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B rinary incontinence (UT) has a
major impact in. long-term care
facilities. It is-the second-leading

~ zeason for placement of older adults inte

-institutionalized care,’ and it is the pri-
mary reasor. why many elderly persons
are not accepted mto assisted living facil-
ities. In long-term' care facilities, it has
_been estimated’ that about 50% of the

residents “are ‘urinary incontinent and.

that many who are. continent at admis-

.- sion tend to become incontinent over.

time." In 1 study of 430 newly admitted

- nursing home residents, 22% of wormen

who were confinent at admission were
“incontinerit after 1 year.* The conversion

rate in'men was even higher (56%). The -

reasons for this increase involve cognitive
and” _rnobj.ht;y impairment and adjust-
ment to the nursing home environment.

In addition. to staff, many nursing

. -home residents believe Ul is inevitable.
- 'Residerits- will utilize self-management
strategies for urine leakage in order to

protect social and psychological integri- -
. .ty, privacy, and dignity.* Not only does
" Ul'have a substantial social effect on res-

RN .;.:icil'chts, it also has associated morbidities,
. -including urinary tract infections (UTT),
. pressure ulcers, and falls with subsequent
S -injury.*” In addition, caring for résidents

7 wwith UI adds considerably to the bur- .

_den of nursing ‘staft and can result in

morale - problems and increased staff
turrnover.” Because of these nepative
influences, the prevalence of Ul is con-

-sidered ‘an indicator of the quality of
“care within long-term care * facilities,’

‘and several  climical practice guidelines - .
. _FEDERAL TAG 315

have been developed by regulatory

- agencies and caregiver associations in an
effort to improve the recognition, treat-

ment, and outcomes of UT. %1

In addition w UIl, other bladder-.
related disorders like UTI are common

in nursing home residents. The use of
catheters to manage bladder disorders,

such as Ul -and. urinary retention, is ‘a

major problem . in  ‘this = setting,

Historically, mdwelhng catheters. have"
been used in the chroric, mechca]ly :

comp_rom;s_ed .e}d_e_rly patient, and the

prevalence of long-term catheter us'age';" o
is the greatest in residents with UT-
residing i skﬂled nursing - fac111t1<-:s;'.'
- (SNF). These devices increase mortality -
and morb1d.1ty in ‘both “men: and
wormnen, ! Unnary tract mfecuons aré. -
ton and,'if.'n.ot: rﬁédik:a]ly justified, it

very commot in elderly. persons, espe-

< clally those living in nursing homes. At

least 40% of all infectionis seen. in nurs-

‘ing homes areé in the urinary tract sys-
tem; of these infections, 80% are due to
urinary tract catheterization and instru-

es have been used _
catheter-induced UTI, elimination of -
catheter usage remains the best method. - ..

mentation. UTI is of major importance

because of its effect on outcomes and

treatment costs. While many approach- - .
to  minimize -

~

The Centers
new surveyor guidance for Incontinence
and urinary catheters. This new guidarice B

collapses current Federal Tags 315 and
316 into 1 Tag, which will be Federal Tag
315 (Tag F315). The new guidance con-

- tains interpretive guidelines,a new inves=.
"Ugatwe protocol; and comipliance. and

severity guidance. The. mtent of th]s- ‘
requlrement is'to ensure that: - - .

Ea{:h fesident who. i 1s mconunent of
urine is identified, assessed and pro- -

o v1ded approprlate treatment and serv-

_-icés to achieve or maintain.as much

_-norrnal urinary functlon as possible

s “An -indwelling’ catheter is’ mot used
- unless there is valid medical Justifica-

is discontinued as soon as. clinically
~warranted - i

-._'_Sen_rices are provided to restore or

~ improve normal bladder function to
- the extent possible after the femoval of
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[ Acute medicai iliness, such as myocardial infarction, cerebrovascular
" | accident, sepsis, or infection can dull awareness of the urge sensation -

Thlnmng in the skln around the urethra and Vagina from loss of the
hormone estrogen can lead to complaints of burning, itching,
frequency, and UL Use of topical estrogen (eg, cream, tablets,

or rlng) can. |mprove symptoms

and lead to an |nab:I|ty or unwrlhngness to reach a tmlet

' 'Multiple medication_s_.'.

