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INTRODUCTION 
 

Catheterisation is a common procedure, as well as risk of infection it carries many other risks 

including trauma, encrustation, urethral perforation, bladder calculi, neoplastic changes, and 

a risk of autonomic dysreflexia for those with spinal injuries.   

The catheterisation procedure must only be performed after alternative methods of urinary 
management have been considered. The patient's clinical need for catheterisation must be 
reviewed regularly and the urinary catheter removed as soon as possible.  Patients and 
carers must be given the appropriate level of information, written and verbal, to allow them to 
continue to care for a urinary catheter safely, thus reducing risk of infection (NICE 2012). 
 
About 50% of patients catheterised for longer than 7-10 days contract bacteriuria, frequently 

asymptomatic, but 20 to 30% of patients with catheter-associated bacteriuria will develop 

symptoms of catheter-associated urinary tract infection (CAUTI). Once a CAUTI has 

developed, there is a 1 to 4% risk of developing bacteraemia with an associated mortality 

rate of 13 to 30%.  

CAUTI is a concern and effects both in hospital and in long-term care, such as patient own 
homes, care homes, where patients/ residents are catheterised for prolonged periods and 
are at risk of acquiring recurrent UTI and the subsequent long-term complications associated 
with the infection. The risk of infection with routine catheterisation is 1-2% per procedure. 
The risk with an indwelling catheter is 5% risk per day accumulating (Tambyah et al, 2002). 

PURPOSE 
 
This policy sets out research evidence based standards and procedures relating to urinary 

catheterisation and management in male and female adults (NICE (2012), HII (2005, 2007). 

This will ensure all registered and non-registered staff, including patients and carers, 

consistently deliver the highest standards of care and practice.  All patients who are 

catheterised must have the best quality of care to minimise infection risk and other side 

effects, maximising their quality of life. This will be ensured by training all appropriate staff: 

 On the principles and safe practice of urinary catheterisation 

 On the care and management of patients with a urinary catheter 

 On the infection prevention and control practice to minimise the risk of CAUTI 

SCOPE 
 

This document covers urethral indwelling and suprapubic indwelling urinary catheters in 

male and female adults. This policy applies to all Tameside and Glossop Integrated Care 

NHS Foundation Trust (TGICFT) staff with a responsibility for urinary catheterisation and 

care of urinary catheters in adults over the age of 18 years. The principles within this policy 

apply where patients are nursed or cared for; including acute hospital settings, 

patients’/clients own homes, community hospital environments, intermediate-care and day-

care facilities. This policy excludes children urinary catheter needs.  
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DEFINITIONS 
 

Antimuscerinic:  a substance that blocks the neurotransmitter acetylcholine in the central 

and peripheral nervous system.  

Asymptomatic bacteriuria: is diagnosed if two cultures of the same bacterial strain, taken ≥ 
24h apart, show bacteriuria of ≥ 105 CFU/ml uropathogens. Asymptomatic bacteriuria should 
not be treated with antibiotics. 
 
Bacteraemia: The presence of bacteria in the blood. The blood is normally a sterile 

environment, so the detection of bacteria in the blood is always abnormal.  

Bacteriuria: The presence of bacteria in the urine not due to contamination from urine 

sample collection.  

Bladder stones or calculi: are hard masses of minerals in the bladder. Bladder 

stones develop when the minerals in concentrated urine crystallize. This often happens 

when the bladder is not completely emptied. Signs and symptoms can vary from severe 

abdominal pain to blood in the urine. 

Catheter:  A thin hollow flexible tube that can be inserted into the bladder either through the 

urethra or suprapubic (into the bladder through the anterior abdominal wall). The catheter is 

kept in place by a small balloon filled with sterile water.  

Catheter Maintenance Solutions (CMS):  Used to dissolve mineral deposits known as 

‘encrustation’ was originally known as ‘bladder washouts’ this term is no longer used as it 

does not describe the product and its use correctly.  

Closed System: Is an aseptic system in which the path from the tip of the catheter in the 
bladder and the urine drainage bag / catheter valve remains closed, and is not disconnected. 
This is to eliminate inoculation of the urinary tract with bacteria via the catheter drainage 
tubing and from the collection bag. When long term catheters are in situ the drainage 
bag/catheter valve will need to be changed weekly which necessitates breaking the closed 
system. If a variety of catheter drainage systems are used e.g. catheter calves, leg bags and 
night bags then a link system should be maintained to prevent breaking the closed system 
more frequently than once a week.  
 
Encrustation: Deposits of mineral salts on the internal and external surface of the catheter 

leading to occlusion of the lumen.  

Haematuria: The presence of red blood cells in the urine. 

Link System: When patients have either a catheter valve or leg bag attached to their 
catheter then they usually need to connect to a larger 2 litre capacity bag at night. The night 
bag should be inserted into the catheter valve or the drainage tap on the leg bag and then 
the valve or tap placed in the open position to allow drainage of urine into the night bag. This 
maintains the closed system. DO NOT REMOVE THE CATHETER VALVE OR LEG BAG 
ON A DAILY BASIS TO ATTACH A NIGHT BAG. When the night bag is removed, it should 
be drained and discarded and the valve or bag tap closed. Use a clean bag each night. 
 
Priapism A persistent and usually painful erection of the penis 
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Urinary Catheter Valves: are a small drainable ‘tap’ which if fitted directly onto the end of 

the urinary catheter removes the need for a catheter bag. 

Urinary incontinence: The involuntary excretion of urine.  

Urethral strictures: A narrowing of the urethra caused by injury or disease 

Symptomatic bacteriuria: Symptomatic UTI is defined as a significant number of 
microorganisms in the urine that occurs together with symptoms such as dysuria, urgency, 
frequency, flank pain, costovertebral angle tenderness, suprapubic pain and fever 
  
Suprapubic Catheterisation (SPC): is the insertion of a catheter into the bladder via the 
anterior abdominal wall, usually under general anaesthetic. 
 
