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Adaptation and Evaluation of the Incontinence Care Protocol

Park, Kyung Hee' - Choi, Heejung?

Department of Nursing, Samsung Medical Center, Seoul
“Department of Nursing, Konkuk University, Chungiju, Korea

Purpose: This study was done to develop an evidence-based incontinence care protocol through an adaptation process and to eval-
uate the effects of the protocol. Methods: The protocol was developed according to the guideline of adaptation. A non-randomized
controlled trial was used for testing the effects of the new Incontinence Care Protocol. A total of 120 patients having bowel inconti-
nence with Bristol stool type 5, 6, and 7 and admitted to intensive care units were recruited to this study. The newly developed in-
continence care protocol was used with patients in the experimental group and conventional skin care was given to patients in the
control group. Outcome variables were incontinence-associated dermatitis (IAD) severity, pressure ulcer occurrence and severity,
Results: The experimental group had significantly less severe IAD (t=6.69, p<.001), lower occurrence of pressure ulcers (\?=7.35,
p=.007), and less severity of pressure ulcers (Mann-Whitney==86.00, p=.009) than the control group. Conclusion: Use of this incon-
tinence care protocol has the effects of preventing pressure ulcers and inhibiting worsening of IAD and pressure ulcers, Therefore,
this incontinence care protocol is expected to contribute to managing IAD and pressure ulcers,
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Table 1. Focused Health Questions for Incontinence Care Protocol
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Scope Focused health questions

Skin related

1-1. When is the time of skin assessment?

1-2. What are the items of skin assessment? (Including symptoms of incontinence-associated dermatitis)
2. How to assess skin? (Including instrument/evaluator)
3. How to prevent skin damage from environment and skin care method?

Incontinence related

4. How to assess incontinence? (Intensity of irritation)

5. How to minimize wet environment? (Environment, incontinence)
6. How to protect skin from incontinence? (Cleansing method, skin protective method)

7. How to control incontinence?

8. How to treat incontinence related skin damage?
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Table 2. Final Version of Incontinence Care Protocol

Scope Nursing care Purpose of care

Nursing actions

Skin care Assessment Observation of
skin

Intervention Prevention of
skin damage

Incontinence Assessment Observation of
care incontinence

Intervention Minimizing
wet skin
environment

Skin protection

Controlling
incontinence

Wound care

Make the skin assessment a part of pressure ulcer screening policy in a hospital.

Measure temperature, color (blanching/nonblanching), texture, integrity, and moisture of skin.

Inspect obese patient’ skin folds and skin area affected by incontinence and perspiration .

Assess skin regularly: Within 1 hour after admission, every time position is changed, at Braden Scale scoring,
before applying skin protectant, and every time there are nursing activities for pressure ulcer prevention.

Assess skin as needed : When patient’s condition changes, every time perineal/perianal care is given
or when patient’s skin condition is aggravated (dryness, nonblanching erythema, blister, warm,
locallized edema etc.).

Educate nurses how to assess skin condition, including how to identify blanching response, localized
heat, edema, and induration, etc.

Do not lie on the side with erythema.

Do not massage skin or vigorously rub it.

Separate skin folds.

Make a gap between patient’s skin and mattress surface to maintain normal skin temperature.

Take care not to damage patient’s skin when cleansing skin, separating skin from wet sheet, and in
the case of candidiasis or erythematous skin.

Minimize skin exposure to excessive body fluid (urine/feces, perspiration, or wound drainage, etc.).

Apply moisturizer for dry skin.

Apply moisturizer within 2~3 minutes after bathing.

Develop a strategy to manage incontinence based on individuals' symptoms and medical history.

Evaluate incontinence severity according to urine/stool consistency and frequency of episodes, etc.

Check incontinence episodes at least every two hours in the case of Bristol Stool types 5, 6 and 7.

Keep incontinence supplies ready at the bedside for nurses’ easy access to them whenever necessary.

Change an absorptive pad or a dressing or a diaper immediately after it gets wet.

Change linen getting wet because of patient’s excessive perspiration.

Use diapers or underpads which have excellent absorbency.

Avoid wrapping the buttocks with diaper (or brief) on bed and use underpads instead of diaper on bed.

Diaper may be used for patient’s privacy when he/she is out of bed.

Do not use underwear type diapers for patient with fecal incontinence.

First cleanse, then dry, and lastly protect the skin right after each incontinence episode.

Cleanse the skin gently at each time of soiling. Avoid excessive friction and vigorous scrubbing during skin care.

Use tepid water, nonionic surfactants, pH-balanced skin cleanser. Do not use bar soap, rinse, and skin
irritants such as fragrance and alcohol.

Use skin cleanser or soft woven disposable cloths or disposable wet tissue for contaminated skin.

Apply skin protective agents such as creams, ointments, pastes, and film dressings at regular position change.

Apply skin protective agents including dimethicone, petrolatum, or zinc oxide for patient with fecal
incontinence or both fecal and urinary incontinence.

Plan and apply the individualized interventions for an incontinence patient.