< i"Adrenergics -J-ncluding
i antihypertensiv’es '

ypnotlcs _narcotlcs

_'-Anticholinergic.sl -
i {antidepressants,
-antipsychotics,

- and antihistamines)

.. Endocrine disorders

"Rapldly increase |
with decreased
.| frequency, and Uk

drugs cause const|pat|on and fecal impaction.

; estralned res;dent can help avo:d UI eprsodes

! g _
f_of recta! tone leadmg to f’, al mcontmence

Cértain med|cat|ons have secondary side effects that cause
increased incidence of forgetfulness or confusion. Altering
administration time or changing to different medlcat|on |n the same
classification may allewate the problem .

'r_lne volume in the bladder and ln "
e5|stance in the urethra can lead to

Relax the smooth muscle of the urethra sphmcter or bladder neck :
inducing stress lncontlnence :

“|-Dult or. suppress cognltive and phy5|ca| functlonlng, thereb
| decreasing the abitity to.delay bladder empty:ng and aware
- -the urge to void. Nighttime mcontrnence is.common. Altering - S
‘dosage, time of admrn|strat|on and type of drug may allewate SRS
|- incontinence, eplsodes : P B

Cause incomplete bladder emptylng through |nh|b|t|on of the
bladder muscle and weakness and disuse atrophy of pelvic fioor
muscles, leading to urinary retention with overflow Ul. Also, these

"Obstructlon (eg, from an enlarged prostate hard lmpacted stool or
_certam medlcatrons sUch as calcrum channel blockers can’
;jcause overflow mcontlnence R

Urine becomes concentrated which in turn irntates the bladder .
wall, and can precrp|tate UI and urlnary urgency and frequency

Hyperglycemla (dlabetes) and hypercalcem;a can cause |ncreased :
urine output and a delay or lowered state of awareness of the urge
sensation to void, contributing to Ul.

Ada_ptéd from Newman DK;‘Marragrné_and__l?_eatir;g-Urrifjarjr"lnconﬁnence_. Baltimors, Md:.HeaIth Professions Prass; 2002 and',Neuyman ﬁDKj.Urinary_ incontinénce. .fldv'.f\ldral,2004;5(3];-'1792—2_4; .
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the catheter

"+ A resident, with or without  a
eathete:r, receives the appropriate
care and services to prevent infec-
tions to the extent possible.
Assesstnent of incontinence is the key

(see Tables 1 and 2).

" GRITERIA FOR COMPLIANCE
... The guidance prbvides information for
compliance to this regulation. Whether

“the resident is incontinent of urine on’

~admission or develops inconfinence after -
- admission, the steps of assessment, morii-
‘toring, reviewing, and revising approach-

es to care (as needed) are essential to man-

aging UT and restoring as much’ normal -

bladder function as possible.
For a resident with U, the facﬂlty is
-in compliarice with this requirement if

it 1} recognized and assessed factors

affecting the risk of symptomatic UTIs
" and impaired urinary function; 2)
- defined and implemented intervéntions
" to address ¢orrectable underlyi_.t_lg_'.c'a'us—
es of UI (see Table 1) and to try to min-
imize the occurrence of symptomatic
. UTIs; 3) monitored and evaluated the

resident’s response to preventive efforts-

wand ‘treatment interventions: and '4)
" reviséd the approaches as appropriate.

" .For a resident with an indwelling uri- -

*nary catheter, the. facility is in compliance
" if'it has 1) recognized and assessed fictors
affecting the residerits - urmary function

and identified the medlc_al_._]usuﬁcanon for:
-~ the use of an indwelling urmary catheter;.

2) defined and implemented  pertinent
Interventions to try to minimize -compli-
cations  from an indwelling - urinary

catheter and to remove it if clinically indi-

Vcated; 3) monitored and evaluated the res-
ident’s response to interventions; and 4)
revised the approaches as appropriate.

