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Case Study 14.3 Functional Incontinence
1. Functional incontinence is defined as “urine loss caused by the inability to reach the toilet because of environmental barriers, physical limitations, loss of memory, or disorientation” (Taylor, 2010, p.1244). The nurse can conclude that it is functional incontinence because the patient knew he had to go to the bathroom. He pressed the call light and struggled with the IV pole when he attempted to go to the bathroom before help arrived. 	Comment by Mary: The first time you use you have to write out all four authors and then after that you can just use Taylor et al.    p.177 APA
2. Having to wait for assistance to the restroom is an environmental barrier. The IV pole in his way is a physical limitation. These things were preventing him from attaining his goal of reaching the bathroom because he had to urinate. 
3. Mr. Carson’s daughter brought him a sweet tea to drink for lunch. Tea contains caffeine. “Caffeine-containing beverages such as cola, coffee and tea have a diuretic effect, increasing urine production” (Taylor, 2010, p. 1227). What about the salty hamburger, it would have made me thirster than normal?	Comment by Mary: This time can use Taylor et al. 
4. With functional urinary incontinence, the problem is not with the actual voiding. The problem is with getting to the toilet on time. An indwelling urinary catheter has the potential to introduce microbes into the bladder which is a sterile environment. “Catheter-associated urinary tract infections are the most common hospital-acquired infection in the United States and is one reason catheterization should be avoided whenever possible” (Taylor, 2010, P. 1246). Some better alternatives include a bedside commode or urinal. Prompt answering of call lights is another way staff can reduce the risk factors of functional incontinence. 	Comment by Mary: See above
5. The nurses should develop a plan individualized to Mr. Carson specifically. They should look at both factors at the hospital and at home. Medications should be looked at for the possibility to add to the incontinence. The nurses should monitor fluid intake and encourage voiding on a schedule. For Mr. Carson, it would be a good idea to get him up to go to the bathroom when the nurses are already in his room assisting with other things and can help him. One of the most important things the nurses can do is modifying environmental factors. Providing Mr. Carson with a bedside urinal will allow him to void when he needs to without the risk of him falling while rushing to the bathroom. Additionally, the nurses should check Mr. Carson for incontinence when he is in bed. If he has been incontinent, it is important to clean him immediately to prevent skin breakdown. (Dowling-Castronovo, & Broadway, 2008). 
6. The main priority regarding incontinence in Mr. Carson discharge involves safety. The nurse should instruct Mr. Carson to keep the bath to the bathroom clear of all possible hazards such as loose cords and rugs. It is especially important to keep the bath from the bed to the bathroom clear since it is likely that he will travel from his bed to the bathroom in a groggy state if he goes during the nighttime. The medications he is on may cause increased urinary rate. In order to prevent ever having to rush to the bathroom I would encourage him to create a voiding schedule. If he is going on a regular basis, it will reduce the likelihood that he will have to go bad enough to have to rush to the bathroom. I would also advise Mr. Carson to limit consumption of foods and drinks that would promote urine production such as caffeinated beverages and alcohol. It is also very important that he does not reduce his fluid intake in order to prevent incontinence. This could lead to dehydration and increased risk of urinary tract infections. 
7. Orthostatic hypotension is defined as “a drop in systolic blood pressure of a number equal to or greater than 20 mm Hg or in diastolic blood pressure of a number equal to or greater than 10 mm Hg within 3 minutes of standing” (Taylor, 2010, p. 534). This drop in blood pressure can cause weakness or fainting. Patients that suffer from orthostatic hypotension should sit up in bed and dangle their feet off the side of the bed to adjust before completely standing up. It takes a while for them to get out of bed safely. This could pose a problem for someone with functional incontinence. The added time that it takes for them to get out of bed to get to the bathroom is a physical limitation that can cause incontinence.	Comment by Mary: Same as above
8. If I were the home health nurse, my main goal would be to modify his environment to promote continence. I would go through his house to find any potential risk factors that could delay him from reaching the bathroom on time. I would also encourage him to get on a regular voiding schedule to prevent the need to get up and rush to the bathroom. I would also keep an eye on the things he was putting into his body such as food and drink and alcohol. I would encourage him to stay away from alcohol and food with caffeine. (Dowling-Castronovo, & Broadway, 2008).
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