Urethral Indwelling Catheterisation or Urinary Catheterisation: is defined as passage of 
a catheter into the urinary bladder via the urethra. Transurethral indwelling catheterisation is 
also called urethral catheterisation. In this document we only use the term urethral 
catheterisation. 

DUTIES 
 
The Chief Executive has ultimate responsibility for the implementation and monitoring of the 

policies across the integrated care organisation 

Directors/Lead Clinicians/Senior Managers 
  
All Directors, Lead Clinicians and Senior Managers have a delegated responsibility for 
ensuring that this policy is known to all staff and that its requirements are followed by all staff 
within their Directorate/Division/Department.  
 
Department Heads/Service Managers/Clinical Leads  
 
Department Heads /Service Managers/Clinical Leads are responsible for ensuring that all 

staff are trained and competent, that appropriate facilities are provided to enable effective 

hand hygiene and that all staff within their authority understand and fulfil their responsibilities 

in relation to hand hygiene and the prevention of infection. 

Trust Infection Prevention Committee  

The Infection Prevention Committee will hold responsibility for the consultation and approval 

process required for this policy to ensure it is appropriate, workable and follows the 

principles of best practice. 

Infection Prevention Team (IPCT)  

Has the responsibility for supporting staff in carrying out infection prevention procedures 

through:-  

 Training and education including aseptic non-touch technique (ANTT) 

 Supporting policy and guideline development  

 Advising on the management of patients with infections  

 Supporting surveillance programmes and developing action plans  
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 Supporting a programme of audit in practice. 
 
Urology Specialist Nurses  

 Provision of advisory support to nursing, midwifery and allied health professionals in all 

aspects of urinary catheterisation and management 

 Ensure that relevant policies are evidence based and reviewed on a three yearly basis or 

earlier in the event of changes to local or national guidance  

 Provide evidence based education and training sessions  

 

Continence Specialist Nurse 

The continence specialist nurses will be responsible for offering training to all relevant staff 

with regards to the standards outlined in the Continence Standard Operating Procedure. 

This document should be read and followed using the guidance in the SOPs below:  

 Assessment of continence needs  

 Bladder Scanning  

 Pelvic floor muscle examination  

 Digital rectal examination  

 Manual evacuation of faeces  

 Trial without Catheter (Continence Service only)  
 
Clinical Skills Educators  

Are responsible for; 

 Developing catheterisation clinical skills training, including maintenance of the workbook 

and competencies to ensure they are relevant and evidenced based, in partnership with 

specialist nurses and clinical trainers 

 Collection of data on staff who have achieved competence 

 Liaising with the ED&T Department to ensure the smooth running of the course 

 

Clinical Leads/ Matrons/Ward or Department Managers/Team Leaders  

They must ensure all staff are aware of, adhere to this policy and related policies, and are 

responsible in facilitating:  

 That all appropriate new staff attend the Male and Female Catheterisation Workshop. 

 Encouraging all clinical staff to attend the Male and Female Catheterisation Workshop 

every 5 years for updates. 

 

All Staff  

Ensure that the guidance contained herein is adhered to and followed and ensure; 

 Compliance with their professional code of conduct.  

 To attend an initial urinary catheterisation study session and update their skills every 5 

years or sooner if required (RCN 2012).  
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 Reporting any accidents, incidents and near misses in relation to this processes and 

procedures contained herein via the Incident Reporting System. 

 Newly Qualified staff complete the Catheterisation Study Session as part of their 

induction week. 

POLICY STATEMENT 
This policy applies to all staff employed by the trust, who within their role are expected to 

catheterise and or care for adult male and female patients with a urinary or supra pubic 

catheter, whether in the hospital, patient’s homes, or in a community in-patient bed.  

THE POLICY 

1.1 Consent  

As with all procedures, where possible the patient’s informed consent should be obtained 

and documented following a discussion of the risks and benefits of urinary catheterisation 

(Prinjha and Chapple, 2013; RCN, 2012). This consent should be recorded in the patient’s 

clinical health record. 

There is a presumption of capacity but if the patient lacks capacity to make a decision for 

themselves on a particular matter and at a particular time, because of impairment of, or 

disturbance in the functioning of the mind or brain, the Mental Capacity Act 2005 applies 

(although treatment for mental disorder under the Mental Health Act 1983 is excluded).  

1.2 Training and Competence 

 All practitioners undertaking urinary catheterisation must be able to demonstrate 
competence and theoretical understanding of ANTT. 

 All practitioners undertaking urethral catheterisation must be up to date in anaphylaxis 
training.  

 All practitioners undertaking this procedure must have attended a recognised training 
course. This will normally be accessed through the Trust Education Training and 
Development Department (ET&D) although evidence of similar training elsewhere will be 
accepted. Healthcare professionals must maintain their competence through updating in 
this procedure every five years (RCN, 2012) and be aware of current guidelines and 
NICE recommendations through personal study.  

 Competent assessors are defined as practitioners (registered healthcare professionals 
working within the Trust) who have undergone training, workplace assessment and who 
practise the technique as an integral part of their clinical role. Staff new to the Trust who 
have been trained must produce evidence of their training and assessment and be 
assessed once in the clinical area.  

 All staff must practise the skills regularly to maintain their competencies and ensure that 
they remain up to date with current practice.  

 Staff who have attended training and been deemed competent but have not catheterised 
a patient in the previous 12 months must be supervised by a competent registered 
practitioner. 

