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Recommendations for practice

Environmental cues such as toilet visibility,
sianaqe. colour differentiation and imaaes should
be used to compensate for visuo-perceptual
deficits in frail older adults with cognitive impair-
ment.

2. As remaining physical strength and dexterity
varies in individuals with cognitive impairment,
each component of the toileting process which
creates difficulty for such patients should be
identified and treated individually.

3. Awareness raising activities should be con-
ducted to enhance day-to-day continence care
processes in healthcare settings.

4. Ensure that the time, resources, knowledge and
skill required to conduct an assessment, and of-
fer active, effective management and manage Ul
episodes are considered in service planning.

5. Continue to address gaps in healthcare practi-
tioners' knowledge about preventing and manag-
ing incontinence in frail older persons.

6. As inappropriate use of continence products may
contribute to onset or continuation of Ul, clini-
cians who advocate or authorise their use,
should be familiar with evidence-based guide-
lines that advocate an active approach to pre-
vention, diagnosis and treatment.

9. SUMMARY OF THE EVIDENCE

Age-related changes in pharmacokinetics affect anti-
muscarinic drugs for Ul and should be incorporated
into treatment planning. (Level 1-2)

Drugs may be effective at lower doses in frailer com-
pared with healthier older persons (Level 3)

Polypharmacy increases the chance of adverse reac-
tions to drug therapy. (Level 1)

Adverse drug events are more common in the frail el-
derly. (Level 2)

Drug-drug and drug-disease interactions are com-
mon in frail older persons (Level 1-3).

Antimuscarinics for treatment of overactive bladder
remain as potentially inappropriate medications for
frail older people according to the Beer's criteria
(Level 3-4)

Specific guidance for drugs for LUTS in older people
exists, this may, with caveats, guide practice (Level
3).
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Summary of evidence

* Active case finding and screening for Ul in oider
persons because many do not spontaneously re-
port their symptoms. (Level 1),

* Screening for frailty is possible with short screen-
ing instruments (Level 1).

* Current quality of primary care assessment of Ul
in frald elders is poor (Level 2).

* Cough stress test has moderate accuracy in frail
institutionalised women (Level 2).

*» No recommendation Is possible on the utility of
PVR testing in the assessment of Ul in frall ei-

dery (Level 4).

* Urodynamic testing is feasible in fradl older peo-
ple (Level 1) but it is unlikely to change manage-
ment or outcomes excepl, perhaps, in those con-
sidered for surgical treatment of Ul (Level 4).

Recommendations for evaluation

The essential first step is to actively case find in the
frad elderly, as both Ul and Fl are generally under-
reported.

The second is to identify treatable, potentially reversi-
ble conditions and other factors (medications, envi-
ronment) that can cause or contnbute 1o inconti-
nence. Although Ul associated with such factors has
been commonly called “transient UL" this is erroneo-
ous, as for most frail older persons incontinence is a
chronic and often progressive condition. It is im-
portant to evaluate for such contributing factors be-
cause their amelioration may improve Ul directly,
make Ul more amenable to other interventions, and
overall improve the patient's (and caregiver's) quality
of life [385)

The common, treatable, potentially reversible condi-
tions that can contribute to Ul in frail older people can
be defined by the mnemonic DIPPERS ((Delirium, In-
fection [urinary tract), Pharmaceuticals, Psycho- log-
ical, Excess fluid (infout), Restricted mobility, and
Stool impaction [and constipation]). This is a useful
aid to teach and remember these conditions [386).
Cognisance must be made of the potential to over-
treat asymptomatic bacteriunia as apparent infection
because of the risk of adverse outcome [387).



Recommendations for practice

1.

Prompted voiding is effective in the short-term
treatment of daytime Ul in nursing home resi-
dents and home-care clients when caregivers
comply with the protocol (Level of Evidence 1).

Prompted voiding is ineffective and should not be
used for people who need the assistance of more
than one person to transfer, cannot follow a one-
step command, have less than a 20% reduction
in wet checks or less than a 66% appropriate toi-
leting rate after a three-day trial; these people
should be managed with “check and change”
(Level of Evidence 1).

Interventions combining toileting and functional
training decrease urine loss and improve endur-
ance in nursing home residents (Level of Evi-
dence 1).

