4, was more 
prevalent in the slow-stream rehabilitation HCE wards (71%), a factor 

which has been shown to be associated with increasing levels of physical 
and mental impairment (Sier, Ouslander and Orzeck 1987, Berrios, 1986, 

Brocklehurst and Dillane 1966b, Isaacs and Walkey 1964). 

The wider context in which nurses perceive their role is likely to 

influence their attitudes towards nursing care in general. Bond and Bond 
(1987) and Evers (1981) suggested that dependent elderly people in long 

term care are perceived as a low status social group and suggest that no 

caring professional seeks positive involvement with this area of work. 
They also pointed out that the nature and the objectives of care in these 

wards are confused and inconsistent. Hardy (1981) remarked that the 

style of care in such wards is often interpreted as "tender loving care" 

which is interpreted as keeping patients clean, well fed, preventing 

pressure sores and being kind and cheery to patients. At worst, the 

style of nursing is "routine geriatric" as indicated by research by Wells 
(1975a) and Baker (1978). 

There is a risk that if patient problems, such as incontinence, are 

perceived as the result of a particular level of dependency, an 

environment is creF. ted in which people are expected to behave in a 

certain way. Should nurses fail to perceive incontinence as a problem, 
but rather as a routine part of caring for elderly people, their 

motivation to help treat or ameliorate the condition is likely to be 

diminished. In these circumstances, nursing staff are more likely to 

support, or may even induce, dependent behaviour in patients in their 

care. Evidence to suggest that this may be the case has been provided by 

Miller's (1985) study in long term care for the elderly, as discussed in 

section 1.4.3.5, in Chapter 1. 

Bond and Bond (1987) stated that while the emphasis of care may be 
different in longer -term care than in the acute settings, the goals of 
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nursing care shoul I fundamentally remain those of rehabilitation; for 

example, promoting independence in mobility, feeding and, where 
incontinence is a problem, the restoration of continence. Partial 

restoration, where complete restoration is not possible, should also be 
perceived as a legitimate goal in itself. 

It must be acknowledged that the assessment and management of patients 
with urinary incontinence, often with other attendant functional 
impairments, in the slow-stream rehabilitation HCE wards is complex. 
This should not, however, prohibit the nursing or the medical staff from 

attempting to restore continence where possible, or initiating measures 
to ameliorate the problem where it is not. In contrast to the acute care 

setting where, due to the comparatively rapid discharge of patients, 

comprehensive assessment and the evaluation of management strategies may 
be impeded or prohibited, nurses and other ward staff in the slow-stream 

rehabilitation HCE wards may be in a much better position to carry out 

such care. Specific management techniques, such as pelvic floor 

exercises, habit or bladder training regimens, which may require several 

weeks or months in order to carefully evaluate their effectiveness, may 
be more feasible to implement in the slow-stream rehabilitation HCE 

wards, where patients are likely to be admitted for longer than patients 
in the acute care settings. Greater opportunities for patient teaching, 
for example about the use and care of specific types of incontinence 

aids, where needed, may also be afforded in the longer stay setting. 
However, unless nurses who work in such wards adopt a positive approach 
towards caring for patients with incontinence, measures to exploit the 

patient's rehabilitative potential are unlikely to be realised. 

An improved, or adapted version of the tool used to measure nurses' 
attitudes in the current study, might be a useful method of assessing the 

extent to which knowledge influenced attitudes, following the completion 
of courses relevant to the management of patients with incontinence. It 

might be one particularly useful way to evaluate the effectiveness of the 
ENB 988 "The promotion of continence and management of incontinence" 

course. A pre-test/post-test design would ensure that a measure of 
nurses' attitudes was established prior to the intervention of an 
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educational programme. There is some evidence to suggest that specific 

educational programmes for nurses can be effective in enhancing nurses' 
attitudes towards particular aspects of nursing care. For example in 

Sweden, Hamrin (1982) reported a significantly positive change in nurses' 
attitudes towards the rehabilitation of stroke patients following a 
course of ward-based lectures. Harrison and Novak (1988) in the United 
States, evaluated the effect of an educational programme for nurses 
caring for the elderly in hospital. They found a significant increase in 

nurses' knowledge, and a small but positive change in nurses' attitudes, 

as measured on the Kogans Attitudes to Old People Scale, after completion 

of the course. 

Further research is now needed to determine the relationship between 

nurses' attitudes and nursing practice. 

6.6.7 Definition of incontinence 

The difficulties associated with defining urinary incontinence were 
discussed earlier in section 1.3.1, in Chapter 1, and in section 3.6.4, 

in Chapter 3. When asked to define incontinence in the current study, 
the answers given by a number of nurses had identified the difficulties 

inherent in attempting to define the problem. The way in which the nurse 
defines incontinence, however, may be an important factor in determining 

whether or not she perceives the condition as constituting a health 

problem necessitating intervention. As discussed in Chapter 3 section 
3.6.4, where nurses, other health professionals, and the patient herself 

lack a shared commonality of meaning for common health problems, such as 

urinary incontinence, conflicting expectations and goals of care are 
likely to result. 

The most common response (52.4%) given by nurses, irrespective of grade, 
defined incontinence simply as the loss of urine, or loss of bladder 
function. This broad definition avoids the complexity of some other 
definitions commonly used, and may serve as a useful starting point in 
the process of identifying patient problems. It does, nevertheless, 
imply that all urine loss constitutes incontinence which, as discussed in 
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Chapter 1 section 1.3.1, is clearly not always the case (for example, 
inappropriate use of a toilet receptacle resulting in spillage of urine). 

Equally, incontinence may not necessarily be the result of impaired 
bladder function but the result of extrinsic factors affecting the 
incontinence sufferer's ability to cope with her bladder. Where the 
definition of incontinence encompasses all instances of urine loss, or is 

perceived solely in terms of impaired bladder function, important aspects 
of the problem may be easily overlooked. The dearth of responses 
indicating an appreciation of many of the factors which can predispose to 
incontience, such as immobility, environmental hazards or the side- 
effects of drugs, as discussed earlier in sections 6.5.4.3 and 6.5.4.4, 

may have been due tr' the nurses' limited perception of the problem. 

It is interesting to note that a number of nurses (30 in all) interpreted 

incontinence as the result of a person's lack of awareness of the need to 

void, and five respondents perceived incontinence as being a complete 
lack of bladder control. Urine loss in circumstances where patients were 

aware of the need to void, or in those with partial bladder control may 

not, therefore, have been perceived as incontinence. Only a small number 

of nurses (11 in number) defined incontinence in terms of its social or 

psychological consequences; factors which may be the most useful means of 
determining the clinical significance of the problem. 

Asking nurses to define incontinence is one means of providing some 
information concerning the way in which they perceive the problem. Any 
definition of such a complex symptom, however, is going to be inadequate, 

since the problem demands greater specificity than is available in any 

single definition. As discussed in section 3.6.4 in Chapter 3, nurses 
may re-define the problem of incontinence depending on factors such as 
the patient's age, level of dependency or degree of urine loss. Thus, 

nurses' individual definitions of what constitutes incontinence may alter 
depending on a number of different factors; an area which was not 
examined in the current study. Other research, using methods such as in- 
depth interviews in order to explore further the ways in which nurses 
define incontinence, are clearly needed. 
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6.7 CONCLUSION 

While the majority of nurses in the study had covered some aspect of 
teaching relevant to the promotion of continence and management 
ofincontinence, either during basic or post-basic education, or both, it 

appears that deficiencies existed in the extent to which the assessment 
and the management of the problem was approached. A substantial 
proportion of the CNs, and the majority of the SNs and the ENs had not 

up-dated their knowledge in this area since the time of their basic 

training. Insufficient emphasis appeared to have been given to teaching 

about the assessment of patients with incontinence in the case of many of 
the qualified nurses. The teaching nurses remembered receiving during 

their basic, and point-basic education, centred mainly upon measures aimed 
to contain the problem, rather than efforts directed towards 

rehabilitation or treatment. It is worrying to find that in spite of 

advances in knowledge, and apparent changes in attitudes towards 

incontinence in recent years, there was little difference in the nature 

of the responses recorded by the NLs and the qualified staff. 

If it is assumed that the responses given to the questions concerning the 

causes and assessment of incontinence are representative of the 

respondents' knowledge of these areas, these results indicate that many 

nurses, irrespective of grade, lack sufficient knowledge upon which 
informed nursing practice should be based. Although about half of the 

CNs and the ENs, and the majority of the SNs and the NLs, had stated that 

they had received teaching about the causes of incontinence, the often 
ill-defined nature of many of the reasons given for incontinence 

indicated that a substantial proportion of nurses had only a hazy 

understanding of the various processes involved. These findings are 

similar to those of Wells 

(1975a), 14 years ago. The infrequent consideration of many important 
factors which should be incorporated into the assessment suggests that 
the majority of nurses, of all grades, are largely unaware of the 

multiplicity of areas which should be considered. Doubts must again be 

raised about the adequacy of the basic and post-basic education about 
continence care currently received by nurses. 
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Whilst overall, nurses appeared to demonstrate positive, therapeutic 

attitudes towards aspects of caring for patients with incontinence, as 
judged by the mean scores obtained on the attitude scale, there were, 
nevertheless, a number of findings which are cause for concern. The 

responses given to a number of the attitude statements indicated that a 
considerable proportion of the qualified staff perceived their role in 

caring for patients with incontinence as one which was predominantly 

palliative, rather than therapeutic, in function. A small but 

substantial number of CNs, and between a quarter and a third of the other 
qualified staff, agreed with common misconceptions that incontinence is 

often the result of laziness, or an inevitable part of ageing. 

Similarly, more than a fifth of the CNs, and between a quarter to a third 

of the SNs, ENs and NLs, believed that incontinence was more distressing 

for a young person than for someone who is elderly. Clearly, there is 

still a need for further education to help dispel some of the common 

misconceptions that still surround the problem of incontinence. The type 

of ward in which nurses worked, as well as the grade of nurse, were 

variables which had a highly significant effect upon the attitude scores 

obtained. ENs, irrespective of type of ward, and the nursing staff who 

worked in the slow-stream rehabilitation HCE wards, demonstrated 

significantly less positive attitudes when compared with the attitude 

scores obtained from the CNs, SNs and NLs, or nurses working in other 

types of wards, respectively. It would appear there is a need to focus 

attention specifically at ENs, as well as the nursing staff working in 

the slow-stream rehabilitation HCE settings, in order to increase their 
level of awareness of the therapeutic, rather than merely the palliative 

aspects, of caring for patients who suffer from incontinence for whom 

they are responsible. 
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CHAPTER 7 

FINAL DISCUSSION 

7.1 INTRODUCTION 

The limitations of the methods are considered, followed by an overall 
summary of the findings for each of the studies reported in Chapters 2, 
3,4,5 and 6. In the light of these findings, a number of 
recommendations for nursing practice and education are discussed. 

Finally, suggestions for further research in this area are made. 

7.2 LIMITATIONS OF THE METHODS 

McGrath (1982) stated that all research methods are inherently flawed and 
it is the task of the researcher to acknowledge the flaws and to balance 

them, overall, in the acquisition of knowledge. The limitations of the 

methods specific to the individual studies have already been addressed in 

previous chapters of this thesis and will not, therefore, be referred to 

again here. This section is concerned with the appropriateness of the 

methods used in the light of the overall aim of the thesis, which was to 

examine the nursing assessment and management of the care of incontinent 

patients in medical and HCE wards. 

The methods employed in the studies described in this thesis can be 

criticised for their over-reliance on indirect means of data collection. 
The information obtdned primarily relied upon the use of nurses, and to 

a lesser extent patient self-reports, the examination of nursing and 
medical documentation, and self-completed nurse questionnaires. Some 
data were collected by means of direct observation. Thus, the extent to 

which the information collected during the course of these studies is 

representative of clinical nursing practice, is difficult to ascertain. 
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It could be argued that a greater use of observational techniques might 
have provided more direct insight into the means by which nurses assess 
and manage the care of incontinent patients in the ward. Observation is 

a useful research tool which has been successfully employed to examine a 
variety of clinical problems and aspects of nursing care in the ward 

setting. Observational methods, however, are not without their 
limitations, in particular, the problem of observer bias. 

The selection of the research design is dependent upon the research 

question initially nosed. The difficulties inherent in the detection and 

assessment of incontinence, as highlighted in Chapter I and Chapter 3, 
limited the value of using non-participant observational methods. 
Preliminary fieldwork, in which the researcher observed patients and 

nurses in the ward, had shown that very little useful information could 
be gained by such a method for the purposes of the current investigation. 

Alternatively, the use of participant observation (i. e. the researcher 

would have worked as a nurse with the ward nursing staff) in a 
longitudinal study of a sample of patients from admission to discharge 

might have been one means of providing a more accurate reflection of 

current nursing practice, as well as increasing the opportunity for the 

collection of more -qualitative, as well as quantitative data, than was 

the case in the present study. The time-consuming nature of such a 

method, however, wculd have severely limited the number and range of 

. wards observed, and thus, the generalisability of the results obtained. 
In addition, the opportunity for greater subjective interpretation of the 

events observed, associated with this method, may have compromised 
further the reliability and validity of the findings. Thus, the 

utilisation of more direct means of data collection, through the use of 

observational techniques, would not necessarily have enhanced the 

validity of the findings, and, for the purposes of the current studies, 

was considered to be impracticable. 

It was hoped that by employing several different methods of data 

collection, and examining the research problem from a number of different 

perspectives, the findings, when considered overall, would provide a 
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reasonably accurate and reliable representation of current nursing 
practice associated with the care of incontinent patients in medical and 
HCE wards. Whilst it is not possible to know to what extent this aim was 

achieved, many of the findings of one study were subsequently supported 
by those of successive studies undertaken for this thesis, thus enhancing 
the level of reliability of the data obtained. Similar studies with 
which to directly compare the findings of the current study are not 

available. A number of studies in which other aspects of nursing care in 

ward settings were investigated, as discussed in Chapter 1 have, however, 

provided evidence which tends to support the overall findings of the 

current work. 

7.3 SUMMARY OF THE MAIN FINDINGS 

7.3.1 The size and nature of the problem 

It is clear from the findings reported in Chapter 2 and Chapter 4 that 

urinary incontinence is a common problem in the acute medical and HCE 

ward setting. Between 11% and 19% of the patients in acute medical 

wards, and, depending on the type of admissions policy, approximately 
half (48-53%) to almost three quarters (71%) of those in the HCE wards 

were identified by nursing staff as incontinent of urine. Over half 
(60%) of those pe: lents, for whom information was available, were 
identified as already incontinent on admission to the ward, although the 

reliability of this information was not established. Of those patients 
identified as incontinent by the nursing staff, more than two thirds 
(69.5%) had either an incontinence aid (pads, pads and pants or sheath 
drainage appliance) or an indwelling catheter to manage the problem. 
Incontinence aids were used significantly more often on the 

acute/rehabilitation HCE and slow-stream rehabilitation HCE wards than on 

other types of wards. Almost two thirds (63%) of those patients without 
indwelling catheters were identified by the nursing staff as incontinent 

of urine one or more times during the day and/or night. Evidence 

collected in the stLly reported in Chapter 3, suggested that information 

obtained from qualified nurses concerning the frequency of incontinence 
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episodes, was unreliable. These findings may not, therefore, have been a 
reliable estimate of the frequency of the problem in these wards. 

7.3.2 The identification of the problem 

If a co-ordinated, rehabilitative approach to the care of incontinent 

patients is to be adopted, all members of the ward team need first to be 

aware that the problem exists. In this thesis, it has been argued that 

nurses in the ward situation, by virtue of their close involvement with 
patients, are more likely than other members of the team to be in a 
position to identify, and assess, many of the difficulties associated 

with patients' eliminatory functions. 

