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Assessment of continence status 
 
Step 
 
Find a private area in which to carry out the assessment and explain the 
reason for the assessment. 

 

Begin the assessment with some key trigger questions, such as: 
How long have you had the problem and when did it begin? 
If you leak urine, is this leakage small, moderate, or large? 
Do you go to the toilet often and, if so, how often? Do you get up to go to the 
toilet at night and if so how many times? Do you wear pads to protect your 
clothes? 
Do you leak on the way to the toilet? 

 

Assess the other influencing factors in relation to elimination:  

Patient’s ability to move,  

Condition of patient’s skin,  

Dependence, independence,  

Frequency and amount of urine passed,  

Appearance of urine, urinalysis,  

Frequency, consistency, appearance of stools.  

Consider the factors affecting the patient’s elimination, that is: 
Biological: muscle tone or damage, neurological disorders, mobility, 
Medication that could affect urinary function (see Box 7.1), 
Psychological: altered cognitive state (for example, dementia), emotional 
state, attitude, and behaviour, 
Sociocultural: cultural and religious practices, 
Environmental: access to toilet, home, and hospital environment 
Politico-economic: diet, money, access to services 

 

Ask the questions in an unhurried manner and use appropriate 
terminology and language. 

 

You may need to consult with the patient’s carer in some instances.  

Refer to appropriate specialist service if a more thorough assessment is 
required. 
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Obtaining a midstream sample of urine (MSSU) 
 
Step 
 
Draw curtains round bed area or close room door.  

Explain the procedure and reason for the sample being taken and obtain 
consent. 

 

Ask patient to clean the genital areas with simple unperfumed soap and water. 
The patient may need some assistance with this: if so disposable gloves and 
apron should be worn for your protection. 

 

If the patient is able to urinate, ask the patient to pass urine into the toilet then 
catch the middle section of the stream in the container (15–25 ml), then pass 
the remaining urine into the toilet. 

 

Collect urine in a single-use sterile container.  

The patient or nurse should ensure that the specimen container does not 
touch the patient’s genital area and that the inside of the container is not 
touched by the patient’s fingers. 

 

Screw the lid securely back onto the container.  

If you have been assisting, then remove disposable gloves, apron, and wash 
hands. 

 

Allow the patient hand-washing facilities  

Transfer specimen into sterile specimen container immediately and label 
container with the patient’s details. 
 

 

Ensure container lid is secure.  

Fill in the microbiology form with patient details. It is important to check details 
with patient to ensure they are correct. 

 

Give as much detail as possible, including symptoms and current diagnosis.  

Send the sample to the laboratory as soon after collection as possible for 
microscopy, culture, and sensitivity (MC&S). If not collected immediately then 
refrigerate. 

 

Record in nursing notes specimen obtained.  
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Obtaining and testing a urine specimen for urinalysis 
 
Step 
 
Explain the procedure and obtain informed consent. In children, use 
appropriate terminology. 

 

Assess patient’s ability to carry out the task.  

Explain carefully how the specimen is obtained.  

Assistance or supervision may be required (if so wear disposable gloves and 
apron). 

 

Ensure that genital area is cleansed using plain water and dried with a towel.  

Once client begins urinary stream, the initial portion should be allowed to 
escape. 

 

Prior to urine testing, check the expiry date of the reagent strips and ensure 
that the container has not been left open. Using disposable gloves, dip the test 
strip into the urine, ensuring that all the test pads are wet with urine. 

 

Withdraw the strip, wiping along rim of container to remove excess urine.  

Wait for the time recommended by manufacturer.  

Compare the test strip (see Fig. 7.7) with the label on the side of the test strip 
container (see Table 7.3 for common tests and values). 

 

Document results and dispose of waste correctly in yellow clinical waste bag.  

Report any abnormalities to appropriate nurse.  

Remove disposable gloves and apron and wash hands at end of procedure.  
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Obtaining a 24-hour urine collection 
 
Step 
 
Explain the procedure and obtain informed consent. In children, use 
appropriate terminology. 

 

Assess patient’s ability to carry out the task.  

Give the patient a urine collection container, labelled with the patient’s details 
(full name and hospital number). The patient may need more than one 
container. 

 

Sometimes the container will contain a small amount of acid; therefore, care 
must be taken. 