Itis uncertain whether habit retraining reduces Ul
in frail older persons (Level of Evidence 4).

It is uncertain whether timed voiding reduces Ul
in frail older persons (Level of Evidence 4).

It is uncertain whether bladder training reduces
Ul in frail older persons (Level of Evidence 4).

Biofeedback-assisted PFMT in combination with
bladder training reduces Ul in homebound older
adults (Level of Evidence 2).

Functional training in combination with PFMT re-
duces Ul and improves walking time in frail older
women (Level of Evidence 2).

There are no proven interventions to reduce the
incidence of Ul in hospitalised frail older persons
(Level of Evidence 4).

Summary of the evidence

1. Short-term treatment with oxybutynin-IR has
small to moderate efficacy in reducing urinary fre-
quency and urgency Ul when added to behav-
ioural therapy in long term care residents. (Level
2)

2. Low dose oxybutynin-ER does not cause delirium
in cognitively impaired nursing home residents
(Level 1)

3. Oxybutynin-IR has been associated with cogni-
tive adverse effects in persons with dementia
and/or Parkinson’s disease (Level 3), although
the incidence and prevalence are unknown
(Level 4)

4. Oxybutynin has been associated with tachycardia
(Level 3), but not associated with QTc prolonga-
tion (Level 3) or ventricular arrhythmia (Level 2)

5. Oxybutynin is less effective in persens with im-
paired orientation, cerebral cortical under-perfu-
sion, and reduced bladder sensation (Level 2)

6. Oxybutynin is less well tolerated, versus solifen-
acin, in older people (level 2)

7. Fesotercdine is effective in ameliorating the
symptoms of OAB in robust community dwelling
and medically complex older people, identified by
VES-13 (level 1).

There is insufficient evidence to determine the effi-
cacy, tolerability, and safety of the following agents in
the frail elderty (Level 4):

a) Intravesical oxybutynin
b) Transdermal oxybutynin
c) Trospium

d) Tolterodine

e) Darifenacin

f) Solifenacin

g) Mirabegron

h) Duloxetine

i) Oral and topical cestrogen

8. Tolterodine has been associated with cognitive
impairment and tachycardia (Level 3), although
the incidence and prevalence are unknown.
(Level 4)

9. Sclifenacin (5mg/day) is associated with no im-
pairment of cognition in older persons with mild
cognitive impairment versus placebo (level 2)

10. Excessive anticholinergic load is associated with
cognitive impairment in frail older adults (level 3)

11. Anticholinerigc agents should be prescribed with
due regard to underlying anticholinergic load in
older persons (level 3)

12. The effect of cholinergic load on persons with mild
dementia is uncertain (level 3)



Summary of the evidence

1.

No studies were identiied regarding gynaecolog-
ical surgery in institutionalised elderly women.
(Level 4)

ical surgery in older women. (Level 3)

Injection of bulking agents for SUI appears o give
minoe benafit in women, however the technique is
minimaly invasive and age does not appear to
correiate with cutcomes. (Level 3)

Inection of onabotulinumiaxinA might be an op-
tion als in patients with idiopathic or neurogenic
overactive bladder although risk of residual urine
and 8 lowar long-lerm success rate have been
descrived. (Level 3)

No studies were identified that evaluate functional
or qualty of Ife outcomes after Ul surgery in frail
older persons (Lovel 4)

Risks of morbidity and mortality for frail patients

Surgical mortalty risks are st low in elderly per-

s0rs, and when deaths do occur, they are often
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Operative mortaltty is inconsistently associated
with increased age, and most studies do not uni-
formiy control for comortid conditions (Level 2-3)
Pasect-controlied analgesia provides adequale
pan control and sedation and increased patient
satisfaction compared with standard fixed and
time-adminisiered medications in cognitively in-
tact geriatric patients. (Level 2)

10. Choice of agent for patient-controlled

may affoct postoperative cogniion, (Lavel 3)

11. Some case serkes and waltlst-controled trials

suggest Tt minimally Invasive surgical ap-
proaches may be useful in older adults, yel thess
trigls may have litte 10 do with whether surgical
treatments are approgriate in the frall eicerly
(Level 3)

Recommendations for management

1.

Age alone is not a contraindication %o surgical
treatment of Ul (Grade C).

Urodynamic evaluation should be done before
considering surgical treatment of Ul in frad older
parsons (Grade B).