 Student Nurses in their second year will receive training on catheterisation at the 
University. Once this session has been completed students under the guidance of their 
mentor (who has received training and achieved competency) can undertake urethral 
catheterisation as long as this is a requirement in their placement clinical area.  
However, this training does not deem Student Nurses competent and once qualified will 
have to undertake a recognised training course within the Trust. 
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1.3 Documentation  
The Trust provide documentation for all aspects of catheter risk assessment, insertion and 
care which must be commenced and reviewed on a regular basis as follows;  

 Urinary Catheter Risk Assessment (found in the Green Admission Booklet)  

 Catheter Care Plan (Acute) 
http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Catheter%20Care.v4.p
df  

 Urinary Catheter Risk Assessment (Community) 

 Catheter Care Plan (Community) 

 Supra Pubic Catheter Care (Acute and Community) 
http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Supra%20Pubic%20C
atheter.v3.pdf  

Catheterisation Guidelines  

2.1 Risk Assessment 
A thorough risk assessment should be completed prior to any decision to site a urethral 

catheter, which should include the following: 

2.2 Assessing Need for Urethral Urinary Catheterisation 
Urinary catheterisation involves the insertion of a tube into the bladder using aseptic 
technique (Dougherty and Lister, 2015) All staff must consider alternative measures to avoid 
urinary catheterisation where possible and understand the high level of risk associated with 
short and long-term catheterisation. Urethral catheterisation should be avoided unless 
indicated as follows; 
 

 Protection/Drainage – e.g. Bladder obstruction; prostatic hyperplasia; chronic retention; 
hypotonic bladder; pre & post-operative surgery; & epidural; sacral/perineal wounds 
(stage 3 or 4); detrusor underactivity  

 Acute reasons – acute urinary retention; urine output monitoring in critical illness  

 Investigations – e.g. urodynamic; measurement of residual volumes (less invasively 
achieved by a portable bladder scanner, this is the preferred option. If a scanner is 
unavailable, single use intermittent catheter should be used). X-ray investigations.  

 Instillation – To irrigate the bladder of blood clots and heavy visible haematuria; instil 
medication, e.g. chemotherapy etc. (To be used in Acute areas only 
http://tghwebapp/documents/GUIDELINEFORBLADDERIRRIGATION.pdf  

 Management of urinary incontinence – ONLY when all other methods have been tried, or 
patient choice, after consultation about risks and benefits. (NICE 2010, 2012, 2013, 
EAUN 2012, Loveday et al, epic 3,2014) 

 End of life comfort; after discussion with the patient and or relative  
 

Urethral catheterisation must not be carried out if any of the following apply:  

 Within 48 hours of prostate surgery (Refer back to Urology Dept. where the surgery was 
performed)  

 Post radical Prostatectomy, before urology review (Refer back to Urology Dept. where 
the surgery was performed)  

 Post urethral reconstruction – refer back to Urology Department where surgery was 
performed  

 Priapism (a persistent and usually painful erection of the penis that requires urgent 
decompression, Refer to A&E)  
 

Proceed with Urethral Catheterisation using extreme caution if there is:  

http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Catheter%20Care.v4.pdf
http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Catheter%20Care.v4.pdf
http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Supra%20Pubic%20Catheter.v3.pdf
http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Supra%20Pubic%20Catheter.v3.pdf
http://tghwebapp/documents/GUIDELINEFORBLADDERIRRIGATION.pdf
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 History of urethral stricture.  

 History of bacteraemia associated with catheterisation unless patient has adequate 
antibiotic cover.   

 Symptomatic urinary tract infection unless patient has adequate antibiotic cover.  
 

NB: A diagnosis of prostate cancer is not a contra-indication to urethral 
catheterisation. 
 

2.3 Lubrication during Catheter Insertion  

Sterile single use lubricant e.g. Instilagel, Optilube or Hydro-caine gel must be instilled 

directly into the urethra of both male and female patients. Use of the gel helps to avoid 

trauma and stricture formation; some gels have an anaesthetic (lidocaine) to reduce 

discomfort and antibacterial properties (chlorhexidine) to reduce infection risk (NICE 2012, 

EPIC 2007, Chung 2007, Roberts 2014). If the patient has an allergy to lidocaine or 

chlorhexidine, Optilube gel can be obtained without these additives.  

 Use 11 mls for male catheterisation  

 Use 6 mls for female catheterisation  

 None necessary for supra-pubic catheterisation 

 The gel must be left in place for 3-5 minutes’ for the anaesthetic to take effect 

 

2.4 Choice of Catheter 

When selecting a catheter it is important to consider; 

 Duration of use 

 Material type 

 Diameter (charriere (Ch)) 

 Length 

 Balloon size 

2.5 Catheter Material and Duration of Use 
The material determines the length of time a catheter can remain in situ. Product liability 

stated by the manufacturer must be adhered to. If the patient has a latex allergy, a non-latex 

catheter must be used. It is suggested that patients with spina-bifida should be treated as if 

they had a latex allergy (HSE 2010) due to possible over exposure over the years.  

Catheters are generally categorised as very short-term (maximum 7 days), short-term 

(maximum 28 days) and long-term (maximum 12 weeks) 

Advice regarding choice of catheter brand can be found in the Trust Formulary. 

Table 1 Duration of Catheter 

Material 
 

Time In 
situ 

Comments 
 

Plastic /PVC Max 7 days Rigid, uncomfortable 

PTFE 
(polytetrafluoroethylene) 

Max 28 
days 
 

Coated latex so potential latex allergy 
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Silastic (Silicone elastomer 
coated latex) 
 

Max 84 
days (12 
weeks) 

May help prevent infection NB Potential latex 
allergy. 
 

Hydrogel coated latex Max 84 
days 

NB Potential latex allergy. Most commonly 
used – most comfortable for long term 
drainage. 

Silicone Max 84 
days 

Slightly more rigid than latex, wider drainage 
lumen. May cause less irritation around 
suprapubic site, but can be more difficult to 
remove. Latex free. 

 

2.6 Catheter Diameter (Ch.) 
 
Best practice guidance advises that the smallest size urethral catheter must be used to 
promote effective drainage. For routine urethral catheterisation, it is recommended that a 12, 
14, or 16 Ch catheter is used. Generally, the following is used as a guide, unless given 
specific instructions by the Urology Department: 
 

 Female 12Ch – 14Ch 

 Male 12 -16Ch 

 Supra pubic 16Ch 
Or 

 12-14 Ch. if urine clear 

 14 - 16 Ch. if urine contains debris or particles 

 18 Ch. or above if haematuria or clots are present.  When considering an 18Ch catheter 
this must be discussed with the Specialist responsible for the patients care. 