Use stool containment devices for fecal incontinence patients with large amount of loose stool
before skin injury occurs.
- Bristol stool type 5: Use Anal Plug.
- Bristol stool type 6 or 7: Request advice from a wound specialist first, and then use Fecal

Management System (FMS).

Discuss with a physician and/or a dietitian how to alleviate diarrhea. (Some tube feeding formulas and
antibiotics may exacerbate the incidence of diarrhea).

Use a skin protective agent after applying an antifungal agent to treat candidiasis.

If skin condition does not improve within a week, consult with a wound specialist.

Consult treatment methods with a wound specialist in the case of extensive skin loss.

Apply self-adherent silicone dressing in the case of incontinence associated skin damage.

ol 5,42+ 3,507, tixTolA 13.17+£8.26F 22, Aol Alg Whitney U=86.00, p=.009) (Table 5).
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Table 3. Homogeneity Test on General Characteristics and Dependent Variables (N=120)
) . Exp. (n=60) Cont. (n=60) 5
Variables Categories X oort D
n (%) or M+SD n (%) or M+SD
Gender Male 35 (58.3) 36 (60.0) 0.03 853
Female 25(41.7) 24 (40.0)
Age (yr) 68.10£12.61 66.97+13.56 0.47 636
Major diagnosis for ICU Respiratory 16 (26.7) 26 (43.4) 463 461
admission Neurology 14 (23.3) 14 (23.3)
Digestive 15 (25.0) 5(8.3)
Cardiovascular 9(15.0) 11(18.3)
Renal 5(8.3) 3(5.0)
Musculoskeletal 1(1.7) 1(1.7)
Urinary incontinence Continence 6 (10.0) 3(5.0) 491*
Incontinence with indwelling catheter 54 (90.0) 57 (95.0)
Fecal incontinence Intensity of fecal irritant’ 0.36 .833
Type 5 19 (31.7) 16 (26.7)
Type 6 16 (26.6) 17 (28.3)
Type 7 25 (41.7) 27 (45.0)
Average frequency of fecal >6 35 (58.3) 28 (46.7) 406*
incontinence (time/per day) ~ 3~5 23 (38.4) 31(51.6)
<2 2(3.3) 1(1.7)
Cardiac arrest 7(11.7) 9(15.0) 0.28 591
Shock? 28 (46.7) 24 (40.0) 0.54 461
General edema/weeping 20(33.3) 14 (23.3) 1.47 224
Malnutrition® 56 (93.3) 55(91.7) 1.000*
Tube feeding 38(63.3) 39 (65.0) 0.03 849
Bed rest 53 (88.3) 52 (86.7) 0.07 783
Mechanical ventilation (> 48) 42 (70.0) 32 (53.3) 3.52 .060
Quadriplegia 12 (20.0) 20 (33.3) 2.72 .099
Restraint 22 (36.7) 15 (25.0) 1.91 .166
Underlying disease Liver failure 4(6.7) 8(13.3) 1.48 224
Diabetes mellitus 24 (40.0) 29 (48.3) 0.84 .358
Medication Antibiotics 53(88.3) 56 (93.3) 0.90 343
Steroid 25(41.7) 17 (28.3) 2.34 126
Vasopressors (> 48) 31(51.7) 22 (36.7) 2.73 .098
Sedatives (> 48) 14 (23.3) 16 (26.7) 0.17 673
Braden Scale, total 11.57+£1.91 12.20+1.49 1.90 .059
BMI (kg/m?) 22.25+3.58 21.88+3.81 -0.65 514
Serum hemoglobin (g/dL) 9.88+1.77 10.28+1.77 1.18 240
Serum albumin (g/dL) 2.76+0.47 2.93+0.51 1.56 120
Total lymphocyte (count/mm?) 1,201+1,469 1,241£1,106 0.17 .865
*Fisher's exact test; ‘Bristol Stool Scale; *Septic, hypovolemic, cardiogenic shock; *Pre-albumin < 20 (mg/dL), albumin < 2.5 (g/dL) or NPO longer than 3 days;
Exp.=Experimental group; Cont.=Control group; ICU=Intensive care unit; BMI=Body mass index.
Table 4. Difference in IADS Scores and Pressure Ulcer Occurrence Table 5. Difference in Total Score of BWAT
(N=120) (N=40)
) Exp. (n=60)  Cont. (n=60) Exp. (n=13 Cont. (n=27 “Whi
Variables P Yort p Variable xp. ( ) ( ) Mann-Whitney
n (%) or M+SD n (%) or M+SD MR£SR MR+ SR U
IADS score 542£350  13.17£826 6,69 <001 BWAT ~ 1362+177.00 238164300 8600 009
Pressure ulcer Yes 13 (21.7) 27 (45.0) 7.35 .007 ‘
No 47 (78.3) 33 (55.0) Exp.=Experimental group; Cont.=Control group; BWAT=Bates-Jensen wound

Exp.=Experimental group; Cont.=Control group; IADS =Incontinence-associated

dermatitis and its severity.

http://dx.doi.org/10.4040/jkan.2015.45.3.357
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