Evidence was collected which suggested that in practice, nurses were not 
always aware of patients' incontinence problems. During the course of 

collecting data, it became clear that a considerable proportion of the 

qualified nurses did not consider themselves sufficiently well-informed 

about patients in their wards when asked to provide information regarding 
their continence status. In circumstances where qualified nurses 

considered they knew the patients well enough to be able to provide such 
information, discrepancies between nurses frequently arose. In addition, 
it was shown that incontinence was an under-reported problem in the 

nursing care plans, medical records and nurse verbal hand-over reports. 
Whilst in the majcrity of cases (77%), incontinence was found to be 

recorded somewhere in the nursing records, the information was often 
difficult to ascertain and frequently out-of-date. Although widely 

recommended in the literature, continence charts were found to be very 

rarely used in the wards included in the studies. On no occasion were 

such charts found to be used in the acute medical and slow-stream 
rehabilitation HCE wards. 

7.3.3 The assessment of the problem 

It was identified in the literature that a comprehensive assessment of 
incontinence necessitates the examination of many areas which may 

predispose towards, or cause, an individual to become incontinent. 
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Evidence from the studies in this thesis would suggest that the 

assessment of patients with urinary incontinence was inconsistent and 
often incomplete. 

As discussed in section 7.3.2, continence charts appeared to be very 

rarely used. This may have accounted for the poor level of reliability 
obtained when qualified nurses were asked to assess the pattern and 
frequency of episodes of incontinence experienced by patients in their 

wards. Unless methods of objectively measuring and recording specific 

aspects of the problem are utilised, such as continence charts, nurses' 

assessments are likely to be wholly subjective and thus, inherently 

unreliable. 

The findings of the document survey and observations of the verbal hand- 

over reports provided little evidence to indicate that any comprehensive 

assessment of patients' incontinence problems was being carried out by 

nurses. It is stressed, however, that the written information may not 
have been an accurate reflection of the care carried out in practice. 
Where incontinence had been recorded as a problem in the nursing records, 

additional information from which an assessment could be established, was 
frequently lacking. In cases where there was recorded evidence to 

suggest that an assessment of the problem was being carried out, 
information was, in the main, fragmentary and lacked detail. In only a 

minority of cases were any of the causes, or predisposing factors, of 
incontinence documented in the nursing or medical records. On no 

occasion during verbal hand-over reports were the possible causes of the 

problem identified or discussed. Evidence was collected which indicated 

that a small proportion of nurses (10%) may not have perceived the 

assessment of incontinence to be part of their role, but rather the 
function of others such as the doctor or the continence adviser. 

The lack of evidence to suggest that any assessment of incontinence was 
being carried out, as indicated by the survey of nursing records, was 
supported by the findings obtained from the study of nurses' knowledge. 
Evidence from nurses' self-completed questionnaires suggested that many 
nurses may have lacked the specific knowledge necessary to carry out a 
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comprehensive assessment. Nurses appeared ill-informed about the causes 
of and factors predisposing to incontinence and the majority of nurses, 
irrespective of grade, had only a limited appreciation of the range of 
factors which should be considered in order to ensure that a systematic 
assessment of incontinence is carried out. A number of important, easily 
preventable factors of direct concern to nurses, such as assessment of 
the patient's bowel function or the consideration of environmental 
hazards, were infrequently identified. The assessment of factors which 
are relevant for discharge planning were rarely mentioned, while the 

assessment of psycho-social consequences of incontinence appeared to have 
been largely ignored, as reflected by the dearth of information concerned 

with these aspects recorded in the nursing documentation and 

questionnaires. Whilst the majority of learner nurses stated they had 
been taught about the assessment of incontinence, this appeared to have 
been a largely neglected component of the qualified nurses' basic and 
post-basic education. In addition, just less than a third of those 

nurses who stated they had received such teaching did not feel adequately 

prepared in this area. It is noteworthy that the nature of the learners' 

responses, of whom the majority had stated they had received specific 

education about the assessment of incontinence, differed little from 

those of the qualified staff. This would suggest that closer attention 

needs to be paid not only to the quantity, but also the quality, of the 
information given to nurses concerning the assessment of incontinence 
during their basic t. ducation. 

Almost half of the charge nurses and the majority of the other qualified 
nursing staff stated that they had not had any continuing in-service 

education related to the promotion of continence and management of 
incontinence since their basic training. 

7.3.4 Management and evaluation of care 

As identified in section 7.3.1, a large proportion of the patients in the 
medical and HCE wards had indwelling catheters to manage incontinence. 
In addition, eviderr e was collected which indicated that the use of 
incontinence aids in the acute/rehabilitation H+CE and slow-stream 
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rehabilitation HCE wards was widespread. Whilst no claims can be made 
concerning the suitability of these modes of management, there was little 

evidence in the nursing or medical records, or verbal hand-over reports, 
to suggest that such aids had been prescribed on the basis of any 
assessment of incontinence. Written evidence concerned with aspects of 
the management of incontinence was lacking in approximately half of the 

nursing and medical records in which incontinence had been identified. 

Evidence collected from the nursing and medical records, the verbal hand- 

over reports, and nurses' questionnaires indicates that the nursing 

management of patients with incontinence still focuses predominantly on 

measures which are intended to contain the problem with little attention 
being given to rehrbilitative interventions. In the absence of direct 

observations, however, these findings may not be representative of actual 

nursing practice. However, a number of observational studies of nursing 

practice carried out by other investigators, as discussed in Chapter 1, 

have reported similar findings which support those of the current 

studies. 

The basic and post-basic education concerned with the management of 

incontinence which nurses remembered receiving appeared to concentrate 

mainly on the use of incontinence aids, fixed-interval toileting regimens 

and indwelling catheters. In accordance with the findings concerned with 

the assessment of incontinence, there was little evidence to suggest that 

nurses were aware of the wider aspects of management such as bowel care, 

the adjustment of drug regimens or environmental adaptations. 
Supportive, psycho-social aspects of care were also very infrequently 

considered. Despite an increasing emphasis, in recent years, for nursing 

to focus upon health and prevention of disease, nursing is still 

primarily illness-orientated. This was reflected in the current findings 

where there appeared to be very little consideration by nurses of aspects 

concerning the prevention of incontinence, health education or patient 

teaching. 

The measurement and evaluation of patient outcomes is a relatively new 

concept to nursing. If nurses, together with other members of the ward 
team, aim to help -iatients to regain continence, or to better manage 
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incontinence, it is imperative that objective, reliable and valid outcome 
measures are developed and utilised. Measurements should also be 

sufficiently sensitive to detect changes in the pattern of episodes of 
incontinence, in circumstances where complete cure may not be achievable. 
Equally, the measurement of patient outcomes should include the 
subjective benefits accrued from treatment, which may not necessarily be 

associated with any objective changes in symptoms. Evidence that nurses 
in the current studies were collecting any information which could be 

usefully applied to evaluate the outcomes of management for incontinence 

was, however, found to be lacking. 

7.3.5 Nurses' attitudes 

Despite apparent changes in attitudes towards the care of incontinence 

sufferers in recent years, evidence collected in the current study 
suggests that a number of common misconceptions remain. Areas of 

particular concern related to the nurse's perception of her capacity to 
help incontinence sufferers and her attitudes towards the incontinent 

elderly. 

In spite of considerable scope for the provision of rehabilitative care 
for incontinence sufferers, many nurses appeared to have a very limited 

appreciation of their own potential for initiating such care. A large 

number of qualified nurses appeared to view their role as being 

restricted primari'y to the provision of incontinence aids while 
approximately a quarter were either uncertain, or agreed that continence 
promotion should be left to specialists such as continence advisers. 
Similarly, a substantial proportion of staff nurses and enrolled nurses 

appeared to view methods of restoring continence in the elderly as being 

restricted to two-hourly toileting and incontinence aids. 

Evidence was collected to suggest that a small proportion of the charge 
nurses, and approximately a quarter of the other qualified nursing staff, 
believed that patients were often incontinent of urine due to laziness, 

while 10% believed incontinence to be an inevitable part of ageing. 
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A small proportion of the charge nurses, a quarter of the staff nurses 
and approximately a third of the enrolled and learner nurses considered 
incontinence to be more distressing for a young person than for someone 
who is elderly. 

When individual items scores in the attitude scale were combined, nurses, 
overall, appeared to demonstrate positive, therapeutic attitudes towards 
the care of patients with incontinence. 

Attitudes were found to vary according to a number of specific variables, 
which included the grade of nurse and the type of ward in which she 
worked. Enrolled nurses demonstrated significantly less positive 

attitudes towards the care of patients with incontinence than other 

grades of nurses, as did nurses working in the slow-stream rehabilitation 
HCE wards when compared with the nursing staff working in the other types 

of wards. 

7.4 RECOMMENDATIONS FOR NURSING 

The research undertaken for this thesis has highlighted a number of areas 

which have important implications for the way in which hospital nurses 

assess and subsequently manage the care of patients who are incontinent. 

These recommendations have been broadly divided into two main areas, the 
first is concerned with issues relating to nursing practice, the second 

with nurse education. 

7.4.1. Nursing practice 

i) Identification of the problem 

Findings from these studies indicated that nurses, and other members of 
the ward team, may not always be aware of their patients' continence 

problems. If a co-ordinated, team approach to the assessment and 
subsequent management of incontinence is to be encouraged, it is 
imperative that the problem is brought to the attention of all those 
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involved in the care of the patient. As the ward nurse is in the best 

position to identify problems associated with the patient's eliminatory 
function, including incontinence, she should ensure not only that such 
information is collected, but also that it is effectively communicated to 
all those involved in the care of the patient. Suggestions as to how 

this may be achieved include the following: 

- Determining tie patient's usual habits of micturition and bowel 

function as ; oon as possible after admission, and ensuring the 
information is clearly recorded in the nursing care plan. Any 

subsequent problems associated with bladder function which may 

arise during hospital admission should be assessed in the light of 
information concerning the patient's usual habits of micturition. 

- Establishing between patient, nurse, doctor and other members of 

the ward team involved in the care of the patient, a clear, 

mutually agreed definition about what constitutes a "continence" 

problem. 

- Ensuring that nurses are made aware that patients may deny, or be 

reluctant to admit to being incontinent. Just asking the patient 

whether they have any problems associated with bladder function, as 

is common nursing practice when patients are admitted to hospital, 

may not be sufficient to elicit reliable information concerning the 

patient's bladder status. Nurses should ensure that patients are 

given the privacy and time in which to feel confident about 
discussing any continence problems they may have. Where patients 

cannot be interviewed, efforts to obtain the relevant information 

from relatives/carers should be made. 

- Where incontinence is identified to be a problem, ensuring that the 

problem is br night to the attention of all those involved in the 

care of the patient. This should include a clear, written 

statement of : *ie problem in the nursing, medical and therapists' 

records. The issue of a single patient record as a means of 
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facilitating inter-disciplinary communication is discussed below, 
in the section concerned with the assessment of incontinence. 

ii) Assessment of incontinence 

The findings of the studies reported in this thesis suggest that the 
assessment of patients, who are identified as incontinent by nurses, is 
inconsistent and in.: omplete. Nurses need to be made aware that the aim 
of the assessment is to identify, where possible, all the factors 
(physical, psychological, and social) which affect the patient's ability 
to maintain continence. Suggestions as to how the assessment of 
incontinent patients in hospital might be improved include the following: 

- Determining whether or not incontinence is associated with the 

patient's current reason for admission, when the problem first 

started and whether it was associated with a specific, 

precipitating factor. 

- Ensuring that information necessary for a co-ordinated, planned 
discharge, wd. ere appropriate, is elicited from the patient, 
relatives or carers, during the first few days of admission. Areas 

of enquiry should include the patient's usual method of coping with 
the problem (if applicable), the availability of support from 

carers, and the provision of toilet facilities in the home. 

Ensuring that an assessment of the physical, physiological, 

psychological, environmental, social and economic dimensions of the 

problem, where relevant, are considered. Any assessment of the 

psychological, sexual and social implications of incontinence 

should include not only the patient, but also, where relevant, 
the relatives and carers. The findings of the assessment should 
be recorded and easily accessible to all those involved in the 

care of the pa.: ient. 

- The utilisation of a single assessment sheet or checklist to which 
nurses, doctors, therapists and other members of the ward team all 
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contribute, might ensure that relevant areas are not overlooked, 

and reduce the possibility of ward-based information becoming 

fragmented. Whilst the general principles of an assessment are 

similar, irrespective of clinical specialty, the assessment sheet 

could be modified to suit the needs of the patient in the specialty 

in which it is used. The assessment sheet could subsequently 

accompany the patient after discharge, helping to assist in the 

continuity of community care, where it is appropriate. 

- Observing the patient's functional abilities to perform independent 

toileting in the ward setting, and, where possible, in the home 

situation. In the light of these observations, establishing the 

need for specific equipment, adaptations and aids necessary to 

facilitate toileting in hospital and, where applicable, in the 

home. 

- Nurses should be particularly aware of, and assess for, preventable 

factors which can predispose a patient to become incontinent. This 

should include checking for constipation/faecal impaction, the 

side-effects cif drug regimens, and environmental hazards. 

Establishing useful, reliable base-line information, such as the 

frequency and timing of episodes of incontinence, by the accurate 

completion of a continence chart for a period of three days, as 

recommended by Robb (1985). Nurses should know how to interpret 

the information obtained, to help identify the causes of the 

problem, to assist in the planning of patient care, and to measure 

and evaluate the management outcome. 

Ensuring that the word "incontinence" is avoided during verbal and 

written communication, unless it is clarified by additional 

information vliich defines the problem more precisely. Such 

information wt, uld include when episodes of leakage occurred, an 

estimation of how much leakage occurred, the association of leakage 

of urine with particular activities, and the frequency of episodes 

of incontinence. 
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iii) Management of incontinence 

Care concerned with the management of incontinence should be planned (and 

recorded) on the basis of an assessment of the problem. Findings from 

the studies provided little evidence to suggest that this was occurring 
in practice. In addition, interventions appeared to focus predominantly 

on methods to keep the patient dry rather than helping the individual, 

where possible, toi regain continence. This may have been partly 

attributable to nurses' lack of knowledge, or to the way in which they 

perceived their rope in the management of the care of patients with 

incontinence, issues which are addressed in section 7.4.2. Some 

suggestions as to how the management of incontinent patients in hospital 

might be improved include the following: 

- Ensuring that other methods of management are always considered 

before patients are prescribed incontinence aids. Avoiding the use 

of indwelling catheters, even as a short-term measure, until the 

inadequacy of other, less invasive methods of management has been 

established. 

- Where incontinence aids are necessary, ensuring that they are 

prescribed on the basis of the findings of an assessment of the 

problem. Nurses need to be made aware that incontinence aids, 

where used, are not necessarily the sole means of management but 

may serve as a useful measure during rehabilitation in conjunction 

with other methods, such as bladder training regimens. 

All patients who are discharged with incontinence aids should be 

informed of their availability in the connninity, prior to going 

home. 

Where the use of a urinary catheter is deemed necessary, to 

establish wht. ther the use of intermittent catheterisation, 

performed eithrar by the patient, or where this is not possible, by 

the nurse, is a viable alternative to indwelling catheterisation. 
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- Prior to discharge, nurses need to ensure that patients (and their 

relatives or carers, where relevant) are educated in the methods 

prescribed to treat or manage their incontinence whilst in 

hospital, and that the community nursing services are fully 

informed of the reasons for the choice of these interventions. 

- Prior to commencing a toileting regimen, the nurse should ensure 

that the patient's pattern of micturition/incontinence is 

ascertained, and where possible, an estimation of the patient's 
bladder capacity is made. 

- Nurses should be aware of other methods of toileting regimens that 

are available in addition to fixed-interval or "regular" toileting. 

Based upon the findings of the assessment, nurses should be able to 

choose the most appropriate toileting regimen to suit the specific 

needs of the individual. 