 

2.7 Length of Catheter  

 
Consider patient’s lifestyle, gender and mobility when choosing the length of catheter 
 
NB:  Standard length catheters can be used in women but NEVER ATTEMPT TO 
CATHETERISE A MALE URETHRA USING A FEMALE CATHETER. 
 

 Catheter length male (standard length) = 41- 43cm 

 Catheter length female = 21-26cm 

 Catheter length supra pubic = female length, however for large abdomens male 
catheters may be necessary or if patient preference. 
In obese women or women using wheelchairs, the female length catheter may cause 
discomfort. A standard (male) length urethral catheter may be used or consider referral 
for a Supra-pubic catheter (limited option in very obese patients).  

 

2.8 Three-way catheter 
 
Three-way catheters are available with a third channel to facilitate continuous bladder 
irrigation. This catheter is primarily used following urological surgery or in case of bleeding 
from the bladder or prostate and the bladder may need continuous or intermittent irrigation to 
clear blood clots or debris. 
http://tghwebapp/documents/GUIDELINEFORBLADDERIRRIGATION.pdf   
 

http://tghwebapp/documents/GUIDELINEFORBLADDERIRRIGATION.pdf


 

Tameside and Glossop Integrated Care NHS Foundation Trust  13 | P a g e  
 

2.9 Catheter Balloon 
 
The catheter balloon should be filled with sterile water as per manufacturers’ instructions. 
They should never be over or under filled as this can lead to a misshaping of the balloon, 
which can lead to drainage problems. There is generally a prefilled syringe in most catheter 
packs. 
 
For adults a catheter with a 10ml balloon is usually used although some catheters are 
licensed for 5-10 mls if smaller balloon volumes are required, check the manufactures 
instructions on the catheter packaging. 30ml balloons must not be used for long-term 
catheters. 
 

2.10 Tip Design  
 
The standard tip of the catheter is round with two drainage eyes called a ‘Nelaton catheter’; 
a straight-tipped catheter should be used for routine urinary catheterisation.  Other curved tip 
catheters are available, Tiemen or Coude, for use if there is a problem in inserting a urinary 
catheter due to enlarged prostate.  
 
Open tip catheters are available and may be useful in patients who have problems with 
persistent blockage of the catheter. Contact the Urology Specialist Nurse or continence team 
for advice on prescribing alternative catheters. 
 

2.11 Drainage Selection  
 
There is a huge selection of urinary catheter drainage appliances available; therefore the 
choice of system should be available and chosen from the Trust Formulary unless there is a 
justified clinical reason for prescribing off formulary. 
 
Some factors to consider when selecting a drainage system are the patient’s mobility, 
dexterity, cognitive function, daily life etc. 
 

2.12 Urinary Catheter Drainage Systems 

 
A closed drainage system must be maintained at all times and only broken when the 
drainage system requires changing. A link system should be used for patients who use leg 
bags or catheter valves during the day and a larger 2 litre bag at night to avoid interruption of 
the closed system.  An aseptic closed drainage system minimises the risk of CAUTI. When 
the collecting system is replaced clean non touch technique and sterile equipment is 
essential.  
 

2.13 Drainage Bags 
 
Drainage bags can have a variety of special features they can be worn on the body or free 
standing and the following should be considered when a drainage bag is selected to ensure 
the best collection system is provided, along with comfort and manageability: 
 

 Patient choice 

 Bag capacity (a wide range are available) 

 Fabric or non-fabric backed 

 Tubing length (a wide range are available) 
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 Tap design 

 Placement (leg/around the waist i.e. sporran) 

 Manual dexterity (ability to manage tap) 

 Mobility (ambulatory/non-ambulatory) 

 Fixation aids should be used to support the leg bags, prevent dragging, urethral trauma 
and potential bladder neck damage. In non-ambulatory patients with a bed bag the bag 
should be supported by a bed bag stand. 

 
Leg Bags 
 
Ambulant patients or wheelchair users should have a leg bag or a sporran. The leg bag 
should be positioned below the level of the bladder to maintain urine flow. Sporrans are 
specifically designed to allow positioning above the level of the bladder. Selecting the tube 
length will depend on where the patient prefers to position the leg bag e.g. below or above 
the level of the knee. 
  
Patients who are mainly nursed in bed may use a drainable bed bag (2 litre capacity) 
attached directly to the catheter. This should be supported by a stand or hanger ensuring the 
tap is NOT touching the floor to prevent entry of bacteria into the bag.  
 
Urometer 
 
An urometer is specially designed for measurement of hourly urine output and must not be 
used as standard. These must be used for critically ill patients only and/or where a close 
measurement of urine output is needed. The urometer has a clear and transparent 
measured volume chamber which provides accurate measurement. These must be emptied 
hourly and the volume documented accurately on the fluid balance chart.  
 
Urinary Catheter Valves 
 
Urinary catheter valves may be considered as an alternative to catheter bags for patients 
who have long term catheters. Urinary catheter valves usually require changing every 5-7 
days (follow manufacturer’s specific guidance). However, they are not suitable for every 
patient. Assessment of the patient must be conducted to determine that the patient has:- 
 

 Sufficient cognitive ability and manual dexterity to empty the valve regularly 

 Sufficient bladder sensation to alert the patient to a bladder which required emptying. 

 Significant bladder over-activity might also render a valve unsuitable, owing to discomfort 
or by-passing. 

 Written information about the device and infection prevention including hand hygiene. 
 

Fixation and Support 
 
The urinary catheter must be held in place with a urinary catheter fixation device specially 
designed for the purpose (see Trust prescribing formulary). This is to avoid trauma to the 
urethra by traction and promote patient comfort. 
 
For the patient with impaired circulation, or who finds the non-adhesive strapping 
uncomfortable) adhesive devices e.g. Clinifix: manufacturer (Clinimed Ltd) are available as 
an alternative. 
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In addition the urinary catheter bag should then be supported with the straps provided with 
the urinary catheter bag, or with a specially designed urinary catheter leg bag sleeve holder. 
Urinary catheter bag straps and holders are designed to support the weight of the urine in 
the urinary catheter bag, and not to provide secure fixation for the urinary catheter itself. 
 