Summary of the evidence

3. Preoperative risk should be stratified using estab-
lished indices (Grade A).

4. Validated frailty scales may aid prognostication
and planning from post surgical care in frad older
adults (Grade C)

5. Ensure adequate post-operative nutrition, espe-
cially in patients who cannot take oral feeding or
who become delirous (Grade C).

6. Programmes to prevent post-operative delirium
should be utilised (Grade A) along with proactive
use of established measures to diagnose defirium
(Grade A).

7. Pain assessment in cognitively impaired persons

B. Proactive preventative approaches 1o hospitalisa-
tion-related functional impairment should be used
(Grade A).

9. Specialised care units may improve selective out-
comes for frail older patients (Grade A).

10. Discharge planning should begin before surgery
takes place (Grade C),

11. Patient controlled analgesia can be used in cog-
nitively-intact frail older persons (Grade B).

12. Analgesic agents asscciated with delirium (e.g.,
meperiding) should be avoided (Grade B).

13. Long-term outcomes before the operation should
be discussed with the patient (Grade C).

Recommendations for research
Further research is required to:

1. identify risk factors for surgical outcome in frall el-
derly.
2. identify which treatments for Ul are most appro-

priate in real-world settings for different older men
and women.

3. define pre- and postsurgical care to improve sur-
gical outcome in frail elderly.

Late afternoon administration of a diuretic may re-
duce nocturia in persons with lower extremity venous
insufficiency or congestive heart failure unresponsive
to other interventions. (Level 2)

If OAB, DO, and/or urgency Ul is felt to be a major
contributor to nocturia, antimuscarinic agents should
be considered. (Level 3)

If nocturia is due to insomnia alone, then a very-short
acting sedative hypnotic may be considered. (Level
3)

DDAVP should not be used in frail elderly because of
the risk of hyponatraemia. (Level 1)
Recommendations for management

Nocturia investigations should be carried out utilising
both frequency-volume charts and validated ques-
tionnaires capturing QoL and bother related specific
to nocturia (e.g. NQoL). (GoR C)



Summary of evidence for prevalence and risk fac-
tors for Fl in frail older people

Summarised below are key points that are specific to
the frail elderly population. The level of evidence is
given in brackets.
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F| affects 1 in 5 older people (aged 65+) living in
the community and in residential care facilities,
and half of those residing in long-term care
homes [LoE1]

The prevalence of Fl increases with age alone,
particularly in the 8" decade and beyond [LoE1]

The prevalence of Fl is higher in the acute hos-
pital, and nursing home setting than in the com-
munity [LoE 1], thus the group most affected is
frail older people.

The prevalence of Fl in frail oider men is equal to
or greater than in women in the community and
in long-term care residents [LoE 2],
The prevalence of Fl varies dramatically be-
tween institutions in nursing home studies due to
measurement differences [LoE 2].

Fl usually coexists with urinary incontinence in
frad older paople [LoE 1)

Aside from age, the following are primary risk
factors for Fl in older people [LoE 2]:

Stool consistency — Loose stool
Bowed-related disorders, such as prior rectal sur-

gery

Impaired mobility
Functional impairment
Dementia

Neurological disease
Diabetes mellitus

Chronic medical conditions
Depression

Loose stool or diarrhoea may be a cause of tran-
siont Fl in oider people, if the diarrhoea is evaly-
ated and treated [LoE 2]

Faecal and constipation are clinically
inked to Fl, but there is little epidemiciogical
work assessing this assocation [LoE 3)

Physicans and nurses in peimary care, acute
hospital, and long-term health care settings do
&m;arﬂmmdﬂlnmm

Within nursing homes, there is a low rate of re-
ferral by nursing staff of residents to primary care
physicians or continence nurse specialists for
further assessment of Fl [LoE 2], and there is a
tendency toward passive management (e.g. use
of pads only without further evaluation) [LoE 2).
Faecal loading is often present in older care
home residents with Fl [LoE 2]

Older people may be refuctant to volunteer the
symptoms of Fl to their health care provider for
social or cultural reasons, or due 10 a popular
mispercaption that the condition is part of the ag-
ing process and therefore ‘nothing can be done
about it’ [LoE 2]

Fl Is associated with reduced quality of life, and
poor health perception [LoE 2]