- Nurses should always consider the wider aspects of incontinence 

management, where appropriate, such as bowel care, dietary 

alterations, environmental adaptations, and adjustment of the 

patient's fluli intake or drug regimens. 

iv) General aspects 

- Standard setting, a process whereby acceptable and achievable 

standards of nursing care are defined, is currently one method 

which attempts to monitor quality of nursing care provision. Teams 

of nurses, comprising of practitioners, managers and educators, who 

are responsible for examining specific practices associated with 

the management of the care of incontinent patients in hospital, may 

be one way in which local standards of nursing care in this area 

might be established. 

One means of -. ncreasing the standard of nursing care provided for 

incontinence sufferers in hospital might be to ensure that all 

qualified nurses working in areas such as medical, care of the 
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elderly, neurological, gynaecological and obstetric wards, as well 
as the nurse educators responsible for teaching the subject, attend 
a specialist continence course. 

Hospital nursing practice may be enhanced by the appointment of a 
qualified nurse from each ward, or a group of wards, to act as a 
resource person from whom other members of the ward team could 
obtain advice or to whom patients might be referred. The resource 
nurse would need to be given sufficient time and facilities in 

which to keep up-to-date with current developments in this field, 

and she should ensure that such information was regularly 
disseminated to other members of the ward team. The expertise of 
the continence adviser would be drawn upon in circumstances where 
the resource nurse was unable to provide the appropriate advice or 
care required. 

7.4.2 Nurse education 

During the course of the current investigation, a number of issues were 

raised relating to the education which qualified and learner nurses 
receive concerning : he subject of continence and incontinence. In the 
light of these find ngs, a number of recommendations are made. 

Findings indicate a need to re-examine the content of the teaching 

currently given to nurses concerning continence and incontinence related 
patient care. Areas which appear to deserve particular attention include 

the following: 

- More effective teaching is needed, at basic and post-basic level, 
to equip nurses with the knowledge and skills necessary to enable 
them to carry out comprehensive assessments of patients who have 

continence problems. Such teaching should ensure that nurses have 

a thorough kncvledge of the causes of incontinence and an awareness 
of the multi factorial nature of the problem. In addition, 
education directed specifically to the appropriate use of 
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continence charts, both as an aid to assessment and as a means of 
evaluating intervention, is indicated. 

- Nurse educators responsible for the planning of conversion courses, 
to enable enrolled nurses to become registered general nurses, 
should ensure that an up-to-date and comprehensive module concerned 
with continence and incontinence related patient care is included 

in the curriculum. In view of the findings of the study reported 
in Chapter 6, particular attention should be given to dispelling 
the many misconceptions which commonly surround incontinence, which 
may inhibit appropriate rehabilitative care being delivered to the 

patient. The specific issue of nurses' attitudes will be addressed 
further, later on in this section. 

- Care needs to be taken to ensure that nurse educators are given the 

time and resources necessary to up-date their knowledge on the 

subject of continence and incontinence. 

- The educational needs of the auxiliary staff, as well as the soon 

to be appointed support worker, also need to be carefully 

considered it the quality of care given to patients with 
incontinence i,. to be enhanced. 

- Nurses need to be made more aware of the importance of their role 
in preventive health care, particularly in the care of specific "at 

risk" groups of individuals, such as pregnant or menopausal women, 
and the elderly. 

- Care should be taken to ensure that. all nurses, and in particular, 
those who care for the elderly, are made much more aware of the far 

reaching psychological, sexual and social implications that 
incontinence may pose the sufferer, her family and carers. 

There appears to be a need for increased teaching about 
rehabilitative methods of incontinence management. This should 
include nursing interventions such as pelvic floor exercises, habit 
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and bladder : raining regimens, intermittent catheterisation, and 
behaviour moc. ification techniques, together with the theoretical 
teaching concerned with the principles underlying these methods. 

The development of guidelines to assist nurses (and patients) to 

make rational decisions concerning the choice of incontinence aids 
needs to continue. The setting up of a national incontinence aid 
data base (as discussed in section 6.6.3, Chapter 6) needs to be 

given serious consideration. 

- In addition, learner and qualified nurses need to be given regular 
opportunities to keep up-to-date, and familiarise themselves with 
the correct application of the incontinence aids which are 

currently available. The regular provision of workshops, or the 

establishment of a demonstration room in the hospital in which a 
range of aids are displayed, and their correct use demonstrated, 

include ways in which this might be facilitated. 

- Opportunities for learner and qualified nurses to attend urodynamic 

clinics, continence clinics and to accompany the continence adviser 
on domiciliary visits, include some of the ways in which ward-based 
nurses might gain a broader perspective and a better understanding 

of the problem. Accompanying the continence adviser whilst 

visiting patients in their own homes might provide one means of 
increasing thi ward -based nurses' awareness of the importance of 
discharge platning. Alternatively, learner nurses could be given 
opportunities 'co follow-up patients after discharge, for whom they 
had been caring in hospital. Opportunities for follow-up visits 

might help learner nurses to gain a better understanding of the 

problems which face the incontinence sufferer in her home 

situation. 

- Methods of consolidating and up-dating knowledge about continence 
and incontinence related patient care by means of specific 
educational programmes, workshops, conferences, study days and 
specialist courses should be provided for qualified nurses in all 
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relevant ward specialties. Nurse managers need to ensure that 

nurses are given sufficient time and resources to enable them to 
take up the opportunities that are presented to them. In addition, 
it is important that nurses themselves perceive the need to up-date 
their own knowledge in this area. This is much more likely to 

occur where the assessment and planning of care to help people meet 
their eliminatory needs is taught as being skilled, thoughtful 

nursing activity, rather than, as perhaps has traditionally been 

the case, perceived as just "basic nursing care". 

- There appears to be a pressing need for increased education to help 

nurses develop and utilise more precise, measurable criteria to 

evaluate patient outcomes. Measuring the frequency of episodes of 
incontinence in association with the accurate completion of a 

continence chart, monitoring by counting or weighing incontinence 

pads, where used, and the collection of information related to the 

patients' subjective reports of changes in their symptoms, and the 

perceived benefits (or otherwise) of management, in terms of 

physical, psychological and social well-being, include some of the 

ways this may be achieved. 

- Educational programmes aimed at increasing nurses' knowledge 

concerning th care of patients who are incontinent should pay 

particular attention to the inculcation of positive attitudes 
towards its management. Giving nurses the opportunity to examine 

and articulate their own feelings and attitudes concerned with 

caring for patients with incontinence, may serve to highlight areas 

of popular misconception which need to be addressed. Findings from 

the study reported in Chapter 6 would suggest that efforts to 
dispel some of the common misconceptions surrounding the subject of 
incontinence should be directed particularly at enrolled nurses, 

and those nurses working in long-stay care of the elderly wards. 

Finally, one of the recommendations of the King's Fund report (1983) was 
that nursing and medical schools should consider how, and where, the 

subject of urinary (and faecal) incontinence should be taught in the 
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curricula. Although, for the purpose of the present study, this question 
was not specifically examined, nurses in the school of nursing in the 
health authority in which the studies took place, received one hour of 
teaching specifically related to the subject of incontinence during their 
basic education. The majority of the teaching concerning the subject of 
incontinence took place during the learners' health care of the elderly 
module. As incontinence is a problem which can affect an individual at 
any age, and occurs in most types of wards, it is important that the 
subject is given thorough consideration in other nursing modules, for 

example, during tie teaching about the care of the patient with 
gynaecological, i:: ological or psychiatric problems. If a 
multidisciplinary team approach to the management of the care of patients 
with incontinence is to be a realistic goal a core teaching programme in 

which learners, medical students and therapists participate together, 

would seem to be one way this aim might be achieved. 

7.5 SUGGESTIONS FOR FURTHER RESEARCH 

In these studies, as with all research, more questions were raised than 

were answered. The findings have highlighted a number of issues which 

warrant further investigation, while the need for research into other 

areas, not examined in the current studies, was also indicated. Areas 

for consideration include further work concerning nurses' knowledge and 

attitudes towards the care of patients who are incontinent, the 
development of clinical tools for use in the assessment of incontinence 

in the ward situation, and research to evaluate the efficacy of different 

management strategies used to help incontinence sufferers. In addition, 
further work to investigate the psychological and social consequences of 
incontinence upon the sufferer, and her family or carers, is indicated. 

7.5.1 Nurses' knowledge and attitudes 

The acquisition of k : owledge by nurses does not necessarily guarantee the 
delivery of good nu-sing practice. Similarly, the relationship between 

attitudes and nursi: jLg care is relatively unknown. Thus, experimental 
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studies to evaluate the effects on nursing practice of educational 

programmes designed to increase nurses' knowledge about incontinence are 

needed. Outcome measures might include not only alterations in the 
levels of incontinence, but also other variables such as changes in the 

patient's emotional and social status, staff morale and, in the longer 

term, changes in financial costs. An indirect method of assessing the 
benefits of increased education might also include the examination of 

nursing records for changes in the quality of the information documented. 

Further descriptive work is needed to examine the knowledge and attitudes 

towards incontinence of the unqualified nursing staff, namely the 

auxiliaries (and in the future, the support workers), particularly as 
they are (or will be) responsible for much of the direct care given to 

patients in the ward situation. Equally, research to investigate the 

nurse teachers' levels of knowledge about incontinence, and to identify 

their specific educational needs in this area, is also indicated. A 

recent report compiled by the Social Policy Research Unit (1989), in 

York, has recently highlighted a need to develop knowledge and expertise 

about incontinence among those who provide community care. The studies 

reported in this thesis concentrated on the problem of incontinence in 
hospital. Further werk, therefore, is needed to establish the community 

nurse's level of knciledge and attitudes towards the problem. 

In addition, research to establish the most appropriate and effective 
methods of increasing nurses' knowledge of the subject, in hospital and 
in the community, needs to be undertaken. 

Further study is needed concerned specifically with nurses' attitudes 
towards incontinence, and in particular, to ascertain their effect on 
patient care. The instrument used to examine nurses' attitudes towards 
incontinence in this study, reported in Chapter 6, might be further 

refined for other research in the area. For example, such an instrument 

might be considered useful as one means of evaluating the relationship of 
increased knowledge about incontinence upon nurses' attitudes to the 

problem. While the instrument used in this study appeared to have face 
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validity and an acceptable level of internal consistency reliability, 
further refinement prior to its use is recommended. 

7.5.2 Assessment tools. 

There is a need for the development of simple, reliable, valid and 
practical tools for use by nurses, and other members of the ward team, to 
assist in the assessment of incontinence in the ward situation. To date, 
little work has been done in this area, and the majority of the 

assessment tools which are currently available are either impractical for 

use in the ward eavironment, or have not been subjected to rigorous 
testing. This is particularly apparent in the lack of work conducted to 

systematically evaluate the effectiveness of the continence chart, either 
as an aid to assessment, or in the management of incontinence. 

Similarly, a number of guidelines and checklists exist to assist nurses 
in the assessment of incontinence but none have been evaluated for their 

clinical usefulness. These are areas which clearly need investigation if 

the quality of nurses' assessments of patients who are incontinent is to 
be enhanced. 

7.5.3 Management of incontinence 

There is an urgent need for more experimental work to evaluate the 
benefits of different management strategies, in particular the 

effectiveness of specific nursing interventions such as bladder training, 
habit training and pelvic floor exercises. Follow-up studies of patients 
after discharge would provide useful information about the long-term 
benefits of particular interventions. The issue of outcome measures has 

already been mentioned in section 7.5.1. It is important that the 

measurement of the subjective benefits of management, as perceived by the 
patient, are considered as well as objective measures such as a reduction 
or a cessation of incontinence. 

Research designed tr=identify the types of patients who are most likely 

to benefit from tht different methods of management for incontinence 

needs to continue, to enable health professionals to make rational 
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choices, based on valid and reliably established criteria, when deciding 

which method of care is appropriate for an individual patient. 

Where incontinence is an intractable problem, the development and 
evaluation of different methods, designed to support and help the patient 
cope physically, and psychologically, with the problem is required. To 
date, little evaluation of the efficacy of support groups, individual 

counselling and other methods of helping to raise patient morale and 
self-esteem has been undertaken. 

The clarification and, where possible, the standardisation of terms 

currently used to describe the various toileting/training interventions 

employed should be given serious consideration. Terms such as bladder 

training, bladder drill, habit training or bladder conditioning, for 

example, are frequently used interchangeably, and protocols for such 
interventions vary considerably, thus making problematic any comparisons 
between studies employing such techniques. 

7.5.4 Psycho-social effects 

Research into the psycho-social effects on the sufferer and the 
implications for her family and/or carers have been little investigated 

and is an area which deserves much more attention. While a small amount 

of work has been dorre concerning the emotional and social implications of 

the problem on the life styles of women, little research has been 

undertaken which has examined its effects on men, or on elderly people in 

general. 

7.6 CONCLUSION 

The nursing assessment and management of patients with urinary 
incontinence in acute medical and HCE wards was examined in the studies 
described in this thesis. Evidence from these studies suggests that the 

nursing care of pati-3nts with incontinence is inconsistent and incomplete 
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despite an increased awareness, in recent years, of the need to improve 

the care provided by health professionals for incontinence sufferers. 

Nurses were not always aware of patients' incontinence problems. The 

content of the nursing records and hand-over reports indicated that 

practice was not being planned or carried out on the basis of identified 

causes or predisposing factors of the problem. Although there have been 

considerable advances in the diagnosis and treatment of incontinence in 

the last 20 years, nurses appeared ill-informed about its causes, 
assessment and management. A considerable proportion of the charge 

nurses, and the majority of the other qualified nursing staff, stated 
that they had not received any continuing in-service education relating 
to the subject of incontinence. Despite considerable scope for the 

provision of rehabilitative care for incontinence sufferers, many nurses 

appeared to have a limited appreciation of their own potential for 

initiating such care. In addition, while nurses showed positive 

attitudes, overall, towards the management of incontinence, evidence was 

collected to suggest that a number of common misconceptions surrounding 
the problem persist. 

In 1979 Isaacs, referring to the provision of care for incontinence 

sufferers, stated "there is a wide gap between what can be done and what 
is being done". Undoubtedly the scope and quality of health service 

provision for peop. Le who suffer from this condition has improved in 

recent years, but the impetus, and indeed the desire, to better 

understand the problem and to seek effective remedies must be sustained 

and built upon further. In conclusion, the overall findings of these 

studies clearly indicate a fundamental need for further improvement in 

nursing education and practice, if the quality of life for those 

suffering from incontinence is to be enhanced. 
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Appendix la Prevalence of incontinence data collection form (day) 
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Appendix 2a Instructions for completion of form (day) 

The University of Nottingham Medical School Nursing Studies Unit, 
Medical School, 
Queen's Medical Centre, 
Clifton Boulevard, 
Nottingham. NG7 2UH 

Telephone: 10602) 700111 
Ext 4373/4130 

, WARD ................... 

TO: Sister or Staff Nurse in charge 

DATE ............................. 

Please list the patients on your ward who are known to be incontinent of 

urine during the day (i. e. from the beginning of the early shift to the end of 

the late sl:. ift). 

For tLie purposes of this survey, urinary incontinence is defined as 
"involuntary excretion or leakage of urine in inappropriate places or 

inappropriate times regardless of the amount of urine lost". 

Regularly incontinent is defined as wet one or more times per day. 

Occasionally incontinent is defined as wet less than once a day. 

Where there is doubt as to whether a patient is regularly or occasionally 

incontinent of urine (e. g. a newly admitted incontinent patient), please tick 

the box you think is most appropriate and put a D. K. next to it. 

Patients who are doubly incontinent should be included as being 

incontinent of urine. 

If there are any queries concerning the completion of this form, please 

do not hes. tate to contact me on the above number. 

Thank you very much for your help and co-operation. 

Signed 

Francine Cheater MA SRN 
Research Assistant 
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Appendix 2b Instructions for completion of form (night) 

TM Univ. rsity d Nott nghom Medical Schorf Nursing Studies Unit, 
Medical School, 
Queen's Medical Centre, 
Clifton Boulevard, 
Nottingham. NG7 2UH 

Telephone: 106021 700111 

Ext 4373/4130 

WARD ..................... 