Urethral Catheter - Female and Male Insertion Procedure 

The insertion procedure for male and female catheterisation is located in Appendix 1 
(female) and 2 (male). Use ANTT at all times throughout when inserting an indwelling 
catheter and during care and maintenance of the site and catheter, see appendix 3 for ANTT 
procedure. 
 
Care and Maintenance of the Site and the Catheter  
 
Trust care and maintenance procedures of the site and catheter can be found following this 

link 

http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Catheter%20Care.v4.pdf    

Catheter Sampling  

Routine collection of urine specimens for culture is not useful and is unnecessary unless the 

patient is SYMPTOMATIC of a urinary tract infection.  

Most bags have a needle-free sampling port to avoid sharps injury and to enable a fresh 

sample of urine to be obtained, never disconnect the catheter from the drainage bag as this 

disrupts the closed system allowing bacteria to enter. Do not take the urine sample from the 

catheter bag. Follow the manufactures guidelines in obtaining a CSU, an example for Foley 

catheters is available on line following this link 

http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Catheter%20Care.v4.pdf  

Changing Catheters 
 
Catheter changes should be kept to a minimum to prevent CAUTI and other risks e.g. 
trauma to the urinary tract. However, the frequency of changes may vary from patient to 
patient e.g. where encrustation is a problem; it is usually possible to estimate the lifespan of 
a catheter by observing and recording the length of time that the catheter remains patent 
before becoming blocked. This simple technique allows planned re-catheterisation to take 
place before blockage develops.  
 
Registered nurses/doctors are professionally accountable for using products according to 
manufacturers' instructions. It is important that catheters are not left in situ for longer than 
the recommended time. (See table1 page 12) 
Accurate records of each catheter change must be maintained including reason for change, 
products used, any difficulties or problems encountered. 
 
The health care professionals must understand the rationale for an indwelling catheter and 
the patient, regular review is essential. Catheters must be removed at the earliest 
opportunity especially when there is no longer a clinical need.  
 
 
 
 

http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Catheter%20Care.v4.pdf
http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Catheter%20Care.v4.pdf
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Removal of Urethral Catheters  
 
The need for a catheter must be reviewed regularly. After removal of the catheter, give 
verbal and written advice on life style (e.g. drinking, etc.) and ensure the patient understands 
when to inform the nurse of problems, especially in a community setting. 
 
Trial without Catheter (TWOC)  
 
All patients with a urinary catheter should be reviewed regularly (NICE, 2003) and a planned 
trial without catheter (TWOC) should take place when an assessment indicates that it can be 
removed. Patients that are appropriate for a trail without catheter (TWOC) must be managed 
in line with the appropriate protocols: 
 
Hospital 
Protocol of Care for Adult Patients with Acute Urinary Retention Requiring Urethral 
Catheterisation in the Emergency Department at Tameside Hospital 
http://tis/documents/TrialWithoutCatheterProtocolGuidance.pdf 
 
Community 
The Trust continence service accept referral for a TWOC from both district nursing teams 

and the urology service which are usually followed up within 4 weeks. Contact details can be 

found on the Trust TIS page. 

Complications of Urinary Catheterisation 
 

The following complications can occur due to urethral catheterisation; 

 Urethral trauma resulting in infection and possible septicaemia/renal failure/death  

 Traumatic removal of catheter with balloon inflated  

 Urinary Tract infection and possible Septicaemia/ Renal Failure/Death  

 By passing of urine around catheter   

 Urethral Stricture formation  

 Encrustation and bladder stones/calculi  

 Urethral perforation  

 Pain / bleeding  

 Bladder Spasm, which can cause bladder discomfort and bypassing of urine around the 
catheter. This may be treated with Antimuscerinic  

 Reduced bladder capacity if on free drainage  

 Catheter blockage  

 Allergic reaction e.g. latex, chlorhexidine  

 Altered Body Image  

 Difficulties with sexual relations  

 Meatal Splitting (Males only) 

 Autonomic Dysreflexia (see appendix 4) 
 

3.1 Problem Catheter Removal 
 

Pain is frequently encountered during removal of both urethral and suprapubic catheters and 
is often a consequence of ridge formation on the catheter balloon. This can be minimised by 
allowing passive deflation of the balloon rather than applying active suction to the deflating 
channel. Inability to deflate the balloon may be as a consequence of calcific encrustation or 
a faulty deflation mechanism.  

http://tis/documents/TrialWithoutCatheterProtocolGuidance.pdf
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If encrustation of the balloon leads to recurrent problematic catheter changes, then it is 
advisable to use Farco-fill in place of sterile water to inflate the balloon. Contact the Urology 
Specialist Nurse for more advice. See Appendix 5 for further details and prescribing 
information.   

 
DO NOT cut the catheter below the bifurcation. Leaving a syringe attached to the valve may 
help to release the water over time but an ultrasound guided trans-abdominal/trans-perineal 
balloon puncture may be required. If this is considered this must be discussed with the 
medical team/Urologist team. Formation of a catheter knot in the bladder is a rare cause of 
catheter-retention, and usually requires endoscopic removal. 
 

3.2 Catheter Maintenance Solutions in Long-term Catheters 
 
If long-term catheters become blocked it is important to diagnose the exact reason for the 
blockage in order to decide the correct course of treatment. Routine bladder washouts are 
not beneficial; continuous or manual bladder irrigation may be recommended in special 
circumstances within an acute hospital setting only e.g. management of blood clots or heavy 
haematuria. http://tghwebapp/documents/GUIDELINEFORBLADDERIRRIGATION.pdf  
 
Catheter maintenance solutions are not recommended to prevent catheter associated 
infection (Loveday et al, Epic 3, 2014) but may be useful for certain patients to help prevent 
encrustation and therefore blockage. The higher the alkalinity of the urine, the greater the 
possibility of developing encrustation, research has shown the critical PH is 6.8 (Kennedy et 
al 1992) at which point some crystals will begin to develop around and within the catheter. 
  
