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Guidelines for the Completion of the Care Home

Bladder and Bowel Assessment/Reassessment Form

	What does the completion of a Bladder and Bowel assessment form help to identify?

· The nature of the resident’s bladder and/or bowel dysfunction.

· Contributing factors which may be worsening their symptoms.

· Residents who may need referral to the Bladder and Bowel Nurse Specialist for a more specialist assessment.



	What are the criteria for completion of a Bladder and Bowel assessment form?

· New residents who are familiar with their new surroundings and routines after approximately four weeks within the home.

· Residents experiencing worsening bladder and/or bowel problems.

· Residents who develop incontinence after being admitted to the home.



	Where should a Bladder and Bowel assessment take place?

· As bladder and/or bowel dysfunction can be a sensitive subject, any assessment should take place in private using a discrete and sympathetic manner.



	What to do if a resident does not wish to discuss their Bladder and Bowel problems?

· A resident’s wish should be respected.  An assessment can be done when providing other personal care such as observing how often a resident visits the toilet in a day.



	What to do if a resident is resistant to Bladder and Bowel care?

· The resident may have a cognitive impairment and any concerns should be discussed with the wider multidisciplinary team.  Expert advice should be sought from healthcare professional who specialise in this field.
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