TO: Sister or Staff Nurse in charge 

DATE ............................. 

Pleases list the patients on your ward who are known to be incontinent of 

urine duri; ig the night (i. e. from the beginning to the end of the night shift). 

For the purposes of this survey, urinary incontinence is defined as 

"involuntary excretion or leakage of urine in inappropriate places or 

inappropriate times regardless of the amount of urine lost". 

Regularly incontinent is defined as wet one or more times per night.. 

Occasionally incontinent is defined as wet less than once a night. 

Where there is doubt as to whether a patient is regularly or occasionally 
incontinent of urine (e. g. a newly admitted incontinent patient), please tick 

the box you think is most appropriate and put a D. K. next to it. 

Patients who are doubly incontinent should be included as being 

incontinent of urine. 

it there are any queries concerning the completion of this form, please 
do. not hesitate to let me know when I collect the form tomorrow morning. 

Thank you very much for your help and co-operation. 

Signed 

Francine Cheater MA SRN 
Research Assistant 
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Appendix 3 Qualified nur-se inter riter reliability form 
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Appendix 4 Instauutions for completion of inter-rater 
reliability rm 

The University of Nottingham Medical School Nursing Studies Unit, 
Medical School, 
Queen's Medical Centre, 
Clifton Boulevard, 
Nottingham. NG7 2UH 

R fý 
Telephone: (0602) 700111 

Dr. P. J. Hawthorn 
Director 

TM4ZrrrDT7PrPTFiWQ 

Urinary incontinence is defined as : 

' Involuntary excretion or leakage of urine in inappropriate places regardless 

of the amount. of urine lost'. 

Please record the name of any patient on your ward known to you to be incontinent 
of urine either (a) in the past week (b) since admission (if admitted less 
than I week ago). 

Include patients with external drainage appliances eg condom or aids such as pads/ 
pants. Exclude pa": ients with indwelling urinary catheters. 

Where you are unsure if a patient is also wet at night, or how often patient is 
wet, mark the appropriate box with D. K. (don't know). 

Finally note briefly the reason(s) you consider to be cause/causes of urinary 
incontinence for each patient you have recorded. 

The information on these forms is treated as confidential. 
Please do not confer with other nursing staff for the purposes of completing 
the form. 

Thank you very much for your help and co-operation. 
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Appendix 6 

Inter-rater agreement between pairs of qualified 
nurses by ward 

Ward 1: Acute Medical 

Nurse A 

continent incontinent 

continent 27 0 27 

Nurse B 

incontinent 112 

28 1 29 

Ward 2: Acute Medical 

Nurse A 

continent incontinent 

continent 29 0 29 

Nurse B 

incontinent 011 

29 1 30 
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Appenäia 6/continued 

Ward 3: Acute Medical 

Nurse A 
continent incontinent 

continent 29 0 29 

Nurse B 

incontinent 011 

29 1 30 

Ward 4: Acute Medical 

Nurse A 

continent incontinent 

continent 26 1 27 

Nurse B 

incontinent 011 

26 2 28 
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Appendix 6/continued 

Ward 5: Acute Medical 

Nurse A 

continent incontinent 

continent 21 0 21 

Nurse B 

incontinent 123 

Ward 6: Acute HCE 

Nurse A 

continent incontinent 

continent 12 2 14 

Nurse B 

incontinent 156 

13 7 20 
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Appendix 6/continned 

Ward 7: Acute HCE 

Nurse A 

continent incontinent 

continent 12 1 13 

Nurse B 

incontinent 145 

13 5 18 

Ward 8: Acute HCE 

Nurse A 

continent incontinent 

continent 16 0 16 

Nurse B 

incontinent 246 

18 4 22 
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Appendix 6/continued 

Ward 9: Acute IiCE 

Nurse A 

continent incontinent 

continent 12 1 13 

Nurse B 

incontinent 

13 20 
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Appendix ? 

CONFIDENTIAL 

PATIENT IDENTIFICATION FORM 

Ward ............................. Date ...................... 
I 

Total number of patients 
m 

Patients identified by nurse as currently incontinent of urine. 
Information obtained from: - 

Sister 
S/N in charge 
SEN in charge 
Other (specify) .................................... 

Patient Name 
Nurse Perceived 

Severity 
(< once day/night 

> once day/night) 

Management 
Ward 

Position 

Comments: - 

Organisation of cares TO 
PA 
TN 

L 
U 

F- III ý 
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CONFIDENTIAL 

RELIABILITY 

PATIENT FORM 1 



Appendix 8b 
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Appendix 9 Exam is of nursing assessment-form 
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Appendix 10 Document Survey Record Form 

CONFIDENTIAL Di. te ................. 

MEDICAL/NURSING DOCUMENT SURVEY 

Patient Name ....................... Patient ID No. 
IIIIý 

Hospital ......................................................... 

Ward ............................................................. 

Type F1 
Total bed number 

f 
Total number of patients 

Total number of incontinent patients 
- 

Sex ................................ Age ....................... I 

Admission diagnosis .............................................. 

Other ............................................................ 

Admission date 

Direct admission 
F-I 

Transfer 
F-I 

Total days on ward 

(If transfer) total hospital days 

F-I 

m 
m 

F-I 

LH 
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Appendix 10 continued 

NURSING ASSESSMENT FORM 

ID 
Q 

Severity Management 

Care organised 
LII 

El 

How is care documented? ......................................... 

I. Pre-admission/illness bladder function: - 

Recorded 
Not recorded 

Details ..................................................... 

2. Admission assessment: - 

Recorded 

Mobility 
Communication 
Vision 
Mental state 

3. Individual nursing care plans? 

Not Recorded 

Yes 
No 

4. Patient problems identified: list. Total number 

Yes No 

Safe environment 
Communication 
Breathing 
Eating/drinking 
Elimination 
Personal cleanliness/dressing 
Control body temperature 
Mobilising 
Working/play 
Expressing sexuality 
Sleeping 
Dying 
Others 

S. Incontinence identified as past problem? Yes Q 
No a 

Outcome? Resolved 
Not resolved 
Not documented 

-478- 
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Appendix 10 continued 

6. a) Incontinence identified as current problem? 

Yes 8 

No F-1 
b) Incontinence identified as a current problem - inclusion 

of potential/actual problems? 

Yes No 

Skin breakdown 

Infection 
Smell 
Psycho-social impact 
Other (specify) 

Total number 
Qm 

c) Identified problem: documentation of causes? 

Yes 
Q 

No 

Specify ................................................. 

d) Documentation of nature of incontinence? 

Yes 
Q 

No 

8 

Specify ................................................. 

e) Documentation of pattern of incontinence? 

Yes 

F-1 

No 

8 

Specify .......................... ...................... 

7. Nursing aims/objectives documented? Yes 8Q 

No 

Specify ...................... ............................ 
8 8. Nursing action documented? you 

No 

Specify ..................................................... 

9. Nursing evaluation documented? Yes 
8 71 

No 

Date of last entry .......................... Days 
FQ 

Outcome? Resolved 
Not resolved 
Not r74c ded 



Appendix 10 continued 

10. Documentation of routine investigation3 

a) Urinalysis Yes 8 

No 

b) MSU/clean catch Yes 8 
No 

c) Rectal check Yes 8 
No 

Date of last rectal check ................ Days 

11. Fluid balance chart Yes 8 

No 

Incontinence recorded? Yes 
Nog 

Details ..................................................... 

Incontinence chart Yes B 

No 

Details 

Chart completed Correctly 
Incorrectly 

Record of bowels? Yes 8 

No 

Date of last entry ........................... 

Date of last BM .............................. 

Comments: - 

Days 
i1 

Days 
m 

17 F-I 

m F-I 

F-I 
F71 

Hi 
m 
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Appendix 10 continued 

MEDICAL ASSESSMENT FORM 

1. Pre-admission/illness bladder function documented? 

Recorded 
Not recorded 

Details ...................................................... 

2. Assessment admission/since admission 

Recorded Not Recorded 

Mobility 
Communication 
Vision 
Mental state 

3. Incontinence identified as a current problem? 

Recorded 
8 

Not recorded 

4. a) Cause of incontinence? Recorded 
Not recorded U 

b) Nature of incontinence? 

c) Pattern of incontinence? 

5. Clinical examination 

Rectal examination? 

Pelvic examination? 

Recorded 
Not recorded 

Recorded 
Not recorded 

Nos 8 

No 

No 8 No 

Referral to: - 

Yes 

GU 
Gynae. 
Inc. Ad. 
Psych. 
Other (specify) 

No 

.............................................................. 

6. Request for routine investigations: - 

MSU? Yes 8 

No 

Other (specify) - A8 1................................. 

F-I 

El 
El 
F-I 
E] 

Fý 
F71 
r- 



Appendix 10 continued 

7. Management plan documented? Yes 8 

No 

Specify ..................................................... 

Comments: - Lt II 
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Appendix 10 continued 

PATIENT DRUG CHART 

DIURETICS 

SEDATIVES 

HYPNOTICS 

SPECIFIC DRU 
FOR INCONTIN 

III 
TOTAL NO. 

Li 
Li 

7L-- 

F-I 

jý 



Appendix 11 

Documented Reasons for Admission 
(n=371) 

Reason for Admission 
n (%) 

Circulatory Disorder 149 (40.2) 

Mental Impairment 86 (23.2) 

Musculoskeletal 68 (18.3) 
Disorder 

Respiratory 55 (14.8) 
Disorder 

"Immobility" 23 (6.2) 

Central Nervous 19 (5.1) 
System disorder 

Urinary Incontinence 12 (3.2) 

Neoplasm 12 (3.2) 

Gastro-intestinal 7 (1.9) 
Disorder 

Blood disorder 1 (0.3) 

Other 20 (5.4) 

Other: Pressure sores (4), Social admission (4), Respite care (4), Leg 
ulcers (2), Obesity (1) Falls (1), Collapse (1), Blackouts (1), Over- 
dose (1), Cellulitis (1). 
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Appendix 12 

Documentation of the causes of incontinence 

Type of 
Nursing Records (n=7) n ward 

"Incontinent due to drowsy state" 
"Incontinent due to medication" 

"Incontinence caused by immobility" 
"Incontinence due to urinary tract infection" 

1 Acute 
1 Medical 

1 SAcute 
2 (HCE 

Acute/Rehab 
HCE 

"Incontinence caused by catheter removal" 2 
(Slow-stream 
A 
(Rehab. HCE 

Total 7 
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Appendix 13 

Documentation of the causes of incontinence 

Medical records (n=15) Type of 
n ward 

"Unstable bladder" 1 Acute medical 

"Stress" 2 
"Upper motor neuron" I 
"Urinary retention with infection" I Acute HCE 

"Immobility" I 

ge "Prostatic enlarment" 1 

"Stress incontinence" 3 (Acute/Rehab. 

"Prostate" 1 HCE 
"Unstable bladder" 1 

"Impaction" I 

"Senile vaginitis" 1 

JSlow-stream 

"Urethral structure" 1 Rehab. HCE 

Total 15 
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Appendix 14 

WARD REPORT OBSERVATION SCHEDULE 

Ward......... Na. patients[] No. beds[] Tot. Nurs staff[---] 

Time Start 
_____N__ 

Total No present [_] 

Intrpts. No. [] 

Time 
___ 

Grade 
---- CN 

Time finish-------- SN 
EN 
NL 
AN 

No. not present[_] 

Who gives report? ............... 
Report from: 

CR 
FS 

-- PN 
Other 

Grad. L_ 
Grad a L_ 
Grade 

_ 
E 

_ 
L 

_ Grade 
_ 

E 
_ 

L__ 

................... 
Report Comm ntus 

Other Formal Communication 
Case conferences etc. 
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Appendix 15 Ward Report Observational Schedule 2 
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Appendix 16 

OPERATIONAL DEFINITIONS USED FOR OBSERVATIONAL FRAmNARK 

A. IRF MEK TI I 

Information conveyed such identified a problem or problems with 
micturition eg frequency of micturition, inability to locate toilet but 
incontinence NOT identified a problem. 

B. 

Information conveyed which identified a problem with patient's ability to 
control bladder function, for what ever reason, resulting in 
incontinence. (Definition of incontinence from Thomas et al. 1981). 

C. PO IAL PBOBL 

Information conveyed which identified a potential problem/problems from 

either (a) or (b). 

For example, risk of becoming incontinent, skin problems, odour, psychos- 
social impact on patient. 

D. NA1Uß 

Information conveyed which describes episode/episodes of incontinence 
EXCUJDING the pattern of incontinence (see below) for example, describing 

symptoms such as urgency or dribbling incontinence or information which 
describes the severity of incontinence eg. Mrs. X loses large amounts of 
urine when incontinent. 

- 489 - 



E. PAMW 

Information conveyed which indicates WHEN incontinence occurs either in 
terms of time or at particular events. E. g. incontinence at night, 
incontinent always after meals etc. 

F. CAUSE 

Information conveyed which identifies a factcr or factors thought to be 
possible cause/causes of incontinence. 

G. EVAUJATIOI 

Information conveyed that describes the outcome of any intervention or 
investigation (nursing, medical or other) in relation to incontinence for 

example, the outcome of a toileting regime, results of specific drug 

therapy or the results of an msu. OR a general comment which indicates 

the progress of incontinence e. g. its worse, better, the same. 

H. ASST 

Information conveyed either of a retrospective or prospective nature 
relating to any factor that could be considered to form part of an 
assessment of incontinence. E. g. has had an mau taken, monitor when 
incontinent on chart etc. 

MANAG I1 I. NURSING 

Any information conveyed either of a retrospective or prospective nature 
that relates to nursing intervention/management for incontinence. 

J. MEDICAL MANAGEMENT 

Information conveyed relating to medical intervention for incontinence. 
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K. OTHER 

Other information relating to incontinence which does not fit into other 

categories. 
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Appendix 174 

PATIENT IDENTIFICATION FORM CONFIDENTIAL 

HOSPITAL LI WARD II TYPE DATE 

TOTAL NO. PATS 

PATIENTS IDENTIFIED BY NURSE AS CURRENTLY INCONTINENT OF URINE 

SISTER 
S/N IN CHARGE 
SEN IN CHARGE 
OTHER (SPECIFY) 
................ 