A regular regime using catheter maintenance solutions may be considered to maintain 
patency and prevent catheter encrustation. Recent studies have shown that an instillation of 
50mL is as effective as 100mL at reducing encrustations. In a concurrent experiment it was 
shown that two sequential instillations of 50ml solution were more effective than a single 
instillation with either 50 or 100mL Suby G (Getliffe 2000).  
 
A range of prepacked, sterile solutions is available. 
 
• Saline 0.9% e.g. Uro-Tainer NaCl 0.9% is used for the removal of small blood clots and 
debris following surgery. It is not effective against encrustation (Getliffe 2000) 
 
• Citric Acid 3.23% e.g. Uro-tainer SubyG Twin works by dissolving the crystals formed by 
urease producing bacteria.  
 
• Citric Acid 6% e.g. Uro-Tainer Solution R Twin is effective at dissolving severe 
encrustation due to its acidic nature. It can also be used prior to catheter removal if it is 
thought that external encrustation on the catheter tip and balloon is present potentially 
causing pain and tissue trauma when the catheter is withdrawn 
(ACA 2003) 
 
It is sensible to start with an instillation once or twice a week and to adapt the regime on the 
basis of its effectiveness for the patient. It may be more effective to administer two 
sequential solutions once a week than one solution twice (Getliffe 2000). This has the added 
benefit of reducing the number of times the closed system is opened. The maximum dosage 
is twice daily. If irritation is experienced, treatment should be halted. 
 
Bladder instillations are contra-indicated in spinal injury patients who have an injury T6 or 
above due to the risk of Autonomic Dysreflexia (AD). This is essentially over activity of the 

http://tghwebapp/documents/GUIDELINEFORBLADDERIRRIGATION.pdf
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autonomic nervous system caused by irritation below the level of the injury. Caution should 
also be taken in patients with spinal injury T7 and T8. Any community patient at risk of AD 
are known to the District Nurse Teams who are responsible for their catheter care. (For 
guidelines see appendix 4) 
 
AD is potentially life threatening and can be caused by bladder wall irritation, distension of 
the bladder due to blocked catheter and UTI’s. Signs and symptoms include rising blood 
pressure, pounding headache, flushed face, sweating above the level of the injury, goose 
flesh below the level of the injury, nasal stuffiness, nausea and bradycardia. 

Suprapubic Urinary Catheter Management 
 
A suprapubic catheter is an indwelling catheter placed directly into the bladder via the 
anterior abdominal wall under aseptic conditions. They may be used for short term use 
following urological, gynaecological or other types of surgery but are mainly for long term 
use as an alternative to urethral drainage. They are especially useful in: 

 Sexually active adults 

 Those for whom a urethral catheter has proved problematic or intolerable 

 Patients for whom urethral route is not possible e.g. dense urethral strictures 

 Patients requiring long term catheterisation e.g. MS, Spinal injuries etc. 
 

The initial insertion requires a general anaesthetic; therefore, the patient would need to be fit 
for surgery. 
 
The main principles of care and management of the suprapubic urinary catheter are similar 
to those for urethral urinary catheters and can be found following the link 
http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Supra%20Pubic%20Cathe
ter.v3.pdf Prevention of Infection is the primary aim with adherence to aseptic non touch 
technique (ANTT).  
 

 The suprapubic urinary catheter, as it emerges, must be supported at right angles to the 
abdomen with a urinary catheter fixation device. Clothing must therefore not be too tight. 

 Dressings are not usually required unless there is a discharge.  

 If dressings are clinically required; they must be sterile and applied using an aseptic non-
touch technique. In most cases, a dressing will not be required and patients should be 
encouraged to clean the site daily. (NB: A dry dressing may be required for the first 
24/48 hours after initial insertion) 

 

4.1 First Suprapubic Urinary Catheter Change 
 
The first planned change after initial insertion will be undertaken in the Urology Department 
within approximately 10 weeks of initial insertion. 

 

4.2 Changing Subsequent Suprapubic Urinary Catheter 

 
A competent member of staff in line with the catheter manufacturer’s instructions can 
undertake routine suprapubic urinary catheter changes thereafter. Refer to Appendix 6 for 
procedure. 
 

http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Supra%20Pubic%20Catheter.v3.pdf
http://tghwebapp/Nursing%20Care%20Plans/E.%20Elimination/E.Supra%20Pubic%20Catheter.v3.pdf
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Catheter Associated Urinary Tract Infection (CAUTI) 
 

5.1 Urinalysis (Urinary Dipstick Test) 
Urinalysis must not be routinely performed on long-term catheterised patients, as virtually 

all patients will have bacteriuria.  Bacterial colonisation with catheterisation is inevitable with 

almost 100% colonisation risk at 7-10 days which does not require antibiotic therapy in 

asymptomatic individuals. 

The use of dipstick to detect UTI is not recommended in patients with a catheter as it 

gives a false positive.  

Antibiotic cover is not routinely required for every patient.  However, for those patients that 
are truly symptomatic of a UTI and require a catheter change (rather than just 
removal) and there is concern regarding introduction of bacteria during the change (due to 
previous medical history or traumatic catheter change), then antibiotics can be given to reduce 
the incidence of bacteraemia. 

Any antibiotic therapy for these patients should be based on previous known urine sensitivities 
and ideally a specimen be sent for urinalysis BEFORE any antibiotic therapy is started for 
resolution of the UTI. 

Urine specimens should ALWAYS be taken from the sampling port and NOT the catheter 
bag. Refer to the Trust Urinary catheterisation and catheter care management adults policy for 
guidance on best practice. 

Before catheter change is undertaken in a patient with suspected or proven catheter-associated 
UTI, intravenous antibiotic prophylaxis must be administered just prior to catheter change (i.e. 
within 10 minutes).  Oral antibiotic prophylaxis is not an option and should not be undertaken. 
Patients in the community will require admission. 