 

Ask the patient to empty his or her bladder prior to commencing the collection 
and record the time. 

 

Ask the patient to collect all the urine passed in the next 24 hours in the 
container. The patient should not pass urine directly into the container—
another container, such as a clean jug, should be used, and the contents 
transferred. 

 

Ensure that the lid is always securely fitted after collection.  

The patient may need to keep the container refrigerated throughout the 
collection. 

 

End the collection exactly 24 hours after beginning by getting the patient to 
urinate and adding this sample to the container. 
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Collecting a stool specimen 
 
Key point: Single specimens are usually requested if there is a suspicion of infection. These 
are sent off to the laboratory for culture and sensitivity to detect microorganisms. Multiple 
samples at later times (consecutive) are often requested if there is a suspicion of fat or blood 
in the stools. 
 
Step 
 
Explain reasons for sample being taken and obtain informed consent.  

Ask patient to perform procedure in a locked toilet cubicle.  

Ask patient to clean the genital areas with soap and water.  

Collect faeces in a single-use clinically clean bedpan.  

Wash hands and put on nonsterile gloves and apron.  

Observe stool for consistency and colour and note findings.  

Unscrew the top of the sample container without contamination.  

Collect a sample of stool using the spoon incorporated in the lid of container.  

Screw the lid securely back onto the container.  

Dispose of remaining faecal matter immediately into macerator.  

Remove gloves and apron and wash hands.  

Label the specimen pot with all the patient’s details.  
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Testing for faecal occult blood (FOB) 
 
Step 
 
Explain reasons for sample being taken and obtain informed consent.  

Follow procedure for collecting a stool sample until the step involving the 
sample container. 

 

Obtain the FOB testing kit.  

Using a scraper, take a small sample of the faeces and smear it on to the 
piece of card from the testing kit (the instructions on the kit will tell you what to 
do). 

 

Drop the chemical (from the bottle provided) on to the sample.  

If there is a change in colour after adding the chemical, there is blood present.  

Dispose of remaining faecal matter immediately into macerator.  

Remove gloves and apron and wash hands.  

Document findings in patient’s notes.  
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Assisting the patient to use a bedpan 
 
Step 
 
Explain the procedure and gain patient’s consent.  

Assess patient’s moving and handling needs; consider risk assessment.  

Collect bedpan—may be a disposable bedpan in a rigid holder or 
nondisposable. 

 

Cover with disposable cover.  

Draw curtains around patient’s bed area or close room door.  

Put on disposable gloves and apron.  

Assist patient to adjust clothing to expose the area.  

Ask patient to raise bottom off the bed or assist them with this if necessary.  

If the patient wishes, it may be advisable to place a waterproof or incontinence 
pad underneath the patient. 

 

Place bedpan on top of the pad, underneath patient, and ensure that it is 
safely in place. 

 

Ensure the bedcovers are covering patient appropriately.  

If the patient is able, leave toilet paper with the patient and wait outside the 
curtains or room; give patient nurse call button. 

 

Assist patient to wipe if necessary and ask patient to lift up off bedpan and 
remove it. 

 

If the patient’s output is being recorded, the toilet wipes should not be 
disposed of in the bedpan but in another receptacle. 

 

Allow patient to wash hands.  

Cover bedpan with disposable cover and remove from the area.  

Ensure that patient is left in a comfortable position.  

Observe urine or faeces prior to disposal and measure if required.  

Dispose of bedpan as appropriate.  

Wash and dry holder.  

Wash and dry hands.  
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Assisting the patient to use a commode 
 
Step 
 
Explain the procedure and gain patient’s consent.  

Assess patient’s moving and handling needs; consider risk assessment.  

Ensure that the commode is clean.  

Place the commode at the person’s bedside and ensure that the wheels of the 
commode are locked. Ensure that there is a bedpan receiver in place under 
the commode (see Fig. 7.9). 

 

Draw curtains around patient’s bed area or close room door.  

Assist the patient onto the commode. If safe, leave the patient; give the patient 
a nurse call button. 

 

Once patient has finished using the commode, assist patient to stand.  

Wear gloves. If patient requires assistance using toilet paper, wipe the 
patient’s bottom using toilet paper, from front to back, followed by skin 
cleanser and wipe area clean. 

 

Ensure that you pat the skin dry after doing this.  

