
 
Continence Assessment 

 

                                       TYPES OF INCONTINENCE: 
TRANSIENT OR REVERSIBLE OR CHRONIC 
Delirium / depression Stress: leakage of small amount with laughing, coughing, sneezing and other 

physical activity. Infection 
Atrophic vaginitis Urge: inability to delay voiding once the sensation of the need to void is felt. 

Urine loss may be moderate to large. Urination may become very frequent (to 
reduce chance of incontinent episodes). 

Pharmacologic/psychological 
pain 
Excess fluid 
Restricted mobility Overflow: Bladder overfills due to outlet obstruction or BPH. Leads to small 

frequent voids, dribbling, hesitancy and straining Stool impaction 
Is there any: fecal incontinence 
Diarrhoea with urgency soiling Functional: Inability to get to the bathroom due to immobility or cognitive 

deficit. ACE inhibitors 
Anticholinergics Neurogenic bladder: Neurological problem that leads to lack of sensation of 

bladder filling, inadequate sphincter control and sometimes detrusor 
instability. 
Linked with sphincter detrusor dyssynergy. It can lead to upper tract damage. 

α adrenergic receptor agonist 

Ca channel blockers 

Diuretics / narcotics 

 
 
 

Determining continence during initial interview 
Questions to ask the patient: It is not uncommon for people to lose a little urine when they cough, sneeze or jig 
about a lot, does this happen to you at all?  
Does your bladder ever give in to an overwhelming urge to pee? 
Do you always make it to the bathroom on time? 
How frequently do you pass urine?  
How many times do you have to go to the bathroom at night? 
Do you suffer with dribbling, hesitancy or do you strain to pee? 
Observations to make of the patient: Is the patient so functionally impaired that they will be incontinent even if 
assisted with a scheduled or planned voiding program? 
Is the patient wearing body worn absorbent products? 
Is the patient restrained? 
Does the patient have a neurological deficit that affects bladder function? If yes, prevent upper urinary tract damage 
by using bladder scanner or perform a straight catheterization to determine residual urine. 
PLAN OF CARE 
Agreed voiding times after diuretic. 
Planned void on awakening & before sleep, mid-morning, mid-afternoon and after each meal.  
Scheduled void Q……. hourly. 
Double voiding. Sit to void, relax. Once finished, stand, walk on the spot, wriggle and jiggle, sit again and pee.  
Teach patient to STOP, TIGHTEN, BREATH, RELAX to prevent urge incontinence, rushing leads to falling. 
Teach patient Kegels, refer to PT or WOCN. 

 
 
 
 

Continenceassessment0719 