For further advice on individual patients contact Urology Specialist Nurses 0161 922 6696, 
Infection Prevention Nurses on 0161 922 6194 or the Consultant Microbiologist on 0161 922 

4086 / 6500. Clinicians can also access local antimicrobial guidance from the following 
web link: https://viewer.rx-guidelines.com/TGICO/Abx#content,QBFB34XvZF 

NICE guidance regarding decision making for antimicrobial prescribing for catheter-
associated urinary tract infection in adults can be found at appendix 6.  

In Hospitalised patients: 
 

The antibiotic of choice in hospitalised patients is Gentamycin 3mg/KG IV unless otherwise 
indicated given as a stat dose prior to change of catheter + 5-7 day course of oral antibiotics 
depending on clinical need. 
 
If the patient has a urethral discharge, send a swab for culture and sensitivity plus a CSU to 
exclude MRSA. If MRSA is present in the urethra or bladder then Teicoplanin 800mg IV stat 
should be administered immediately prior to the catheter change to prevent MRSA 
bacteraemia. (NICE 2014) 
 
In Community Patients:  
 
If the patient has mild symptoms to suggest a UTI e.g. catheter bypassing or mild bladder 
pain or discomfort,  

 Send a CSU for culture.  

https://viewer.rx-guidelines.com/TGICO/Abx#content,QBFB34XvZF
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 Change the catheter and advise the patient to increase their fluid intake for the next two 
days; by removing the source of infection i.e. the infected catheter, the symptoms may 
settle.  

 If the symptoms do not resolve or worsen and the CSU confirms infection, prescribe the 
appropriate antibiotic. 

 If the patient has severe symptoms of infection e.g. pyrexia/rigors, loin or back pain 
indicating upper tract involvement then consider admission to hospital for treatment of 
UTI and catheter change with Gentamicin cover. 

 If patients have a urethral discharge send swab to rule out MRSA before changing 
catheter. See hospital guidelines if MRSA present. 

 If antibiotics are required contact the GP for advice. NICE (2014) recommends 
Pivmecillinam 400mg, 6hrly for 3 days/ co-amoxiclav 500mg, 8hrly for 3 days given 
orally. The catheter must be changed on the second day of the course of antibiotics 
unless it has been changed within the last 7 days. If symptoms persist, the course of 
antibiotics may need to be extended for up to 7 days  

 If the patient has a penicillin allergy, Nitrofurantoin 50mg oral 4 times per day may be 
used. 
 

5.2 Infection Prevention 
All staff involved in urinary catheterisation and the care of the urinary catheter should ensure 

all aspects of this policy are followed and ensure they are aware of the following: 

Hand Washing  

Poor standards of hand washing  is a major factor in increasing the risk of infections to 

patients, which emphasises the vital importance of hand hygiene and use of personal 

protective equipment such as aprons and gloves. Clinicians must: 

 Perform hand hygiene immediately before and after insertion or any manipulation of the 

catheter device or site  

 Carers and patients managing their own catheters must be advised to wash their hands 

before and after manipulation of the catheter  

 Healthcare professionals should observe protocols on hand washing, ANTT and the 

need to use disposable gloves when inserting or caring for urinary catheterised patients 

 

Fluid Intake  

Drinking sufficient fluid dilutes the urine and helps reduce the risk of catheter encrustation 

and blockage. A good fluid intake also ensures a constant downward drainage and flushing 

effect. There is no standard amount of advised fluid intake and the type of fluid consumed 

appears to be insignificant as long as the volume is sufficient to prevent concentration of 

urine.  The amount of fluid needed varies and depends on patient’s size (25-35 ml/kg/day), 

amount of fluid loss, patient’s food intake and patients circulatory and renal status. Regular 

fluid intake maintains the urinary flow and reduces the risk of infection and catheter 

blockage. As a rule at least eight glasses of fluid per day unless the doctor or GP says 

otherwise.  A sufficient fluid intake also reduces constipation risk, which can also lead to 

urinary catheter blockage. 
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Patient/Carer Education  
 
Wherever possible, patients/carers should be independent in the ongoing management of 
the catheter system. Information and advice should be given on hygiene, fluid intake, 
prevention of constipation, and correct use of drainage and suspensory system (NICE 2006). 
Flow the following links for more information;  
https://www.nhs.uk/conditions/urinary-catheters/  
https://www.baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Catheter.pdf  
 

  Discharge from Hospital 

6.1 Patients transferring to Nursing Homes 

 
When a patient is to be transferred to a nursing home it is required that relevant information 
regarding the catheter is shared with the new care provider e.g. any ongoing problems, date 
catheter is due to be changed etc. Contact the appropriate Nursing Home to include the care 
of the catheter in patient handover. 
 

6.2 Patients being discharged home or to a residential home 

 
Ensure patients are referred to the district nursing service through Single Point of Care 
Team (SPOC), and the patient has adequate supplies of catheter bags (at least 7 days). 
Give the hospital to home pack if available.  
 
Essential information required by the SPOC Team on discharge includes- 
 

 The clinical indication or reason for catheterisation. 

 Date of insertion. 

 Date when the next catheter change is due. 

 Expected duration of the catheter, or any plan for removal 

 Size/type of catheter and drainage system used. 

 Any complications with the insertion and care of the patients’ catheter during admission. 
 

Policy development & consultation 
 
This policy has been considered by members of the Trust CAUTI and E.coli Gram negative 

blood stream infection group (GNBSi) this includes the following specials: 

 Infection Prevention Lead Nurse 

 Community Clinical Skills Educator 

 DN Practice Educator 

 Urology Specialist Nurse 

 Consultant Microbiologist and IP Doctor 

 Antibiotic Specialist Pharmacist 

The Infection Prevention Committee will take responsibility or ratifying this policy and over 

seeming its implementation throughout the Trust. Stakeholders are represented on the 

Infection Prevention Committee. 

https://www.nhs.uk/conditions/urinary-catheters/
https://www.baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Catheter.pdf
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IMPLEMENTATION 
 

This policy will be implemented throughout Tameside and Glossop Integrated care NHS 
Foundation Trust, and brought to the attention of all staff via Trust wide communications, 
using the intranet and the Infection Prevention newsletter. The Infection Prevention Team is 
available to discuss aspects of the policy at any time. The policy should be read in 
conjunction with:  
 

 Infection Prevention / Control Policy  

 Hand Hygiene Policy  

 Bare Below the Elbow Policy  

 ANTT guidance 

 

REVIEW 
 

This policy will be formally reviewed 2 years after first approval (as stated on the title page), 

or earlier depending on the results of monitoring, audit results, new national guidance or 

recommended changes in practice. 