. symptomatic U'TT, the facility is in com-
pliance with this requirement ‘if it has 1)

. recogrﬁzed-'ahd assessed factors affecting”

“the tisk of symptomatic UTIs and
impaired urinary functon; 2) defined and

M CE Study Center

" implemented interventions to try to min-
imize the occurrence of symptomatic. .
UTIs and to address correctable underly-: -
ing causes; 3). monitored and eva]uatizd_'_'
the resident’s responses. to preventive ' -
S . efforts and treatment mtervennc)ns and4)
" .¢omponent of this new guidance, and - .
- ~emphasis is placed on identifying the
. “transient and persistent causes .of UI

rev1sed the appmaches as appropnate

‘.SURVEYUR STEPS R
- The guidance out].l.nes areas that Wlll
be of importance diring the survey
process. The assessment, care plan, and’
‘orders - identifying facility interventions
Wl]l be scrutinized and corroborated . -
. through observations by interview and:
-record. review: The: surveyor will deter- .~
mine if staff consistently implemented -

care. plan - interventions across various

. shifis and will note and/or follow up on
“deviations from the care plan- or from
current standards of practice as well as

potential negative outcomes. Surveyors
will determine if staff made appropriate
resident - accommodations for residents
whose assessments indicate that a toilet-
ing program is most appropriate (eg,

‘placing the call’ beli within reach,

responding to the call bell, and maintain-

ing a clear pathway and ready access to .

toilet facilites). Toileting programs will
be. scrutinized to determine if assistanice
{eg, prompting, transfer, stand-by assist to

ammbulate) is required for toileting and/or .
the resident is on a program to restorc:
continence or a scheduled toileting pro- -
" gram. Also, surveyors will check to see
whether the patient is generally conti-
‘nent and observe whether assistance has
been provided to try to prevent inconti--

nence episodes. Many residents will not

- be candidates for toileting programs, and

in those cases the facility will need to
document its clinical assessment that

notes the inability of the resident to par-
tcipate in a program to restore . conti-

nence or a scheduled toileting program

mcentnence of urine, If the resident is

_on a scheduled check-and-change pro-
" gram, compliance will be met if the staff

checks and changes the resident in a

timely fashion. The care of the resident

who has experienced an incontinent

.epi'sdde will be observed as part of the
survey process. Areas of interest will

include:

-'_' Condltlon of the pads/sheets/cloth-

ing (cg, brown rings/ circles, saturated
_hnens/ clothmg, odors etc.) '

o -:_"'-:The residént’s phys1ca.1 condition’ {eg,
- skinl integtity, maceration, erythema
" erosion) : '
. * Whether - staff 1mplemented appro—

- priate hyglene myedsures- (eg, ‘cleans-

E ‘ing, rinsing, drying, and épplying

protectwe moisture barriers of barri-
er films-as mdtcated) to try to prevent
skin' -breakdown from - prolonged
exposure. of the skin to urine.

The gLudance for Tag E315 also
teviews care: of the tesident’ with- an

indwelling urinary catheter. The survey

process will include use of appropriite
infection control practices with regard to
hand washing, care of the catheter tubing,
and the collection bag. Of _imp‘c_)rtiinc_e
will be whether staff recognizes and
assesses: potential signs and'symp_t_érns of

symptomatic UTI or other changes in
~urine condition (such as-onset of bloody

urine, cloudiness, oligutia, or deepen-
ing/concentrating urine color) The man—
agement and assessment of urinary leak-
age or bypassing of the catheter will be
evaluated. '

.. The guidance also provides numsing

staff with “best practices” for catheter care
-to include anchoring the catheter. The

avoidance of tugging on the catheter dur-
ing transfer and care delivery is best to

‘prevent inadvertent -catheter removal or

tissue injury from didlodging the catheter.
The guidance also reviews the differ-
ent. types of absorbent incontinence

‘pads and notes that product selection .
_should be based on the resident assess-

ment.