PATIENT NAME SEVERITY OF INCONTINENCE MANAGEMENT 
(ONCE/>DAY/NIGHT <) 
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dix 17b Identification of incontinence duri 
t compared with information in written re-cor 

WARD REPORT 

NURSE-IN-CHARGE 

NURSING CARE PLAN 

PROGRESS NOTES 

MEDICAL NOTES 

g hand-over 

FATIENT 

123456789 10 11 12 
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Appendix 18a 

The Unw. nrly of Nottingham Medical School Nursing Studies Unit, 
Medical School, 

-= Queen's Medical Centre, 
Nottingham. NG7 2UH 

Telephone: (0602) 42 14 21 
Ext 4795/4130 

Dr. P. J. Hawthorn S. R. N. S. C. M. 
Director 

CONFIDENTIAL 

SISTER/CHARGE NURSE QUESTIONNAIRE 

Fox Offic 
Use Onl 

For many questions only a tick in the relevant box is needed. Other questions 
require you to give information. Please feel free to make any additional 
comments you may have on the back of the questionnaire. The first few questions 
relate to details about you and your nursing experience. I 

1. Please indicate whether you are: 1) Female H 
2) Male 

2. Please tick the box which corresponds with your age group. 

1) Less than 25 years 
2) 25-30 years, 
3) 31-35 years 
4) 36-45 years 
5) Over 45 years 

3. Please tick the box to show which of the following qualifications 
you hold. 

1) Registered General Nurse (SRN) 
2) Registered Mental Nurse (RMN) 
3) Registered Midwife (SCH) 
4) District Nurse (QN, NDN) 

4. Please list below any other nursing qualifications you may have. 

5. What is your total length of nursing experience since aualifvinna 
(please include any part-time nursing experience)? 

........ year(s) ........ month(s) 

0 

S 
9 

9 

99 
99 
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Appendix 18a continued 

2 

6. Do you work: - 

1) Days only 
2) Nights only 
3) Both (internal rotation) 

7. How long have you been a Sister/Cha rge Nurse on your present ward? 

1) Up to 6 months 
2) More than 6 months up to 1 year 
3) More than 1 year up to 3-years 
4) More than 3 years up to 5 years 
5) More than 5 years up to 7 years 
6) More than 7 years L- j 

8. Apart from your present ward, have you worked on any of the 
following wards since you have trai ned? (Please tick which apply 
with length of time worked. If you have worked i n any of these 
wards as a Sister/Charge Nurse, ins tead of a tick insert an 's' in 
the appropriate box. ) 

>6 mths >1 yr >3 yrs >5 yrs More 
Up to up to up to up to up to than 
6 mths 1 year 3 yrs 5 yrs 7 yrs 7 yrs 

General Medical 
Q Q Q Q Q Q 

Health Care El 11 El 11 El EJ 
Elderly 

Psychogeriatric 
El Q Q Q Q Q 

General Surgical Q Q Q Q Q Q 

Gynaecology Q E EI 

Urology Q 13 Q Q Q 

Orthopaedic Q EI Q 0 Q EJ 

Neurosurgical 
Q Q Q [1 Q 

Other Q Q Q Q n Q 
(please specify) 

NB >- more than 

For Offlci. 
Use Only 

9 

0 

m 
EI-1 

m 
cm 
ýn 
m 

Lu 

UI 

e (x11) 
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Appendix 18a continued 

3 

Please note that when the word 'incontinence' is used, it refers only to URINARY 
incontinence. 

For Offic 
The next few questions relate to any teaching you may have had relating to use Onl 
continence/incontinence. I 

L__. IýLL. I 

9. a) During your basic nurse training, d: 3 you have any classroom 
teaching relating to the subject of incontinence? 

1) Yes 
2) No 
3) Don't remember/unsure 

If YES 

b) Did this cover any of the following? (Please tick which 
apply. If you are not sure, put a? in the appropriate box) 

1) Anatomy of the urinary system 
2) Physiology of micturition 
3) Causes of incontinence 
4) Assessment of incontinence 

c) Briefly, what aspects of the management of incontinence, if 
any, did you cover? 

10. a) Have you completed the following post-basic courses? 

If YES (please tick which apply, giving the year in which it was 
taken) 

1) ENB 298 course 'Nursing Elderly People' year ....... 

2) ENB 940/941 course 'Nursing Elderly 
People' year ....... 

3) ENS 978 course 'Promotion of Continence 
and Management of"Incontinence' year ....... 

4) Other course(s) on continence/ 
incontinence (EXCLUDE CONFERENCES/ 
STUDY DAYS)? Please record which 
course and year taken 

....................................... year ....... 

....................................... year ....... 
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Appendix 18a continued 

4 

b) Have you attended any conferences/study days relating to 
promoting continence and managing incontinence? 

1) Yes 
8 

2) No 

If YES 

Please record which and year(s) when attended. 

.............................................................. 

11. Do you belong to any group or association concerned with problems 
of incontinence/continence (e. g. the Association of Continence 
Advisers)? 

1) Yes E2) 

No 

If YES 

Please record which. 

12. a) Have you had any in-service training relating to the 
management of incontinence? 

1) Yes 8 

2) No 

If YES 

b) Briefly, what area(s) did this cover? 

c) Was this within the last 12 months? 

1) Yes 8 

2) No 

Fot Office 
Use On1. 

9 (x12) 

0 

ff] 

0 

B 

0 

I I-T- 

0 
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Appendix 18a continued 

5 

13. Looking at the teaching you have received, how prepared do you 
feel concerning the following are as? 

Fairly Not very 
Well well well Not at all 
prepared prepared prepared prepared 

Causes of a ED 
incontinence 

Ability to assess Q D Q 
incontinence 

Methods to promote D 
continence 

Incontinence aids 
D U El ED 

Indwelling catheter U 1J a D 
management 

14. Which o of the following do you feel has contributed MOST to 
your knowledge relating to incont inence (PLEASE TICK ONE BOX ONLY) 

1) Teaching during basic training 
2) Conference/study days 
3) In-service training 
4) Ward experience 
5) Post basic course (e. g. ENB 9 78) 
6) Nursing books/journals 
7) Other (please specify below) 

The next few questions relate to specific aspects of incontinence. 

15. a) On your ward, are there problems relating to caring for 
patients who are incontinent? 

1) Frequently 
2) Sometimes 
3) Occasionally 
4) Rarely 
5) Never 

b) Can you explain what the MAIN problems are? 

- 498 - 
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Appendix 18a continued 

6 

For Office 
16. People have different ideas about the causes of incontinence. Use Only 

What do you think are the MAIN reasons why some people are 
incontinent? 

17. a) Who do you think should be MAINLY responsible for the 
assessment of incontinence on the ward? (PLEASE TICK ONE BOX 
ONLY) 

1) Medical staff 
2) Nursing staff 
3) Specialists (e. g. continence adviser) 
4) Medical and nursing staff 

b) Who do you think should be MAINLY responsible for promoting 
continence/management of incontinence on the ward? 
(PLEASE TICK ONE BOX ONLY) 

1) Medical staff 
2) Nursing staff 
3) Specialists (e. g. continence adviser) 
4) Medical and nursing staff 

18. What factors do you think are important when assessing a patient 
on the ward who is incontinent? 

19. How important do you think it is for nurses on your ward to have 
the opportunity to attend courses/study days/conferences, etc., 
relating to promoting continence/managing incontinence? 

1) Very important 
2) Important 
3) Not very important 
4) Unimportant 

-499- 
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Appendix 18a continued 

7 

20. Below are three short accounts describing ; ome observations from 
patients who are incontinent of urine. If you are unsure about 
any of the answers to the questions below, then please put a? in 
the space and go on to the next question. 

A female patient loses small amounts of urine only when coughing, 
sneezing or during physical exercise. 

a) What do you think might be the possible cause(s) of the above? 

b) What might be done for a patient with this problem? 

A patient with a distended bladder is frequently leaking small 
amounts of urine. 

a) What do you think might be the possible cause(s) of the above? 

b) What might be done for a patient with this problem? 

A patient has a strong desire to void and needs the toilet 
frequently but is usually incontinent before reaching it. 

a) What do you think might ite the possible cause(s) of the above? 

- 500 - 
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Appendix 18a continued 

8 

b) What might be done for a patient with this problem? 

21. Below are a number of statements. Please would you tick.. the 

category to show how strongly you agree/disagree with *each 

statement. (PLEASE TICK ONE BOX ONLY FOR EACH STATEMENT). 

strongly strongly 

Agree Agree Uncertain Disagree Disagree 

The nurse's primary role caring 
for patients with incontinence ýI 
should be concerned with 
supplying appropriate aids 

Incontinence is really only a 0 El El 
nursing problem 

During the early phase of stroke 
rehabilitation, bladder problems U 0 0 

are best dealt with by a catheter 

The assessment and management of 
incontinence is most suited to a a 0 Q 

multidisciplinary team approach 

The only effective ways to 
achieve continence are surgery 0 

and drug therapy 

Rehabilitation is the task of the 
physio and OT and should not be r ý 
an additional workload for L.. _ 
nursing staff 

Incontinence should always be 
investigated 

Two hourly toileting and 
incontinence aids are the only a 
realistic ways to promote 
continence in the elderly 

Patients are often incontinent Q rj 
due to laziness LJ 

It is important for all nurses to 
have a good understanding about 13 C 

the causes of incontinence 

For Offici 
Use On I 

Qo0 
Qoo 

o 
QQa 
QaQ 
EI QQ 
QQo 
aa 
Da 

0 
cl 

- 501 - 



Appendix 18a continued 

9 

Strongly Strongly 
Agree Agree Uncertain Disagree Disagree 

Elderly people with longstanding 
incontinence problems do not El U El ED 

usually require investigation 

Incontinence is an inevitable a D El 

part of the ageing process 

Continence promotion is a 
specialised skill and should F-1 El therefore be left to people such [, J 

as continence advisers 

Continence is a realistic goal 
for many incontinent elderly U G U El 
people 

I find it demoralising looking 
after incontinent patients D Q ^ 

L1 
a 

because there is little I can do 
to help 

Incontinence is usually more 
distressing for a young person fl fl fl D 

than for someone who is elderly 

22. On your ward, do nurses use any written guidelines for the: - 

a) Assessment of incontinence? 

1) Yes 
2) No 

If YES 

What do these consist of? 

b) Management of incontinence? 

1) Yes 8 

2) No 

If YES 

What do these consist of? 

OQ 
QO 

El 0 

El Q 
EI 0 

Ei Q 

El 

um 

13 

EM 
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Appendix 18a continued 

I0 

23. Finally, I have not defined the term 'urinary incontinence' and I 
would be interested to know what you mean by it. 

For Officio 
Use Only 

Thank you very much for taking the time and effort to complete the questionnaire. 
Your help is greatly appreciated. 

I look forward to being able to give you a summary of the results of the 
questionnaire as well as results from other parts of the project in the future. 

Please would you enclose the completed form in the addressed envelope provided 
and return it via your ward internal mailing system. 

If you have mislaid the envelope, please would you send the completed 
questionnaire via the internal mailing system to: - 

Francine Cheater 
Research Assistant 
Nursing Studies Unit 
Floor I 
Medical School 
Queen's Medical Centre 
Nottingham 

once again, thank you very such. 
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Appendix 18b 

TM Univwsity of Nottlnghnn Medkal School Nursing Studies Unit, 
Medical School, 
Queen's Medical Centre, 
Nottingham. NG7 2UH 

Telephone: 10602) 42 14 21 

Ext 4795/4130 

Dr. P. J. Hawthorn S. R. N. S. C. M. 
Director 

CONFIDENTIAL 

TRAINED NURSE QUESTIONNAIRE (Staff/Enrolled Nurses) 

For Official 
Use Only 

For many questions only a tick in the relevant box is needed. Other questions 
require you to give information. Please feel free to make any additional 
comments you may have on the back of the questionnaire. The first few questions 
relate to details about you and your nursing experience. 

1. Please indicate whether you are: 1) Female 
2) Male 

2. Please tick the box which corresponds with your age group. 

1) 20-24 years 
2) 25-30 years 
3) 31-35 years 
4) 36-45 years 
5) Over 45 years 

3. Please tick the box to show which of the following qualifications 
you hold. 

1) Registered General Nurse (SRN) 
2) Enrolled Nurse (SEN) 
3) Registered Mental Nurse (RMN) 
4) Registered Midwife (SCH) 
5) District Nurse (QN, NDN) 

4. Please list below any other nursing qualifications you may have. 

5. What is your total length of nursing experience since qualifying 
(please include any part-time nursing experience)? 

........ year(s) ........ month(s) 

FTFFý 
LL= 
ED 

9 

a 
9 

S 

HI 1 
99 
99 
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Appendix 18b continued 

2 

6. Do you work: - 

1) Days only 
2) Nights only 
3) Both (internal rotation) 

7. How long have you been working on your present ward? 

1) Up to 6 months 
2) More than 6 months up to 1 year 
3) More than 1 year up to 3 years 
4) More than 3 years up to 5 years 
5) More than 5 years up to 7 years 
6) More than 7 years 

8. Apart from your present ward, have you worked on any of the 
following wards since you have trained? (Please tick which apply 
with length of time worked. 

>6 mths >1 yr >3 yrs >5 yrs More 
Up to up to up to up to up to than 
6 mths 1 year 3 yrs 5 yrs 7 yrs 7 yrs 

General Medical El El D El F1 
Health Care 
Elderly 

Q E 0 Iý ^u 0 Ei 

Psychogeriatric rj 
LJ 

0 El ED El 

General Surgical J D [ Q 0 C] 

Gynaecology ED [1 
u 

El El 0 0 

Urology CD El 0 El F71 ED 

Orthopaedic 0 D 0 Q 

Neurosurgical El Cj n Q 0 

Other 
(please spýify) 

Q 
LJ IJ 

El Fi 
J_. 1 LJ 

El 

NB >- more than 

Fox Offici 

U 9 

0 

EID 

ED 

L 

Ell 
1= 

9 (x11) 

-505- I 



Appendix 18b continued 

3 

Please note that when the word 'incontinence' is used, it refers only to URINARY 
incontinence. 

For OfficiF 

The next few questions relate to any teaching you may have had relating to Use Only 

continence/incontinence. 

9. a) During your basic nurse training, did you have any classroom 
teaching relating to the subject of incontinence? 

1) Yes 
2) No 
3) Don't remember/unsure 

If YES 

b) Did this covet any of the following? (Please tick which 
apply. If you are not sure, put a? in the appropriate box) 

1) Anatomy of the urinary system 
2) Physiology of micturition 
3) Causes of incontinence 
4) Assessment of incontinence 

c) Briefly, what aspects of the management of incontinence, if 

any, did you cover? 

10. a) Have you completed the following post-basic courses? 

If YES (please tick which apply, giving the year in which it was 
taken) 

1) ENB 298 course 'Nursitg Elderly People' Q 
year ....... 

2) ENB 940/941 course 'Nursing Elderly 
People' year ....... 

3) ENB 978 course 'Promotion of Continence 

and Management of Incontinence' year ....... 

4) Other course(s) on continence/ 
incontinence (EXCLUDE CONFERENCES/ 
STUDY DAYS)? Please record which 
course and year taken 

D 

year ....... 

year ....... 

LJ 

c 

Q 

L_! __J 

Q 

W 

DJ 
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4 

b) Have you attended any conferences/study days relating to 
promoting continence and managing-incontinence? 

1) Yes 8 

2) No 

If YES 

Please record which and year(s) when attended. 

....................................,................ % ......... 

11. Do you belong to any group or association concerned with problems 
of incontinence/continence (e. g. the Association of Continence 
Advisers)? 

1) Yes 
8 

2) No 

If YES 

Please record which. 

12. a) Have you had any in-service training relating to the 
management of incontinence? 

1) Yes E2) 

No 

If YES 

b) Briefly, what area(s) did, this cover? 

c) Was this within the last 12 months? 

1) Yes 8 

2) No 

For Off. ici4 
Use Only 

9 (x12) 

I 

0 

0 
0 

1111 

m 
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5 

13. Looking at the teaching you have received, how prepared do you 
feel concerning the following ar eas? 

Fairly Not very 
Well well well Not at all 
prepared prepared prepared prepared 

Causes of ED n El 
incontinence 

Ability to assess Q Q 
incontinence 

Methods to promote Q Q Q 
continence 

Incontinence aids 
D 0 

Indwelling catheter ti 
l-J 

Q 
management 

14. Which one of the following do you feel has contributed MOST to 
your knowledge relating to incontinence (PLEASE TICK ONE BOX ONLY) 

1) Teaching during basic training 
2) Conference/study days 
3) In-service training 
4) Ward experience 
5) Post basic course (e. g. ENB 978) 
6) Nursing books/journals 
7) Other (please specify below) 

The next few questions relate to specific aspects of incontinence. 

15. a) Do you experience difficulties caring for patients who are 
incontinent? 

1) Frequently 
2) sometimes 
3) occasionally 
4) Rarely 
5) Never 

b) Can you explain what the MAIN problems are? 

For Officie 
Use Only 

Ei. 

Q 

EI 
EI 
0 

9 

9 

0 

9 : xli) 
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16. People have different ideas about the causes of incontinence. 
What do you think are the MAIN reasons why some people are 
incontinent? 

