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COMMUNITY CONTINENCE SERVICE.

Female Urinary Incontinence (> 16 year) Referral Form.
Use this form to refer female patients who are willing and able to attend a Continence Clinic for a full continence assessment. This will include a comprehensive history taking process, bladder scan and vaginal examination. Following the assessment an individual treatment plan will be written for the patient, and the patient will be supported by the continence team during treatment period.  The continence team will arrange continence aids and pads, but only if appropriate.
Housebound patients requiring a continence assessment should be referred to District Nurse team for a continence assessment, except for patients who have a known neurological disease diagnosis such as Multiple Sclerosis, Parkinsons Disease or have a diagnosis of Dementia. The Continence Team will usually see these patients at home.

	Exclusion criteria

	· Microscopic haematuria (over age 50 years)

· Macroscopic haematuria

· Recurrent or persistent urinary tract infection and haematuria (over age 40 years)

· Pelvic mass
	· Symptomatic prolapse visible at or below vaginal introitus.
· Palpable bladder after voiding

· Bladder or urethral pain

· Faecal incontinence

· Possible neurological problem

· Possible urogenital fistulae

· Previous continence surgery

· Previous radiotherapy or surgery for pelvic cancer

· Patient has symptoms of voiding difficulty or symptoms of retention

	The above conditions need urgent Urological referral (2 weeks)
	The above conditions indicate an early referral to secondary care.


	PATIENTS DETAILS

	Forename


	Surname
	Date of Birth
	

	Address

Postcode
	Daytime Tel no


	Mobile Tel no.

	
	NHS number



	
	Hospital number



	
	Ethnicity



	If the patient requires an interpreter please state language required.
	Please state any other special needs:


	PRACTICE DETAILS
	

	Practice 

Address

Postcode
	Referring GP

	
	Date of GP consultation

	
	Tel number

	
	Fax number


	Please refer to the Map of Medicine for full details of agreed local management pathway and useful information on continence. . Click link for details of pathway.



	Past Medical History. ( A computer summary attached to this form is acceptable)




	Medications. ( A computer summary attached to this form is acceptable)




	Examination findings:

	Abdominal:



	Vaginal:



	Rectal (if appropriate):



	Urinalysis:




Name…………………………………………Signature…………………………………………

Date………………………

Send referral to:    
Community Continence & Erectile Dysfunction Service

Hove Polyclinic

Nevill Ave

Hove.   BN3 7HY.

FAX: 01273 242245
Continence Team, April 2009, (Draft VII)
Decision making framework (tick all that apply).


Stress:						          Urgency:


□ Leakage on exertion/movement, cough, sneeze?�
□  Strong, uncontrolled urgency prior to incontinence.�
�
□ Urine leakage in small amounts?�
□ Frequency of voiding.�
�
□ No nocturia or incontinence at night.�
□ Loss of urine on the way to the toilet�
�
□ Urine Leakage without sensation or urine loss�
□ Moderate to large amount of urine (gush)�
�
�
□ Enuresis/nocturia >2�
�
□  Mixed Urinary Incontinence (Symptoms of both stress and urge) 


Overflow:                                                                 Functional:


□ Difficulty starting urine stream.�
□   Mobility/manual dexterity impairments.�
�
□  Dribbling.�
□ Lack of toileting aids or access to toilet.�
�
□  Post void dribbling..�
□ Medication.�
�
□  Prolonged voiding.�
�
�
□ Feeling of fullness after voiding.�
�
�
□ Voiding small amounts often.�
�
�
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