“URINARY INCONTINENCE TREATMENT

“as well as who requires cire due to. -
For a resident who has or has had a -

The treatment for Ul depends on the
type of incontinence; its causes, and the
capabilities and motivation of the resi-
dent. Options for managing Ul in nurs-
ing home residents include primarity
behavioral programs (see Table 3} and

_medication therapy. Other measures
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Urgeor
© U overactive’.
. = bladder -

- Mixed

-* Functional

- der) contractions "

In\roluntary and uninhjb-

ited bladder- contrac- .
tions {commonly
referred to as overactive

| bladder) characterized
" by abrupt urgency, fre- -

guency, and nocturia
{part of the overactive: -
bladder-diagnosis) . -

Refers to incontinence
that is secondary to fac--
tors other than inherent-
ly abnormal urinary tract
function

Age—related, _neur'ological {eg,
stroke, diabetes, Parkinson's dis-
ease, multiple sclerosis), or other

causes (eg, bladder infection, ure- -~
- thral'irritation, etc.) .

The residenit can-feel the need to

“void but is unable to inhibit voiding '

- lorg enough to reach and sit on the

commode _
Most commaon cause of Ul in elder-

'Iy persons

Cboth
- Hypotonic bladder may be caused
-#by outlet obstruction, impaited ‘or

U ethra[ sphrncter dysfunctron,
re_Iaxatron and weakness of t

ral sphlncter dysfunotron)i: B
Second most common. type of UI
n older women i :

A combrnatron of bladder and
urethral dysfunction, causing
stress and urge incontinence

Llrlne retent;on may result from
outlet obstruction (eg; benrgn pro
static hypertrophy, prostate caric
and . urethral stricture), hypotonje:”
bladder {detrusor. under actwrty :or

absent contractility of the bladder.
(neurogemc bladder) Jor other
causes. ©

from neurological conditions, such
as diabetes melhtus'sprna! cord
injury, or: pehnc nerve. dama
surgery or radratron therapy '

Physrcat weakness or poor mobili~
ty/dexterity (eg, due to poor eye-

_sight, arthritis, deconditioning,

stroke, contracture), cognitive prob-

‘lems (eg, confusion, dementia,

unwillingness to toilet}, various
medications {eg, anticholinergics,
diuretics), or environmental impedi-
ments (eg, excessive distance of

~ the resident from the toilet facili-

ties, poor lighting, low chairs that
are difficult to get out of, physical -

restraints and toilets that are drffr- -

cult to access) _

Neurogemc bladder may also result-

. Sudden intense urge to pass drine

e Usually little warning time, . so the _

* patient is unable to delay -or postpone :
voiding after sensation of bladder fuI]-
ness {urge) is perceived: -

* Moderate to large amounts (several

milliliters) of leakage :
* Urine loss on way to bathroom
e Timing of urine loss is unpredictable

1 » Associated with other symptoms, such -

“as frequency and nocturia

) mintite: foIIowrng:I
jiurrnatron) exceeds 200mL normal, -
“PVRis usuafly,’SOmL‘ or:
cof I50—200mL may- suggest a need

o for retestrng to determine if th:s fmd- .
ingis clrnrcally srgnrfrcant T

L eakage of small amounts of urine
when the bladder has reached its
maximum capacity and has become
distended '
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“Scheduled
“or timed -

' .:”Habit SR

Ctrai nin'_g'

| ‘Based on a pattern observed in the biadder and bowel -

“-}-record, toileting interval is established, usually every 2—4 h
| ‘hours. In institutions like nursing homes; a typical toﬂetrng
schedule may be determined around daily events. The follow- :
ing is an example of a toileting program that can be used by -
institutions or caregivers. Toileting occurs 8 times in a 24-
~.|-hour period, or every 3 hours: o
» Day: Upon awakening, after breakfast, mid- -morning, before g

.':I_ndependent voiding or a program provided by the caregiver _
1 : ._.where toileting occurs on a fixed schedule at regular times." -
. toileting o[ : = S R

lunch, and following an afternoon nap (m|d—a1°ternoon)

e Evenmg Before dinner and at bedtime

* . Bladder
-~ Training -

R Night: Determine if the person wants to be awakened at
" night to void and |dent1fy trmes

,rompted vordlng is- used wrth habrt trammg and promotes

: Prnmpted Person is askes
taff assists W|th vordlng : B

Pralsmg Af. the person has malntalned the goal i9) rynes
e or she is prarsed SRR R