17. a) Who do you think should be MAINLY responsible for the 
assessment of incontinence on the ward? (PLEASE TICK ONE BOX 
ONLY) 

1) Medical staff 
2) Nursing staff 
3) Specialists (e. g. continence adviser) 
4) Medical and nursing staff 

b) Who do you think should be MAINLY responsible for promoting 
continence/management of incontinence on the ward? 
(PLEASE TICK ONE BOX ONLY) 

1) Medical staff 
2) Nursing staff 
3) Specialists (e. g. continence adviser) 
4) Medical and nursing staff 

18. What factors do you think are important when assessing a patient 
on the ward who is incontinent? 

19. How important do you think it is for nurses on your ward to have 
the opportunity to attend courses/study days/conferences, etc., 
relating to promoting continence/managing incontinence? 

1) Very important 
2) Important 
3) Not very important 
4) Unimportant 

For Office 
Use Onls 

13 

ED 

- 

4T 
It 

L-1 
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7 

20. Below are three short accounts describing some observations from 
patients who are incontinent of urine. If you are unsure about 
any of the answers to the questions below, then please put a? in 
the space and go on to the next question. 

A female patient loses small amounts of urine only when coughing, 
sneezing or during physical exercise. 

a) What do you think might be the possible cause(s) of the above? 

b) What might be done for a patient with this problem? 

A patient with a distended bladder is frequently leaking small 
amounts of urine. 

a) What do you think might be the possible cause(s) of the above? 

b) What might be done for a patient with this problem? 

A patient has a strong desire to void and needs the toilet 
frequently but is usually incontinent before reaching it. 

a) What do you think might be the possible cause(s) of the above? 

- 510 - 
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8 

b) What might be done for a patient with this problem? 

21. Below are a number of statements. Please would you tick the 
category to show how strongly you agree/disagree with each 
statement. (PLEASE TICK ONE BOX ONLY MR EACH STATEMENT) 

strongly Strongly 

Agree Agree Uncertain Disagree Disagree 

The nurse's primary role caring 
for patients with incontinence El El should be concerned with u 

supplying appropriate aids 

Incontinence is really only a El El 
nursing problem 

During the early phase of stroke 
rehabilitation, bladder problems EJ U Ei 

are best dealt with by a catheter 

The assessment and management of 
incontinence is most. suited to a EI El Ei 

multidisciplinary team approach 

The only effective ways to 
achieve continence are surgery J 0 0 

and drug therapy 

Rehabilitation is the task of the 
physio and OT and should not be J (l C] 
an additional workload for '--+ 

nursing staff 

Incontinence should always be 
investigated ! -ý 

Two hourly toileting and 
incontinence aids are the only O n 
realistic ways to promote LJ 

continence in the elderly 

Patients are often incontinent U El 11 
due to laziness 1-ý 

It is important for all nurses to 
have a good understanding about 

[J C] 0 
the causes of incontinence 

For Offici 
Use Onl% 

D Q Q 

D Q 0 

El 

El 

QQ 

QQ 
Qa 
QQ 

QQ 

cl 

0 

Q 

El 
D 
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Stcongly Stcongly 

? gcee Agcee Unesctain Disagcse Disagcea 

Elderly people with longstanding 
incontinence problems do not J Q Ei Q 
usually require investigation 

Incontinence is an inevitable (ý Q EJ a 
part of the ageing process L_1 

Continence promotion is a 
specialised skill and should {-7 

ýJ 
Ei 11 Ej 

therefore be left to people such 
as continence advisers 

Continence is a realistic goal 
for many incontinent elderly 
people 

LJ LJ l_ý 

I find it demoralising looking 
after incontinent patients a D 
because there is little I can do 
to help 

Incontinence is usually more 
distressing for a young person U D U 

than for someone who is elderly l_1 

Fot Offici 
Use Only 

Qo 
OO 

OQ 

Qa 
00 
Fl 

22. Finally, I have not defined the term 'urinary incontinence' and I 
would be interested to know what you mean by it. 

s (x8) 

[I= 
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Thank you very much for taking the time and effort to complete the questionnaire. 
Your help is greatly appreciated. 

I look forward to being able to give you a summary of the results of the 
questionnaire as well as results from other parts of the. project in the future. 

Please would you enclose the completed form in the addressed envelope provided 
and return it via your ward internal mailing system. 

If you have mislaid the envelope, please would you send the completed 
questionnaire via the internal mailing system to: - 

Francine Cheater 
Research Assistant 
Nursing Studies Unit 
Floor E 
Medical School 
Queen's Medical Centre 
Nottingham 

Once again, thank you very much. 
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m. u,..., hy a Nottingham Medical School Nursing Studies Unit, 
Medical School, 

"', i Queen's Medical Centre, 
Nottingham. NG7 2UH 

E? ý 
' 

Telephone: (0602) 421421 
Ext 4795/4130 

Dr. P. J. Hawthorn S. R. N. S. C. M. 
Director 

CONFIDENTIAL 

NURSE LEARNER QUESTIONNAIRE 

For Offic 
Use On'. 

For many questions only a tick in the relevant box is needed. Other question, - 
require you to give information. Please feel free to make any additional 
comments you may have on the back of the questionnaire. The first few questions 
relate to you and your nurse training. 

1. Please indicate whether you are: 1) Female 8 

2) Male 

2. Please tick the box which corresponds with your age group. 9 
9 

1) 17-19 years 
2) 20-21 years 

EI 

3) 22-23 years 
4) 24-26 years 
5) Over 26 years 

3. Please tick the box to show which one of the nurse training 
courses you are currently taking. 

1) Registered General Nurse training (RGN/SRN) 
2) Registered Mental Nurse training (RMN) 
3) Registered Sick Children's Nurse training (RSCN) 
4) Other (please specify below) 

4. How much of your training have you already completed? 

........ year(s) ........ month(s) 

5. How long have you been working on your present ward? 

.:...... week(s) 

, 6. At the moment are you working: - 

1) Days? 
2) Nights? R 

9 (x5) 

9 (x9) 

m 

Q 
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7. Apart from your present ward, have you worked on any of the 
following wards (please tick which apply with length of time 
worked)? 

4-6 7-9 10-12 More than 
weeks weeks weeks 12 weeks 

General Medical Q Q Q Q 

Health Care Elderly Q Q Q Q 

Psychogeriatric Q Q Q Q 

General Surgical 
Q Q Q Q 

Gynaecology 
Q Q Q Q 

Urology 
Q Q Q Q 

Orthopaedic Q Q Q Q 

Neurosurgical Q Q Q Q 

Other (please specify) 
Q Q Q Q 

For Official 
Use Only 

9 (x23) 

LI 
EI 
13 

EI 
F--i 
EI 

U 
0 
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3 
For Officia 

Use Only 

Please note that when the word 'incontinence' is used, it refers only to URINARY 
incontinence. 

The next few questions relate to any teaching you may have had on I 

continence/incontinence. 

8. a) So far in your nurse training, have you had any classroom 
teaching relating to the subject of incontinence? 

1) Yes 
e 

2) No 

If YES 

b) Has this covered any of the following? (Please tick which 
apply. If you are not sure, put a? in the appropriate box) 

1) Anatomy of the urinary system 
2) Physiology of micturition 
3) Causes of incontinence 
4) Assessment of incontinence 

c) Briefly, what aspects of the management of incontinence, if 
any, have you covered? 

9. So far in your nurse training, have you: - 

a) had any ward-based teaching relating to continence/ 
incontinence? 

1) Yes 
8 

2) No 

If YES, briefly, what area(s) did this cover? 

b) Attended any study days/conferences relating to promoting 
continence/managing incontinence? 

If YES, please record which and year when attended. 

............................................... year ...... 

............................................... year ...... 

0 

9 (x11) 

EJ 

Q 

iIi 
I II 

9 (x18) 
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10. Looking at the teaching you have received so far, how prepared do 
you feel concerning the following areas? 

Fairly Not very 
Well well well Not-at all 
prepared prepared prepared prepared 

Causes of 
incontinence EI LI LI 

Ability to assess 
incontinence 

Q Q EJ Ej 
Methods to promote 
continence 

n r ýI 

Incontinence aids Cl 0 El 

Indwelling catheter 
management 

11 F-1 n El 
It. Which one of the following do you feel has contributed MOST to 

your knowledge relating to continence/incontinence (PLEASE TICK 
ONE BOX ONLY) 

1) Classroom teaching 
2) Ward experience 
3) Ward-based teaching 
4) Nursing books/journals 
5) Study days/conferences 
6) Other (please specify below) 

The next few questions relate to specific aspects of incontinence. 

12. a) Do you experience problems caring for patients who are 
incontinent? 

1) Frequently 
2) Sometimes 
3) Occasionally 
4) Rarely 
5) Never 

b) Can you explain what the MAIN problems are? 

For Offici 
Use Only 

E) 

0 
9 

9 

ED 

0 

HI 11-1 
9 (XI 1) 
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13. People have different ideas about the causes of incontinence. 
What do you think are the MAIN reasons why some people are 
incontinent? 

14. a) Who do you think should be MAINLY responsible for the 
assessment of incontinence on the ward? (PLEASE TICK ONE BOX 
ONLY) 

1) Medical staff 
2) Nursing staff 
3) Specialists (e. g. continence adviser) 
4) Medical and nursing staff 

H 

b) Who do you think should be MAINLY responsible for promoting 
continence/management of incontinence on the ward? 
(PLEASE TICK ONE BOX ONLY) 

1) Medical staff 
2) Nursing staff 
3) Specialists (e. g. continence adviser) 
4) Medical and nursing staff 

15. What factors do you think are important when assessing a patient 
on the ward who is incontinent? 

16. Below are three short accounts describing some observations from 
patients who are incontinent of urine. If you are unsure about 
any of the answers to the following questions, please put a? in 
the space provided and go on to the next question. 

A female patient complains of losing small amounts of urine when 
she coughs, sneezes or during. physical exercise but not at other 
times. 

a) What do you think might be the possible cause(s) of the above? 

For Offici 
Use Only 

EI 

13 

UI] 
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b) What might be done for a patient with this problem? 

A patient with a distended bladder frequently leaks small amounts 
of urine. 

a) What do you think might be the possible cause(s) of the above? 

b) What might be done for a patient with this problem? 

A patient has a strong desire to void and needs the toilet 
frequently but is usually incontinent before reaching it. 

a) What do you think might be the possible cause(s) of the above? 

b) What might be done for a patient with this problem? 

For Offic 
Use Onl 

I-- I 
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17. Below are a number of statements. Please would you tick the For Offic 
category to show how strongly you agree/di sagree with each Use On2 
statement. (PLEASE TICK ONE BOX ONLY FOR EACH STATEMENT) 

Stzong ly Strongly 

Agree Agree Uncertain Disagree Disagree 

The nurse's primary role caring 
for patients with incontinence 
should be concerned with 

El Lý Q Q Iý Q 

supplying appropriate aids 

Incontinence is really only a rj 
1I 

EI 
LJ 

F1 
lJ 

Q Q Q 
nursing problem 

During the early phase of stroke 
rehabilitation, bladder problems 

i h 
Q 0 Q 

1 
Q El 

are best dealt w t by a catheter 

The assessment and management of 
incontinence is most suited to a Q (ý Q Q Q Q 
multidisciplinary team approach ý--+ 

The only effective ways to 
achieve continence are surgery Q Q Q Q Q Q 
and drug therapy 

Rehabilitation is the task of the 
physio and OT and should not be Q n 

I J 
Q Q Q Q 

an additional workload for ý 
nursing staff 

Incontinence should always be 
ti ated v i 

El f" 
LJ 

1 Q Q (-ý El Q 
g n es 

Two hourly toileting and 
incontinence aids are the only Q Q Q Q Q Q 
realistic ways to promote 
continence in the elderly 

Patients are often incontinent Q EI 
4J 

(-j 
L_l 

Q Q Q 
due to laziness 

it is important for all nurses to 
have a good understanding about' Q Q Q Q Q Q 
the causes of incontinence 

Elderly people with longstanding 
incontinence problems do not Q Q Q Q Q Q 
usually require investigation 

Incontinence is an inevitable 
part of the ageing process Q Q Q Q Q Q 

Continence promotion is a 
specialised skill and should 
therefore be left to people such Q Q Q Q Q Q 
as continence advisers 
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Strongly strongly 

Agree Agree Uncertain Disagree Disagree 

Continence is a realistic goal 
for many incontinent elderly 0 El El El- 

people 

I find it demoralising looking 
after incontinent patients n n (ý D 0 
because there is little I can do lJ ýJ 

to help 

Incontinence is usually more 
distressing for a young person 

LI Q 

than for someone who is elderly 

18. Finally, I have not defined the term 'urinary incontinence' and I 
would be interested to know what you mean by it. 

For Offic 
Use On? 

E 

0 

0 
9 (x8) 

11 11 

Thank you very much for taking the time and effort to complete the questionnaire. 
Your help is greatly appreciated. 

I look forward to being able to give you a summary of the results of the 
questionnaire as well as results from other parts of the project in the future. 

Please would you enclose the completed form in the addressed envelope provided 
and return it via your ward internal mailing system. 

If you have mislaid the envelope, please would you send the completed 
questionnaire via-the internal mailing sy; tem to: - 

Francine Cheater 
Research Assistant 
Nursing Studies Unit 
Floor E 
Medical School 
Queen's Medical Centre 
Nottingham 

Once again, thank you very much. 
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Appendix 18d Covering-letter accompanying nurses questionnaire 

TM University of Nottingham Medkal School Nursing Studies Unit, 
Medical School, 
Queen's Medical Centre, 
Nottingham. NG7 2UH 

W4 .a 
Telephone: (06C2) 421421 

Ext 4795/4130 

Dr. P. J. Hawthorn S. R. N. S. C. M. 
Director 

Our Ref FMC/AJB 

June 1987 

Dear 

Re: An Enquiry into Problems of Incontinence in Hospital Patients: A 
Nursing Perspective 

In order to complete the final phase of data collection for the above 
research project, I have prepared a questionnaire for trained nursing staff 
working on general medical and health care of the elderly wards. 

The Director of Nursing Services, Divisional Nurse Manager and Mrs Lathwood 
(Director of Nurse Education) have all given me permission to approach the 
nursing staff. 

I realise how busy you are but would be grateful if you could spare a little 
time to complete the enclosed questionnaire. This should take you about 
20 minutes. I do hope that you will return your questionnaire as it is 
important to hear from as many nurses as possible. 

I have not asked you to give your name. The code in the top righthand corner 
is so that I know who has been kind enough to reply. On return of the 
completed questionnaire, the code number will be blanked out immediately and 
anonymity maintained. 

If you have any queries concerning the completion of the questionnaire, 
please do not hesitate to contact me on the above telephone number. 

I should be very grateful if you would kindly return the completed 
questionnaire in the addressed envelope provided using your internal ward 
mailing system by Friday. 26 Tune 1987. 

Thank you very much in anticipation of your help. 

Yours sincerely 

Francine Cheater MA RGN 
Research Assistant 
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Appendix 18e Follow-up letter 

The Unive" of Natinghnm Medical School Nursing Studies Unit, 
Medical School, 
Queen's Medical Centre, 
Nottingham. NG7 2UH 

Telephone: (0602) 421421 4Mý 

Ext 4795/4130 

Dr. P. J. Hawthorn S. R. N. S. C. M. 
Director 

Our Ref FMC/AJB 

July 1987 

Dear 

Re: An Enouiry into Problems of Incontinence in Hospital Patients: A 
Nursing Perspective 

About three weeks ago, I sent you a questionnaire concerning the above 
project. So far, the number of questionnaires which have been returned from 
student nurses has been very encouraging. However, I am still keen to hear 
from as many student nurses as possible, and wondered if you would be able to 
spare the time to complete your questionnaire and return it to me via your 
internal ward mailing system. 

Should you have mislaid the original questionnaire, I have enclosed a further 
copy for your use. 

Please ignore this letter if, in the meantime, you have already returned the 
questionnaire. 

Thanking you again in anticipation of your help. 

Yours sincerely 

f(o\v-, (ý%. JL CLtl-tU 
Francine Cheater MA RGN 
Research Assistant 

Enc 
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The University of Not ngh. m Medical School Nursing Studies Unit, 
Medical School, 
Queen's Med ical Centre, 
Nottingham. NG7 2UH 

Wý"w. 

