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COMMUNITY 
-  BLADDER AND BOWEL DYSFUNCTION ASSESSMENT [Registered Practitioner]

Full name:  




        DOB: 

         NHS No: 


   

Address: 













Postcode: 



  Tel: 










GP Surgery: 




 

Referred by:



 Date: 

       Assessor: ______________________________
Email : 





   Tel: 







  Presenting problem and duration [as reported by patient]        
                                                                                                            
  QOL score:       1 a lot    FORMCHECKBOX 
            2 moderately    FORMCHECKBOX 
                3 a little    FORMCHECKBOX 
                   4 not at all    FORMCHECKBOX 
  
	Medical history: [tick appropriate box]
	

	Diabetic
	
	Multiple sclerosis
	
	Neurological other:
	
	Dementia
	

	Learning Disability
	
	Mental Health
	
	CVA
	
	Respiratory disease
	

	Spinal injury
	
	Bowel disease
	
	Other including allergies [state]

	Surgical history: [relevant pelvic /abdominal]

	Hysterectomy
	
	Bladder neck 
	
	T.U.R.P     
	
	Tape procedure
	
	Bowel  
	

	Details:         

	Obstetric history: risk factors

	Number of deliveries
	
	Vaginal
	
	Caesarean Section
	
	       Difficult delivery  
	

	If YES give details:

	If patient is taking medication that may affect bladder or bowel function please indicate:

	Anti-muscarinics  
	
	Anti- depressants    
	
	Hypnotics
	
	Diuretics
	
	Oestrogen’s/ HRT  
	

	Analgesics
	
	Iron supplement      
	
	laxatives  
	
	non prescribed
	
	Other
	

	Please state actions taken: [consider review] _________________________________________________                                                           

	

	ANSWER YES OR NO / DOCUMENT ANY VARIENCE FROM STANDARD STATEMENT

ALWAYS INITIAL AND DATE

	STANDARD STATEMENT

BLADDER & BOWEL FUNCTION 
	Y / N
	VARIANCE FROM STANDARD STATEMENT AND REASON / COMMENTS
	INITIAL
	DATE

	Physical examination  

The patient has undergone a physical examination to identify and exclude underlying pathology. 
	
	
	
	

	Fluid Intake

The patients fluid intake is between

1.5 - 2 litres per day
	
	
	
	

	Functional 

The patient has difficulty in accessing the toilet
	
	
	
	

	Exacerbating conditions 

· Smoking    

· Weight / BMI is significant      

· Unintentional weight loss         

· Unstable diabetes                  

· Chronic cough                        

· Atrophic Vaginitis      

· Ring pessary                    
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Urinalysis performed.  Complete UTI assessment form if required.
	
	
	
	

	Date
	Glucose
	Ketone
	S.G.
	Blood
	pH
	Protein
	Nitrite
	Leucocytes

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	An abnormality has been identified from the urinalysis, and the patient has been referred to the GP
	
	
	
	

	STANDARD STATEMENT


	Y / N
	VARIANCE FROM STANDARD STATEMENT AND REASON / COMMENTS
	INITIAL
	DATE

	BLADDER FUNCTION 
	
	
	
	

	The patient reports bladder pain when[image: image1.png]


 

they urinate. 
If YES refer to doctor 
	
	
	
	

	Female patient reports > two UTIs in last year.
Male patient reports one UTI in last year. Please undertake post void bladder scan and discuss with The Continence Service
	
	
	
	

	Bladder diary, bowel diary (if required) and symptom profile completed by: 

Patient                 FORMCHECKBOX 
  Carer         FORMCHECKBOX 
     

Family member   FORMCHECKBOX 
  Assessor    FORMCHECKBOX 

	
	
	
	

	BOWEL FUNCTION
	
	
	

	Current Symptoms:

· Frequency            ________________

· Consistency [Bristol stool scale]_____
· Ease of passage  _________ ________  
	

	
	

	Bowel dysfunction: 
· The patient has experienced a change in bowel habit and rectal bleeding, over the last 6 weeks. 
· The patient has signs of undiagnosed bleeding, black or tarry stool and is not taking ferrous sulphate
· Signs of obstruction have been observed
· The patient has diarrhoea that has not responded to treatment
If YES to any refer to doctor[image: image2.png]



	
	
	
	

	ASSESSMENT SUMMARY
	
	
	
	

	This assessment has been completed with the participation and understanding of the:

patient  FORMCHECKBOX 
  advocate  FORMCHECKBOX 
 carer   FORMCHECKBOX 

	
	
	
	

	Patient has consented to their information being held on the database if continence products are required

	Patients Signature: 
	Print: 



	FULL NAME
	DESIGNATION
	INITIALS
	SIGNATURE
	DATE

	
	
	
	
	


Additional Information









