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            MANAGEMENT PATHWAY

FULL NAME: 
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MANAGEMENT CARE PATHWAY
PAGE 1 OF 2 
	ONLY TO BE COMPLETED FOLLOWING INITIAL ASSESSMENT
	DATE
	INITIAL

	Management pathway commenced as:
· Following active  treatment  

· Unsuitable or unable to follow active treatment   (state reason)                        
· Declined active treatment                                                   
	Y/N
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Review bladder/ bowel diary     Y/N
	Fluid input over 24 hours 


	MANAGEMENT OPTIONS
	Y/N
	DOCUMENT DETAILS / PLAN
	DATE
	INITIAL

	The patient is able to use the toilet / commode / urinal or change products independently
	
	
	
	

	Toileting Regime  

	Individual programme 

	
	
	
	

	Appliances to aid toileting / promote continence – [helpful advice in guideline]

	Female urinal
	
	
	
	

	Male urinal 
	
	
	
	

	Commode
	
	
	
	

	Toilet adaptation                                                                                
	
	
	
	

	Clothing alterations                                                                                                                         
	
	
	
	

	Penile sheath [refer to urology formulary]                                                                                                                   
	
	
	
	

	Actibriefs 
	
	
	
	

	Retracted penis pouch           
	
	
	
	

	Faecal collector
	
	
	
	

	Anal Inserts
	
	
	
	

	Radar key        
	
	
	
	

	Vernagel
	
	
	
	

	Uribag
	
	
	
	

	Mens liberty/ liberty acute ( petal device)
	
	
	
	

	Reusable products

	Washable pants - for light urinary incontinence [not faecal
	
	
	
	

	Washable bed sheets
	
	
	
	

	Mattress protector  
	
	
	
	

	Product care information discussed              
	
	
	
	

	                                                        

	MANAGEMENT OPTIONS
	Y/N
	DOCUMENT DETAILS / PLAN
	DATE
	INITIAL

	Disposable products:

	Urinary leakage is minimal consider washable products
	
	
	
	

	Products are indicated – refer to local policy and formulary / criteria. Consider absorbency, style and fit.   
	
	
	
	

	Agreed product demonstrated
	
	
	
	

	Samples trialled – to ensure correct product is supplied          
	
	
	
	

	Skin care discussed                              
	
	
	
	

	Fitting guide given and discussed
	
	
	
	

	Patient Product Prescription form completed
	
	
	
	

	
	
	
	
	

	Management plan discussed and agreed with patient / carer.
	
	
	
	

	Agree reassessment in 6 months or sooner with patient/carer
	
	
	
	

	PATHWAY COMPLETED:  Date: ____________    Signature: ___________________________

	If this pathway has been completed by an appropriately trained Health Care Assistant [HCA] or Assistant Practitioner [AP] please sign to confirm this pathway has been seen and discussed with a Registered Nurse.
AP/HCA signature:                                                        RN signature:



	PATHWAY SUMMARY

	Initial QOL: _____     Final QOL score:   1 a lot  FORMCHECKBOX 
     2 mod  FORMCHECKBOX 
     3 a little  FORMCHECKBOX 
     4 not at all  FORMCHECKBOX 

Additional Information:


	Please complete the below signature identification

	FULL NAME
	DESIGNATION
	SIGNATURE
	DATE
	TIME
	INITIAL
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