G 
Telephone: 10602) 421421 
Ext 4795/4130 

Dr. P. J. Hawthorn S. R. N. S. C. M. 
Director 

Our Ref FMC/AJB 

23 July 1987 

Dear 

Re: An Enquiry into Problems of Incontinence in Hopita1 Patients: A Nursin 
Perspective 

I would like to thank all the nurses (day and night staff) who kindly spared 
the time recently to complete a questionnaire on incontinence. I was very 
grateful for their help. 

If there is anyone who has not yet returned their questionnaire, I would still 
be very pleased to hear from them. 

As already mentioned, a summary of the results of the questionnaire will be 
sent to your ward when analysis has been completed. 

Thank you-once again. 

Yours sincerely 

Francine Cheater MA RGN 
Research Assistant 
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Three short accounts to describe specific types of urine loss 

ACCOUNT ONES 

A female patient loses small amounts of urine only when coughing , sneezing or during physical exercise. 

ACCOUNT TWOS 

A patient with a distended bladder is frequently leaking small amounts of 
urine. 

ACCOUNT THREE: 

A patient has a strong desire to void and needs the toilet frequently but 
is usually incontinent before reaching it. 
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Apýdix 20, 

Qualified Nurses: 

Length of Time on Current Ward 

Length of time CN SN EN 

on ward n (x) n (X) n (%) 

Up to 6 months 10 (17.9) 53 (48.2) 26 (24.1) 
>6 months -1 year 6 (10.7) 22 (20.0) 18 (16.7) 
>1 -3 years 14 (25.0) 27 (24.5) 30 (27.8) 
>3 -5 years 6 (10.7) 5 '4.5) 13 (12.0) 

>5 -7 years 8 (14.3) 1 (0.9) 10 (9.3) 

>7 years 12 (21.4) 2 (1.8) 11 (10.2) 

56 (100.00) 110 (100.0) 108 (100.1) 

*1 missing value 
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Other Nursing Qualifications 

Qualifications 
CN 

(n=56) 
SN 

(n=110) 
EN 

(n=108) 

Diploma in Nursing 3 1 - 

Diploma in Child - 1 - 
Psychiatry 

Developments in 2 - - 
Nursing Care (ENB 923) 

Ophthalmic (ENB 346) 2 - 1 

Orthopaedic (ENB 219) 1 3 1 

Obstetrics certificate 1 1 - 

Research (ENB 995) 1 - 

First line management I - - 
course 

Advances in Mental - - 1 
Handicap Nursing (ENB 935) 

Nursery Nurse (NNEB) - 2 1 

Staff Nurse 
Professional Development - 2 - 
Course 

General Intensive - 1 - 
Care (ENB 100) 

Coronary Care - 2 - 
(ENB 124) 

Cardio-Thoracic - 1 - (ENB 249) 

Theatre (ENs) - - 1 
(ENB 188) 

Thoracic Nursing - - 1 
Certificate 
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CN SN EN 
Qualifications (n=56) (n=110) (n=108) 

Otology & Laryngology --1 
Certificate 

Sexually Transmitted --1 
Disease certificate 

Pharmacy part one 
Certificate 

I 

Occupational health -1- 
nurse qualification 

Total 
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Qualified nurses : Previous Ward Specialty Experience 

Previous experience CNs 
n=56 

SNs 
n=110 

ENs 
n=109 

n n n 
General medical 42 (75.0) 35 (31.8) 45 (41.3) 
HCE 30 (53.6) 32 (29.1) 64 (58.7) 
Psychogeriatric 8 (14.3) 5 (4.6) 12 (11.0) 
General Surgical 25 (44.6) 19 (17.3) 42 (38.5) 
Gynaecology 13 (23.2) 11 (19.6) 23 (21.1) 
Urology 6 (10.7) 6 (5.5) 10 (9.2) 
Orthopaedic 19 (33.9) 11 (19.6) 23 (21.1) 
Neurosurgical 2 (3.6) 5 (4.5) 4 (3.7) 
Other* 30 (53.6) 27 (24.5) 19 (17.4) 

* Appendix 23 
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Qualified N, irses: Other Previous Ward Specialty Experience 

Previous Experience CNs 
n 

SNs 
n 

ENs 
n 

Intensive care 

Maternity/obstetrics 5 3 - 

Casualty 2 2 1 

Coronary care 2 2 1 

Renal Unit 1 2 - 
Psychiatry 1 3 1 

Paediatrics - 3 1 

Dermatology 3 - 1 

Rheumatology I - - 

Bone Marrow I - - 
Transplant Unit 

Industrial 2 - - 
Nursing 

Oncology 1 - - 

Neuromedical 1 - - 

Theatre 1 1 3 

Community 2 1 - 
Nursing 

ophthalmology 1 - - 

Gynaecology I - - 
Outpatient clinic 

Private nursing 1 1 1 

Plastic surgery - 1 - 

Special clinic - - 1 

Ear, Nose and Throat - 2 2 
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Previous Experience CNs SNs ENs 
nnn 

Young Disabled Unit -2- 

Burns Unit -2- 

Cardio-thoracic --2 

Endocrinology -1- 

Total 
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Teaching during basic training about the management 

of incontinence; Charge Nurses (n=19) 

Category of 
Response n (ý)* 

Aids/appliances 14 (73.7) 

"Toileting" 8 (42.1) 
Activities 

Indwelling 9 (47.4) 
Catheters 

Skin care/ 6 (31.6) 
hygiene 

"Psychological" 3 (15.8) 
care 

Bladder/habit 
training 3 (15.8) 

Pelvic Floor 2 (10.5) 
Exercises 

Care of patients 2 (10.5) 
confined to bed 

Other 4 (21.1) 

Total 

* Expressed as a percentage of the total number of respondents 

OTHER 

"General nursing care" 1 
Continence charts 1 
Surgical treatment I 
Clothing adaptions 1 
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Teaching during basic training about the management of 

incontinence; Staff Nurses (n=75) 

Category of 
Response n (%)* 

Aids/appliances 51 (68.0) 

"Toileting" 31 (41.3) 
Activities 

Indwelling 29 (38.7) 
Catheters 

Continence 11 (14.7) 
Chart 

"Psychological" 11 (14.7) 
care 

Skin care/ 8 (10.7) 
hygiene 

Environmental 7 (9.3) 
Factors 

Role of the 7 (9.3) 
continence adviser 

Methods of 5 (6.7) 
Prevention 

Bladder/Habit 4 (5.3) 
training 

Drug therapy 4 (5.3) 

Management in 4 (5.3) 
the community 

Pelvic floor 4 (5.3) 
exercises 

Other 8 (10.7) 

Total 1t34 
* Expressed as a percentage of the total number of respondents 
OTHER 
' motion" of continence 2. Research 2, Treatment of infection 1. Self 
help groups/societies 1. Intermittent catheterisation 1, management of 
incontinence in the elderly 1. 
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basic training about the 

Category of Response n (%)* 

Aids/appliances 25 (92.6) 

Indwelling catheters 20 (74.1) 

"Toileting" 19 (70.4) 
activities 

Skin Care/ 6 (22.2) 
hygiene 

Pelvic Floor 5 (18.5) 
Exercises 

Bladder/habit 3 (11.1) 
training 

Other 11 (40.7) 

Total 89 

*Expressed as a percentage of the total number of respondents 

inence: 

OTHER 
Methods of prevention of incontinence 2, Management in the community 2, 
Continence charts 2, "Promotion" of continence 1, Problems caused by 
incontinence 1, Role of Continence adviser 1. Research 1, Management 
options available 1. 
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Appendix 27 

Teaching during basic training about the management of incontinence; 
Nurse Learners (n=106) 

Category of 
Response n (%)* 

Aids/appliances 74 (69.8) 

"Toileting" 36 (34.9) 
Activities 

Indwelling 35 
Catheters 

Continence 20 
Chart 

Pelvic floor 11 
exercises 

"Psychological" 11 
care 

Role of the 4 
continence adviser 

Bladder/Habit 3 
training 

Environmental 3 
Factors 

Drug therapy 3 

Bowel 3 
management 

Methods of 3 
Prevention 

(33.0) 

(18.9) 

(10.4) 

(10.4) 

(3.8) 

(2.8) 

(2.8) 

(2.8) 

(2.8) 

(2.8) 

Other 9 (8.5) 

Total 
* Expressed as a percentage of the total number of respondents 
OTHER 
%'M of the continence adviser 3, Complications caused incontinence 2, 
Management of functional impairment 2, "Promotion" of continence 1, 
Social implications 1, Intermittent catheterisation 1. Management of 
stress incontinence 1, Fluid intake 1. 
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Appendix 28 

In-service education/ward-based training: 
Content related to the management of incontinence 

n= 
CNs 

21 (%) 
SNs/EN^ 

23 (Z1 43 
NLs 

(X) 
Total 

87 

Category of 
response 

Aids/appliances 10 (47.6) 8 (34.8) 22 (51.2) 40 (46.0) 

Indwelling catheter 10 (47.6) 5 (21.7) 14 (32.6) 29 (33.3) 

"Toileting" 1 (4.4) 1 (4.4) 4 (9.3) 6 (6.9) 
Activities 

"General" 9 (42.9) 4 (17.4) 7 (16.3) 29 (33.3) 
Management 

Care specific to 2 (9.5) 2 (8.7) 3 (7.0) 7 (8.1) 
the elderly 

Pelvic floor - 3 (13.0) 1 (2.3) 4 (4.6) 
Exercises 

Continence - 1 (4.3) - 1 (1.2) 

Clinic 

Continence 1 (4.8) - 1 (1.2) 
Charts 

Residual 1 (4.8) 1 (4.3) 2 (0.2) 
Urine volume 

Drug therapy - 1 (4.3) 1 (1.2) 

Clothing 1 (4.8) - 1 (1.2) 

adaptations 

"Psychological" - - 1 (2.3) 1 (1.2) 
Care 

promotion of 
Continence - 1 (4.3) - 1 (1.2) 
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Appendix 29 

SNs' rating of teaching received 

Aspect of Well/Fairly Not very well/ Total 
Teaching Well prepared Not at all prepared 

n (X) n (X) n 

Causes of 85 (78.7) 23 (21.3) 108 
Incontinence 

Assessment of 73 (67.6) 35 (32.4) 108 
Incontinence 

Methods to promote 75 (68.8) 34 (31.2) 109 
Continence 

Incontinence 74 (71.2) 27 (26.0) 104 
Aids 

Indwelling catheter 103 (94.5) 6 (5.5) 109 
Management 

Statistical differences were found when SNs' rating of teaching about 
indwelling catheter management was comps ed with their rating of teaching 
concerning the causes of incoptinence (x = 11.69 df=1 p<0.001), the 
assessment of2incontinence (x -25.61 df-l p<0.001), the proýotion of 
continence (x -24.00 df=1 p<0.001) and incontinence aids (x - 17.84 df=1 
P<0.001). 
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Appendix 30 

ENs' rating of teaching received 

Aspect of 
Teaching 

Well/Fairly 
Well prepared 

n (%) 

Not 
Not 
n 

very well/ 
at all repared 

(%) 

Total 

n 

Causes of 84 (85.7) 14 (14.3) 98 Incontinence 

Assessment of 68 (70.1) 29 (29.9) 97 Incontinence 

Methods to promote 80 (81.6) 18 (18.4) 98 Continence 

Incontinence 83 (83.0) 17 (17.0) 100 
Aids 

Indwelling catheter 97 (96.0) 4 (4.0) 101 Management 

Statistical differences were found when ENs' rating of teaching about the 
assessment of incontinence was compared with their rating of teac 
related to incontinence (x2 - 4.56 df-1 p<0.05). 

Statistical differences were found when ENs' rating of teaching about 
indwelling catheter management was 

compared 
with their rating of teaching 

about the causel of incontinence (x'-6.46 df-i p<0.02), assessment of 
incontinence (x =23,95 df=1 p<0.0001), the progiotion of continence 
(x =0.51 df=1 p<0.01) and incontinence aids (x -9.13 df=1 p<0.001). 
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NLs' rating of teaching received 

Aspect of W 1l/Fairly Not very well/ Total Teaching Well prepared Not at all prepared 
n i%) n (%) n 

Causes of 89 (83.2) 18 (16.8) 107 
Incontinence 

Assessment of 66 (62.3) 40 (37.7) 106 
Incontinence 

Methods to promote 78 (72.9) 29 (27.1) 107 
Continence 

Incontinence 84 (79.2) 22 (20.8) 106 
Aids 

Indwelling catheter 104 (97.2) 3 (2.8) 107 
Management 

Statistical differences were found when NLs' rating of teaching about the 
assessment of incontinence was gompared with their rating of teaching 
related to incontinence aids (x a 7.39 df=1 p<0.01). 

Statistical differences were found when NLs' rating of teaching about 
indwelling catheter management was gompared with their rating of teaching 
about the causes og incontinence (x"-11.8 df-l p<0.001), the assessment 
of incontinence (x"-40.14 df=1 p<0.001), the prolotion of continence 
(x2=24.84 df=1 p<0.001) and incontinence aids (x -16.57 df-1 p<0.001). 
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Appendix 32 

Frequency of problems compared with type of ward 
Charge Nurses (n=52) 

Frequency of 
Problems 

Acute medical Acute 
HCE 
Acute & 
Rehab. 

Slow-stream 

rehab. 

n (X) n (X) n (%) n (%) 

Frequently 6 (42.9) 7 (43.8) 6 (37.5) 2 (33.3) 

Sometimes 5 (35.7) 3 (18.8) 4 (25.0) 2 (33.3) 

Occasionally 3 (21.4) 6 (37.5) 5 (31.3) 2 (33.3) 

Rarely 0 - 0 - 1 (6.2) 0- 

Never 0 - 0 - 0- 0- 

Total 14 (100.0) 16 (100.0) 16 (100.0) 6 (100.0) 

*4 missing values 
Kruskal-Wallis one-way analysis of variance 
(Frequency of problems vs. type of ward) X2 corrected for ties - 0.67 

p<0.88 N. S. 
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Appendix 33 

Frequency of difficulties experienced compared by grade of nurse 

Grade of Nurse 
Frequency SNs n=109* ENs n=108** NLs n=107 
of Difficulty 

n (X) n (X) n (%) 

Frequently 16 (14.7) 10 (9.3) 19 (17.8) 

Sometimes 43 (39.4) 33 (30.5) 58 (54.2) 

Occasionally 37 (33.9) 34 (31.5) 24 (22.4) 

Rarely 9 (8.3) 19 (17.6) 5 (4.7) 

Never 4 (3.7) 12 (11.1) 1 (0.9) 

Total 109 (100.0) 108 (100.0) 107 (100.0) 

*I missing value 
** 2 missing values 

Kruskal-Wallis one-way analysis of variance 
(Frequency of difficulty vs grade of nurse) X2 corrected for ties = 24.05 

P-0.000. 
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Appendix 34 

Frequency of difficulties experienced when caring for patients with 
incontinence compared with type of ward : SNs, ENs and NLs combined 
(n=279)* 

HCE 
Frequency of Acute medical Acute Acute & Slow-stream 
Problems Rehab rehab 

n (%) n (%) n (%) n (%) 

Frequently 21 (15.7) 14 (15.7) 4 (8.0) 1 (4.2) 

Sometimes 59 (44.0) 42 (47.2) 14 (28.0) 5 (20.8) 

Occasionally 36 (26.9) 

Rarely 13 (9.7) 

25 (28.1) 18 (36.0) 8 (33.3) 

5 (5.6) 11 (22.0) 4 (16.7) 

Never 5 (3.7) 3 (3.4) 3 (6.0) 6 (25.0) 

Total 134 (100.0) 99 (100.0) 50 (100.0) 24 (100.0) 

* 27 NLs not included from the school of nursing 
2 missing values 

Kruskal-Wallis one-way analysis of variance 
(Frequency of difficulties vs. type of ward) X2 corrected for ties = 
21.76 p"0.000 (responses from SNs. ENs and NLs combined). 
Kruskal-Wallis one-way analysis of variance 
(Frequency of difficulties vs. type of ward) X2 corrected for ties 
15.76 p<0.001 (respc'nses from SNs and ENs combined). 
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Appendix 35 

Other identified when caring for patients with 

Nursing anger/frustration 4), Establishing 'typý ' of incontinence (4), 
Establishing the cause of incontinence (3), Problems with indwelling 
catheters (3), Problems at night (2), Patients reluctant to take fluids 
(2), Patients reluctant to void frequently (2), Education of relatives 
(2), Patients who do not use toilet receptacle (2), Urinary tract 
infection (2), Incontinence in the young (2), Night staff (2), Not 
knowing when patient is incontinent (2), Linen shortage (2), Patients who 
are incontinent on admission (2), Maintaining patients' dignity (1), 
Problems following indwelling catheter removal (1), Difficulties with 
establishing a pattern (1), Difficulties with two hourly toileting (1), 
Keeping patients dry (1), Faecal incontinence (1), Education of patient 
and nurse re: aids (1), Drug side effects (1), Patients who are lazy (1). 
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eidia 36 
Main pro ems identified : Charge Nurses (n=49)* 

Category of Responses 
Responses n= 

Lac s ng 14 (28.6) 
Time 

Problems associated 
with specific diagnosis 13 (26.5) 

Diminished mental 12 (24.5) 
awareness 

Problems with the use/ 12 (24.5) 
supply of aids 

Patient handling 6 (12.2) 

Lack of knowledge 5 (10.2) 

Psychological impact 5 (10.2) 
on patient 

Care of the skin 4 (8.2) 

Problems associated with 4 (8.2) 
specific "types" 
of incontinence 

Establishing the causes 3 (6.1) 

of incontinence 

Patients' denial 3 (6.1) 
of problem 

Nurses' attitudes 3 (6.1) 

Other 9 (18.4) 

Total 
Mean number of problems identified 1.6 (range 1-4) 
*3 missing values, 
** Expressed as a percentage of the total number of respondents 
Other 
Problems associated with indwelling catheters (2), Problems at night (2). 