Assist the patient to wash and dry hands.  

Before removing the commode, ensure the lid is placed on top of it. Then 
assist the patient back to bed and pull back the screens. 

 

Dispose of the bedpan in the normal way in the macerator.  

The contents may need to be measured and recorded accurately in the 
patient’s fluid balance chart. 

 

Wash the commode.  

Wash and dry hands.  
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Assisting the patient to use a male or female urinal 
 
Step 
 
Explain the procedure and gain patient’s consent.  

Assess patient’s moving and handling needs.  

Draw curtains around patient’s bed area or close room door.  

Put on gloves and apron.  

For males: Assist patient to stand if able. Ask him to place his penis 
completely in the urinal and hold it there (assist if necessary—ensure you are 
wearing gloves). 

 

For females: Positioning of the patient depends on the type of female urinal 
being used and the ability of the patient. Generally, the patient should tuck the 
urinal into position from the front or pivot it into position under the thigh from 
the side or by rolling her from her side onto the pre-positioned urinal. 

 

Leave the patient, if safe to do so, leaving a nurse-call button.  

Remove urinal and allow patient to wash hands.  

Ensure that you leave the patient in a safe and comfortable position.  

Observe and measure urine if required and dispose of urinal in macerator.  

Wash and dry hands.  
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Meatal cleansing - care of bedbound patients with a urinary 
catherter in situ 
 
Step 
 
Explain the procedure and gain patient’s consent.  

Gather necessary equipment.  

Draw curtains around patient’s bed area or close room door.  

Position patient to allow for access and patient comfort.  

Wash your hands and put on disposable gloves and apron.  

Use a fresh cloth/wipe and soap and water to clean the area.  

Cleanse the external urethral meatus. Clean downwards in females, away 
from the meatus. In males, retract the foreskin before cleansing and then 
replace afterwards. 

 

Clean the shaft of the catheter away from the catheter–meatus junction.  

Ensure that the area is dried thoroughly.  

Ensure that the patient is left in a comfortable position.  

Remove equipment and remove disposable gloves, apron.  

Wash hands.  
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Emptying a catheter bag 
 
Key point: If you are asked to empty a catheter bag and you find that there is very little urine 
in it, you should consult the patient’s fluid balance chart to see if this is abnormal and alert the 
patient’s nurse. It could be that the catheter is blocked or kinked, or incorrectly placed, so 
further assessment would need to be carried out. 
 
Step 
 
Explain the procedure and gain patient’s consent.  

Gather necessary equipment.  

Draw curtains around patient’s bed area or close room door.  

Wash hands and put on disposable gloves and apron.  

Clean the outlet port with an alcohol swab and allow to dry.  

Open the port and allow the urine to drain into a collecting receptacle, for 
example, measuring jug. 

 

Close port and clean again with alcohol swab.  

Reposition catheter bag.  

Cover the receptacle and dispose of contents in the sluice. Observe for any 
abnormalities and measure contents as appropriate. 

 

Remove gloves and apron.  

Wash hands.  
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Collection of a catheter specimen of urine 
 
Step 
 
Explain how the specimen is obtained and why it is necessary and obtain 
informed consent. 

 

Assess patient’s ability to carry out the task.  

Wash hands and wear disposable gloves.  

Clamp the drainage tubing of the urine bag and wait until sufficient urine collects 
to allow specimen to be collected. 

 

Swab the sampling port with 70% alcohol swab and allow to dry for 30 seconds.  

Insert a needle attached to a syringe into the port at a 45° angle. (Some tubes 
contain ports that connect directly to the syringe.) 

 

Withdraw the correct amount of urine: 15–25 ml.  

Remove the needle and syringe and transfer urine to the sterile specimen pot.  

Dispose of sharps correctly.  

Transfer specimen into sterile specimen container immediately and label 
container with the patient’s details. 

 

Ensure that container lid is secure.  

Remove gloves and apron.  

Wash hands.  

Fill in the microbiology form with patient details. It is important to check details 
with the patient to ensure that they are correct. 

 

Give as much detail as possible to help the laboratory including symptoms and 
current diagnosis. 

 

Send the sample to the laboratory for microscopy, culture, and sensitivity tests 
(MC&S). 

 

Record in nursing notes that a specimen has been obtained.  

 
 