_ rf he or she"‘ eeds to v0|d and

B 'Thls promotes restor'atro_n of normal biadder function
| through education of urge inhibition techniques and

requires person to be able and willing to participate in -

active rehabititation and education techniques. The 3 pri- -

mary components. are as follows:

1. Education program that usuaily combines written,
visual, and verbal instruction that addresses the physi-

- ology and pathophysiology of the lower urinary tract

2. Scheduled voiding with systematic delay of voiding
that requires the ability to resist or inhibit the sensa-
tion of urgency to postpone voiding and to urinate
according to a timetable rather than according to the
urinary urge

3. Reinforcement through consistent encouragement and
_posrtwe feedback.

Other publications and most nurs- -

-ing home staff often report toilet-

-~ ing schedules of every 2 hours.
':__-_.".-;-_Th|s frequent toileting schedule is
| unrealistic in most nursirig homes

| .because it requires high numbers .

|- of staff and consistent intensive

1 efforts. It cannot be maintained

over time.. A more reasonable
schedule would be t:mlng voiding

1 with actlv;tles

I "“..Ensure prlvacy durmg tmletrng f o

« Teach patients to relax when
the urge to void occurs by tak-

B ing several slow, deep breaths

until the bladder relaxes and -
urge sensation lessens

* If the urge sensation diminishes
and there is less Urgency and
pressure as the person attempts
to go from sitting/lying to stand-
~ing, a bladder contraction with
subsequent leakage will not
occur '

& Always have the persen walk

u_nhurriedly to the bathroom.
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-~ and

and supportive devices used in the man- -

agement of Ul and/or urinary :retenti_on'

may. include’ intermittent catheterizi-

CE Study Center.

“Faculiy: Diane Newrnan; RNC, MSN, CRNP, FAAN

promdes resources for staff. Nursing staff’
~will need to embrace this goal, as CMS
-will bé watching, B

tion, - pelvic orgen support devices: (i, . -

-pessaries);” incontinence products, ‘gar- -

. ments and an external collection syster,

and/ or mochﬁcatlon

: DEFlClENCY CATEGURIZATIUN'
" The key clements for severity deter-
mination for Tag F315 arc as follows:
-* Presence of harm/negative out-.
comc(s) or potential for negative out-

_comes because of lack of appropnate.

“treatment and care

Lo Actual or ‘potential harm/negative

~._ outcome for Tag F315 may include
" the development, recurrence, persist-
" ence, of increasing frequency of Ui,
. which i not the result of underlying
clinical conditions; -complications,

" such - as urosepsis or urethral injury,
" telated to .the presence of an
. indwelling urinary catheter that is not
.. clinically justified; significant changes
in psychosocial functioming, such as
isolation, withdrawal, or émbarrass-
*ment, rclated to the presence of un-

" assessed or unmanaged Ul and/or a
decline in continence, and/or the use
of a urinary catheéter without a clini-

. cally valid medical justification '
- » Complications like skin breakdown that

" are related to the faituré to manage UL
The guaidance also notes that survey-
ors will be instructed to determine the

degree of harm (actual or potential)

related to the noncomph LT - )
) noncompliance. The sur ~10. - Fantl JA, Newman DK, Co]lmg_l ecal Cfmmal :

vey  teamm must evaluate the harm or

potential for harm based upon levels of - _.
severity for Tag F315. These levels are.

detailed in the guidance.

' CONCLUSION

The success of an incontinence care -
program hinges on':nursing staff The -

‘CMS guidance values * _
bladder function and continence® asa

env1ronmental accommodatlon_-

‘restoration of :
. : 13 Newrnan DK. Incontinence products and - -
- high quality-of-life goal for mest ntirs- "~ '
ing home residents. This guidance has'a
wealth of information .about how to
" assess and manage residents with Ul .and -

" -Diane K. Newman, RNC, MSN, CRNE.
" EAAN, is Co-Director of the Penn Center for
Continence and Pelvic Health, Division of
- Urology, University of Pennsylvania Health
" Syster, Philadelphia, Pa. She was a member of
" the panel of experts of the Center for Medicare .,
- and Medicaid Services’ program on “Guidance to . approved pravider of- contnnumg TNursing education .
by the Pernnsylvania State Nurses Association, an. -
: S . ) " - +-accredited approver by the American Nurses: -
- Wite to her at diare.riewmian@uphs ipens. eds. .'Crec{entialingp%enter’syCOmmission on Accredifetion .
,_’;-‘Thls continuing nursmg actlwty has been approved
“for 1 contact hour {Provider No.. 110 -3- E-O4)