Patients reluctant to take fluids (1), Patients reluctant to void 
frequently (1), Education of relatives (1), Patients who are incontinent 
before admission (1), Patients who will not ask/do not use toilet 

receptacles (1). 
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Appendix 37 

Main problems identified : Staff nurses (n=91)* 

Category of Response (X)** 
responses n 

Problems with the supply/ 36 (39.6) 
use of aids 

Lack of nursing time 34 (37.4) 

Care of skin 27 (29.7) 

Psychological impact 13 (14.3) 
on patient 

Staff conflict 12 (13.2) 

Diminished mental awareness 11 (12.1) 

Lack of knowledge 11 (12.1) 

Patient handling 8 (8.8) 

Patients' denial of 5 (5.5) 
problem 

Nursing staff anger/ 4 (4.4) 
frustration 

Odour 4 (4.4) 

Nurses' attitudes 3 (3.3) 

Other 16 (17.6) 

Total 
Mean number of problems identified 2.0 (range 1-4) 
* Missing values 14 
* Expressed as a percentage of the total number of respondents 

Other: 
Difficulties with communication (2). Maintaining patient's dignity (2), 
Problems with types of incontinence (1). Urinary tract infection (1). 
Incontinence in young patients (1), Incontinence following indwelling 
catheter removal (1), Night staff unwilling to toilet patients (1), 
Difficulties with establishing a pattern of incontinence (1). 
Difficulties with two hourly toileting (1), "Knowing" when to 
catheterise (1), "Keeping patients dry" (1). Faecal incontinence (1). 
Educating patients and nurses about use of aids (1), Patient's 
understanding when incontinent (1). 
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Apia 38 

Main problems identified : Enrolled nurses (n=74)* 

Category of Responses (%)** 
responses n 

Diminished mental awareness 21 (28.4) 

Care of skin 16 (21.6) 

Lack of nursing time 15 (20.3) 

Problems with the supply/ 12 (16.2) 
use of aids 

Lack of knowledge 9 (12.2) 

Patient handling 11 (14.9) 

Psychological impact 8 (10.8) 
for patient 

Communication difficulties 6 (8.1) 

Staff conflict 6 (8.1) 

Patients' denial of 3 (4.1) 
problem 

Other 11 (14.9) 

Total 

Mean number of problems identified 1.6 (range 1-5) 
* Missing values 22 
** Expressed as a percentage of the total number of respondents 

Other 
Problems at night (2), Problems with specific types of incontinence (2), 
Odour (1), Recurrent urinary tract infection (1), Drug side effects (1), 
Linen shortage (1), Problems associated with use of toilet receptacles 
(1), Incontinence in young adults (1), Lack of understanding (1). 
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Appendix 39 

Main problems identified : Nurse Learners (n=100)* 

Category of Response 
Responses n 

Lack of nursing time 30 (30.0) 

Psychological impact 27 (27.0) 
on patient 

Care of skin 22 (22.0) 

Problems associated with 18 (18.0) 
the use of/supply of aids 

Staff conflict 12 (12.0) 

Lack of knowledge 12 (12.0) 

Patient handling 8 (8.0) 

Patients' denial of 8 (8.0) 
problem 

Diminished mental awareness 5 (5.0) 

Establishing the "type" 4 (4.0) 
of incontinence 

Other 5 (5.0) 

Total 

Mean number of problems identified 1.7 (range 1-5) 
*6 missing values 
** Expressed as a percentage of the total number of respondents 

other 

Frequent changing of linen (1), Educating relatives about incontinence 
aids (1), Patients i;. }to have had a stroke (1), Patients who are "lazy" 
(1), Not being awars a patient had been incontinent (1). 
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Appendix 40 

: Causes of Is responses combined 

Patient unaware of the need to void (9) "Poor management" (S), 
Communication impairment (7) Detrusor instability/unstable bladder (5), 
Staff shortages (5), Tumour 4), "Waiting too long before voiding" (3). 
Carers' lack of knowledge (2), Post-surgery (3), Pregnancy (3), Frequency 
(3), Indwelling catheter removal (3), Visual problems (2), 
Institutionalisation (1), Self-neglect (1), Poor diabetic control (1), 
Electrolyte imbalance (1), "Patient resentment" (1), Fistula (1), 
Unsuitable clothing (1), Obesity (1), "Stress" (1), Lack of stimulating 
environment (1), Low level of ADH (1), Lack of dexterity (1), Lack of 
privacy (1). 
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Appendix 42 

Assessment of incontinence : All grades of nurses combined (n=336) 

***Other Category: 

Monitor drug side-effects (16), Observation of skin (11), Assess if long 

or short term problem (4), Assess if other problems (3), Attitude of 

staff (3), Diet (3), Residual urine (3), Ensure all staff aware of 

problem (2), Communication ability (2), Specialist referral (2), Physical 

examination (2), Type of ward (1), Assess behaviour of patient (1), 

Ensure coherent approach to management (1), Stress test (1), Assess 

awareness of patient (1), Assess for retention of urine (1), Assess 

availability of aids (1). 
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Appendix 50 

Item by item analysis 
Frequency distribution for attitude scale scores 

Charge nurses (n=56) 

Scores 
Item* 12345 

1. Nurse's role 3 5 5 25 18 

2. Nursing problem 0 1 1 32 22 

3. Stroke/indwelling 1 7 7 30 11 
catheter 

4. Multidisciplinary 2 3 5 27 19 
approach 

5. Surgery/drugs 0 0 2 27 27 

6. Rehabilitation 0 0 3 29 24 

7. Investigation 0 1 2 23 30 

8. Toileting/aids 3 7 12 26 8 

9. Laziness 1 9 8 23 15 

10. Understanding 0 3 0 20 33 

11. Longstanding 0 0 4 40 12 
problem 

12. Ageing 0 6 3 27 20 

13. Continence 1 5 8 30 12 
Adviser 

14. Elderly/ 0 1 3 39 13 
goal 

15. Demoralising 0 0 1 34 21 

16. Young/elderly 2 7 2 29 16 

*Item abbreviations presented in full in Table 67. 
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Appendix 51 

Item by item analysis 

sea 
ºn for attitude ac 

Item 1 2 
Scores 

3 4 5 

1. Nurse's role 2 21 9 63 14 

2. Nursing problem 1 1 0 67 40 

3. Stroke/indwelling 5 22 25 44 13 
catheter 

4. Multidisciplinary 0 2 11 67 29 
approach 

5. Surgery/drugs 0 0 3 50 56 

6. Rehabilitation 0 0 3 61 45 

7. Investigation 0 1 1 46 61 

8. Toileting/aids 3 22 23 45 16 

9. Laziness 1 17 16 58 17 

10. Understanding 1 0 0 39 69 

11. Longstanding 1 3 11 73 21 
problem 

12. Ageing 2 8 10 58 31 

13. Continence 2 4 16 75 12 
Adviser 

14. Elderly/ 1 4 14 70 20 
goal 

15. Demoralising 1 8 6 60 34 

16. Yount/elderly 3 23 9 50 24 

*Item abbreviations presented in full in Table 67. 
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Appendix 52 
Item by item anlaysis 

Frequency distribution for attitude scale scores 
Enrolled Nurses n= 

Item* 1 2 
Scores 

3 4 5 

1. Nurse's role 9 27 15 45 13 

2. Nursing problem 0 2 8 72 27 

3. Stroke/indwelling 6 38 23 34 8 
catheter 

4. Multidisciplinary 1 5 24 58 21 
approach 

5. Surgery/drugs 0 2 4 65 38 

6. Rehabilitation 2 2 8 68 29 

7. Investigation 1 3 1 57 47 

8. Toileting/aids 5 50 18 29 7 

9. Laziness 3 22 17 46 21 

10. Understanding 0 0 0 50 59 

11. Longstanding 1 19 18 59 12 
problem 

12. Ageing 0 20 7 57 25 

13. Continence 3 10 20 61 15 
Adviser 

14. Elderly/ 1 4 18 74 12 
goal 

15. Demoralising 5 4 1 58 41 

16. Younst/elderly 14 25 7 46 17 

*Item abbreviations presented in full in Table 67. 
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Appendix 53 

Item by item anlaysis 

Frecuencv distribution for attitude 

Item* 1 2 
Scores 

3 4 5 

1. Nurse's role 0 14 19 59 13 

2. Nursing problem 0 2 3 75 25 

3. Stroke/indwelling 0 13 33 40 19 
catheter 

4. Multidisciplinary 0 0 12 54 39 
approach 

5. Surgery/drugs 0 1 4 51 49 

6. Rehabilitation 0 0 3 54 48 

7. Investigation 0 0 1 40 64 

8. Toileting/aids 2 15 33 46 9 

9. Laziness 1 7 27 45 25 

10. Understanding 1 0 0 37 67 

11. Longstanding 2 4 16 63 20 
problem 

12. Ageing 1 5 16 64 19 

13. Continence 1 6 21 68 9 
Adviser 

14. Elderly/ 0 2 18 65 20 
goal 

15. Demoralising 0 5 8 66 26 

16. Young/Elderly 3 29 17 38 18 

*Item abbreviations presented in full in Table 67. 
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Attitude scale 
Item - total statistics n=379 

Item+ 
Item-Total 
Correlation 

Alpha Coefficient 
if item deleted 

1. N ROLE 0.3696 0.7698 
2. N PROB 0.4417 0.7643 
3. STRIDC 0.3094 0.7768 
4. MULTIAPP 0.3847 0.7673 
8. TOILAID 0.4980 0.7546 
9. LAZINESS 0.3892 0.7672 
11. LONG PB 0.4897 0.7572 
12. AGEING 0.5590 0.7484 

13. CONTAD 0.4256 0.7633 
14. ELDGOAL 0.4170 0.7648 
15. DIIMDR 0.3764 0.7679 
16. YNGELD 0.4325 0.7639 

* Item abbreviations presented in full in Table 67. 

Alpha Coefficient = 0.7793 
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Within group comparisons between age and attitude scores 

CNs (n=53) 

Age n x score P value 

Less than 25 years 4 50.5 0.79 n. s. 
25 - 30 years 14 51.4 

Less than 25 years 4 50.5 0.04 
31 - 35 years 5 46.2 

Less than 25 years 4 50.5 0.05 
36 - 45 years 17 44.7 

Less than 25 years 4 50.5 0.13 n. s. 
More than 45 years 13 46.1 

25 - 30 years 14 50.5 0.03 
31 - 35 years 5 46.2 

25 - 30 years 5 51.4 0.005 
36 - 45 years 17 44.7 

25 - 30 years 5 51.4 0.02 
More than 45 years 13 46.1 

31 - 35 years 5 46.2 0.61 n. s. 
36 - 45 years 17 44.7 

31 - 35 years 5 46.2 0.85 n. s. 
More than 45 years 13 46.1 

36 - 45 years 17 44.7 0.86 n. s. 
More than 45 years 13 46.1 

n. s. Not Significant 
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Paired comparisons between tvae of ward and mean attitude score 

Type of Ward n x score SD Mann 
Whitney P value 

cAcute Medical 45.8 . 
U=6755.0 0.18 n. s 

Acute HCE 105 46.5 5.1 

Acute Medical 151 45.8 4.5 
U-4854.5 0.96 n. s 

Acute/Rehabilitation 68 46.0 5.6 

Acute Medical 151 45.8 4.5 
U=801.0 0.0000 

Slow-stream Rehabilitation 31 39.4 5.1 

Acute HCE 151 46.5 5.1 
U=2946.0 0.310 n. s 

Acute/Rehabilitation 68 46.0 5.6 

Acute HCE 105 46.5 5.1 
U-465.5 0.0000 

Slow-stream Rehabilitation 31 39.4 5.1 

Acute/Rehabilitation 68 46.0 5.6 
U=394.5 0.0000 

Slow-stream Rehabilitatio 31 39.4 5.1 

n. s. not significant 
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Mean combined scores for items on attitude scale by type of ward 

CNs (n=56) 

Type of Ward nI Score SD Range 

Acute Medical 17 47.7 4.0 39-59 

Acute 16 50.7 4.0 45-60 

HCE Acute/Rehabilitation 17 49.0 5.2 42-59 

tation 6 39.0 4 

*Kruskal-Wallis one-way Anova X2= 13.09 p<0.004 

ENs (n-109) 

Type of Ward n "Y Score SD Range 

Acute Medical 31 43.8 4.5 37-53 

25 45.2 

HCE (Acute/Rehabilitation 29 43". 4 

0 

*Kruska1-Wallis one-way Anova X2 - 16.25 p<0.003 
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Appendix 58 

Within grout comDarisons between tune of ward and attitude scores 
CNs (n=56) 

Type of Ward n 3 score p value 

Acute Medical 17 47.7 0.12 n. s. 
Acute HCE 16 50.7 

Acute Medical 17 47.7 0.73 n. s. 
Acute Rehabilitation 17 49.0 

Acute Medical 17 47.7 0.003 
Slow-stream Rehabilitation 6 39.0 

Acute HCE 16 50.7 0.44 n. s. 
Acute/Rehabilitation 17 49.0 

Acute HCE 17 50.7 0.003 
Slow-stream Rehabilitation 6 39.0 

ENs (n=109) 

Acute Medical 31 43.8 0.29 n. s. 
Acute HCE 25 45.2 

Acute Medical 31 43.8 0.60 n. s. 
Acute RebabilitatiFm 29 43.4 

Acute Medical 31 43.8 0.003 
Slow-stream Rehabi. itation 24 39.0 

Acute HCE 25 50.7 0.18 n. s 
Acute/Rehabilitation 29 43.4 

Acute HCE 25 50.7 0.002 
Slow-stream Rehabilitation 24 39.0 

n. s. not significant 
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