Recommendations - identifying faecal inconti-
nence in frail older people

Bowel continence status should be established by di-
rect questioning and/or direct observation in:

all nursing/long-term care and residential home
residents

older adutts with impaired mobiity

clder adults with impaired cognition
clder aduts with neurological dsease

cldar aduts with chronic dsease, especialy da-
bates

oldar aduts with constipation

Primary care staff, hospilal ward stafl, home
health stall, and long-term care stafl should rou-
tingly enquire about F1 in frail clder patients

Enquiry about Fi should be systematic and in-
clude stool consistency, severity of Fl and impact
on activities of daiy living and quality of e

Health care praviders shoulkd be sensitive to cul-
tural and sockal barmiers discouraging patients
from talking about the condition

Frail older patients with restricted abiity 10 ac-
Coss primary care such as nursing home resk
dents, and those with moblity, chronic iliness, or
cognitive impairment, shouk! be screened for FI
through systemalic case-finding methods

Systematic cutreach which make it
easier for frail oider people and those who care
for them 1o volunteer the problem 10 their primary

care pravider should be implemented

There are significant geographic variations In
provision of speciafist expertise in bowel care
(both medical and nursing) nationally and glob-
ally, which may affect case-Snding in older peo-
ple

Further examination of underlying reasons for
the varations in prevalence of F1 between rurs-
ing homes (standards of care, patient case-mix,
reporting) s needed

Urinary and Fl often coexist, continence care
workers (e.9. nurse specialisis) should be trained
in identification and management of fecal as wel
a8 urinary inconinence in older people

Key requirements 10 improving detection in the
practice setting should be implemented:
education of health care workers 1o embed both
a sense of value In identifying F, plus confidence
that the condition can be treated

protocols should be in place clarfying alf detals
of scroening enguiry (who will ask, how %o ask,
when 1o ask, and who 1o ask)

pationts and caregivers should have access 10
educational materials at the point of enquiry



Summary of evidence treatment of Fl in frall oider
peopie

Currentt evidancs shows that stimulant ixxatives,
osmoly eatives (PEG and laciuloss), supposi-
forles and enemas can be efective in Yroating
foocal impaction in older people ot nsk of over-
fow [Lol2) . Mncluded in 5™ ICI chapter

Complets rectal Cearance is reguned 1o reducs
overfiow Fl [LoE2) but mary bo hard lo achieve in
frall cider patients [LoE 2}

Sruchred muls-comporant  approaches 1o
bowel care cid not reduce the freguency of Fl in
the nursing home satting. But did improve bowed
frequency and number of bowel moversents in
the toilet (Lol 2)

Oider peopie with FI may beneft from bicfoed-
back and sphincier strengthening exercises ¥
thery are able ' comply [LoE 3)

Loperamide can reduce frequency of Fl, particu-
Larty when associated with loose siool (once in-
foction and other causes have beon exciuded)
Dt should be used with caution [LoE 2)

Adcitional fitre supplemontation to loporamide
mary not improve Fl outcomes [LoE 2]

Multi-component  structured  nurse-led  assoss-
ment and intervention can improve bowel symp-
foms and ater bowelrelatod habits In ocider
stroke patients [LoE 2).

More data 8% Needed on the use of Sacral Neu-
romoduiation in specific higher risk older age
populations,

Recommendations: treatment of Fl in frall older
peopie

Al following recommendations are Grade C

Patients iKentifind 88 having constipation with
overfiow should have effective bowel clesrance
(using & combination of kuaives and onomas),
and thon mantenance therapy with stimolant or
osmotic laxatives Included from 5% ICT chapter

Supposiones are usaful in treating rectal outiet
dolay and proventing recurrent rectal impaction
with regular use

Loperamico i & useful treatment in FL in 2 ab-
Ance of constipasion, ut should be used with
CAtion in Okder ity

Causes of loocse stool must be identfied and
treated.

tured assessment

mant of Swir bowel protiam,

Patent and oducation (using verbal

and writien ) should be undertakon o
and other coping mecha-

nisms, and wheroe

Geoater omphasis needs %0 Do placed on Sys-
tematic and effective management of F| in cider
peopie backed up by sound communicasions be-
twoon al haath cam providers, espacially in ™
NUISING homa &nd acute hoapial setting
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