Surveyors -on Incontinence. . and Catheters.”
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Learning. Objectives: At the conclusion of this educa--

of residents with urinary incontinence (U} and

|ndwelilng catheters
.ij:“l Charactenze the prevalence of Ui in long term
care -

W identify components of assessment and evalua-

»- fion of Ul 7 .
i u 1Hustrate precedures for toileting programs that
“-can be implemented in-this population. !

. Target Audience: Nurses.

 Urinary Incontinence, Columbia, Md:American commemal Support: This activity is supported by
o an educationa} grant from SCA tncontlnence Care.
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o

.;GE .Sat.udy_.ﬁcenter,. _

GE Ceurse #‘!

Urmary ineentmenee and Endwelimg Gatheters GMS Gurdance

c‘haase the smgle best respanse ta each questmn hsted belaw. :

-~ 1.-CMS guldance tu surveyors :
“. . on urinary incontinence (UI) -
~+-and indwelling catheters is :‘;_‘ T
.. targeting: - :
a)

in long—term care
Insurance coverage.

Resident dlscharge proce— R
- dures

Facﬂlty hmng practlces

The focus. of the GMS guul- e 4.7':The step that is not part of 2

-ance on Ul and mdwellmg - prompted voiding prugram rs
- catheters is to: > -a) -Catheterization
a) Identify those re51dents at = . b) Checking for wetness
risk for 1ndwelhng inconti- -~ ¢) Praising the re51dent for
- nence ~continence - S
- b)Y Ensure assessment of blad— d) Promptmg the person to

der functlon

c) Improve bladder functlon 5
':d) Alloftheabove T

R 3 The'second Ieading caijse"fer'"’ o
Deﬁaent nursing. practtces o o

.'a:)'j..-Heart dlsease ST :.:: : c)
'b) Dementia " Gt
~~¢).- Urinary 1ncont1nem;e
'"."-'_'.:'d)'-Dlabetes e

Management of mdwellmg B
R catheters mcludes- , Sl
- a) Clamping of catheter before' S
_‘removal S S _' '
Use of ant1b1ot1cs to prevent
: mfectlons -
_Anchormg of catheter to e
- prevent urethral. trauma.
[ ‘:_iFrequent cleansmg of the -
- - entry;site with antiseptic to
b av01d m1grat10n of bacteria

- "a person to be admltted tu a
- nursing home is:. -

‘ ,v01d

Please fill in your responses below o the questions:

Course Evaluation: rate on a 1-4 scale
1. Stated learning objectives were met.
2. Teaching method was appropriate for the subject.

1 = Poor
3. The activity was scientifically rigorous. 2 = Salisfactory
4. The activity avoided commercial bias or influence. 3 = Good

5. The activity was timely and related to my practice.
6. The activity will assist me in enhancing patient care.

Please complete this evaluation form:

1 da. Ob. Oec. ad.
2. Ba Ob. Oec. Od. NAME
3. Qa b, e Ld. ADDRESS
4 Ha, dhb. Oec. Od.
5 Oa Ob. Oe Od CITY STATE ZIP CODE
Entties will be accepted for up to 12 months following PHONE FAX
. publication,

E-MAIL ADDRESS (By supplying your e-mail address, you uwill receive alerts regarding future activities and pro-
grams as well as alerts from selected venders. Your information will not be sold or released to third parly companies.)

4 = Excellent

Now that you have participated in this activity, can vou; Yes No
* Describe the CMS guidance for the assessment of residents with urinary :
incontinence (UI) and indwelling catheters

* Characterize the prevalence of Ul in long-term care

* Identify components of assessment and evaluation of Ul

How will you use what you have leamed from this aclivity?

¢ Illustrate procedures for toileting programs that can be implemented in

populatlon'-‘
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