MONITORING 
 

Audit and surveillance of CAUTI is supported by monthly infection review via the safety 
thermometer. 

The Trust IP surveillance nurse undertakes monitoring of GNBSI, this information is shared 
with the CAUTI/E.coli Group, Infection Prevention Committee and appropriate Governance 
Committees where actions can be agreed and monitored. 

Monthly HACI reports are developed by the IP team and distributed across the trust, and an 
annual report will include all GNBSI HCAIs associated with urinary catheterisation. 

Trust compliance with ANTT training is the responsibility of individual staff members, 
monitored by line managers and reported at the Infection prevention committee.  

 
Clinical audit  
 
The aim of the clinical audit is to improve patient care and there should be a process of 
ongoing audit of urethral catheter insertion.  
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APPENDICES 
 

Appendix 1 Procedure for inserting a Female Urethral Catheter 

Appendix 2 Procedure for Inserting a Male Urethral Catheter. 

Appendix 3 ANTT Indwelling Urinary Catheterisation 

Appendix 4 Autonomic Dysreflexia Symptoms and Management 

Appendix 5 Guidelines for the Use of Farco-fill Protect in Reduce Encrustation 

Appendix 6 Procedure for changing a supra-pubic catheter  

Appendix 7 UTI (Catheter): Antimicrobial prescribing  
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Appendix 1 - Procedure for inserting a Female Urethral Catheter 

(See Skills for Health Competency Documents HWB5 (DOH 2011)) 
Equipment required:  

 Sterile catheterisation pack.  

 2 pairs of sterile gloves 

 Selection of appropriate catheter with prefilled syringe.  

 Sterile 0.9% sodium chloride 

 Sterile anaesthetic lubrication gel-11ml  

 Clinical waste bag 

 Disposable plastic apron 

 Urinary Catheter Fixation Device  

 Suitable urinary catheter drainage bag and support system. 

 Patients clinical records  
 

Action  
 

Rational  
 

1. Explain and discuss the procedure with 
the patient. Obtain and document 
informed consent.  

 

To ensure that the patient understands the 
procedure and gives her valid consent. 

2. Check for allergies, especially latex, 
lidocaine and chlorhexidine  

 

3. Clean hands in line with Trust policy. To reduce risk of infection. 

4. Prepare the environment, and ensure 
there is a clean flat surface close to the 
bed. 

To ensure patient's privacy and dignity. To 
allow dust and airborne organisms to settle 
before the sterile field is exposed. 

5. Assist the patient to get into the supine 
position with knees bent, hips flexed and 
feet resting about 60 cm apart.  

6. Place disposable pads under the 
patients’ buttocks. 

7. Ensure dignity is maintained by not 
exposing the patient at this stage of the 
procedure 

To enable the genital area to be seen. 
 
 
To ensure urine does not leak onto bedclothes 
 
To maintain the patients dignity and comfort. 

8. Ensure that a good light source is 
available. 

To enable genital area to be seen clearly. 
Clean hands 

9. Clean hands again, alternatively use 
alcohol gel. 

To reduce risk of cross-infection. 

10. Put on a disposable apron. To reduce risk of cross-infection from micro-
organisms on uniform. 

11. Open the catheterisation pack on a 
prepared surface next to the patients’ 
bed. Trolleys are only available for in-
patients which must be decontaminated 
with anti-bacterial wipes.  

12. Ensure choice of catheter is correct and 
in date. 

To minimise airborne contamination and avoid 
over reaching. 
To ensure Correct catheter used. 
To maintain an ANTT procedure and reduce the 
risk of infection. 

13. Using an aseptic technique open the 
packages of equipment onto the sterile 
field.   

To reduce the risk of introducing infection into 
the urinary tract by ensuring items remain 
sterile. 

14. Clean hands, alternatively use alcohol 
gel. 

Hands may have become contaminated by 
handling of outer packs, etc. 

15. Remove the cover that is maintaining 
the patients dignity 

Patient is only exposed prior to procedure to 
maintain dignity as long as possible 
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16. Put on latex free sterile gloves. To reduce risk of cross-infection and allergic 
reaction. 

17. Place sterile towels between the 
patient’s thighs.  

To create a sterile field. 
 

18. Using gloved fingers of one hand, 
separate the labia minora so that the 
urethral meatus is seen. This hand 
should be used to maintain labial 
separation until catheterisation is 
completed. Using swabs may help. 

This manoeuvre provides better access to the 
urethral orifice and swabs helps to prevent 
labial contamination of the urinary catheter. 

19. Clean around the urethral orifice with 
0.9% sodium chloride, using single 
downward strokes from front to back and 
apply a small amount of anaesthetic 
lubricant to the urethral opening. 

To reduce the risk of cross-infection. 
Inadequate preparation of the urethral orifice is 
a major cause of infection. 

20. Insert the nozzle of the anaesthetic 
lubrication gel into the urethra. Squeeze 
6ml into the urethra, remove the nozzle 
and discard the tube. Wait 5 minutes for 
anaesthetic effect. 

Adequate lubrication helps to prevent urethral 
trauma. Use of a local anaesthetic minimizes 
the patient’s discomfort. 

21. Dispose of gloves, clean hands, apply 
latex free sterile gloves 

To maintain an ANTT procedure 

22. Place the urethral urinary catheter, in the 
receiver, between the patient’s legs. 

To provide a temporary container for urine as it 
drains. 

23. Gently introduce the tip of the urinary 
catheter into the urethral orifice gently 
removing the plastic sheath as it is 
inserted in an upward and backward 
direction.  

 
24. Advance the urinary catheter until urine 

starts to flow, approximately 6-8cms, 
then advance it a further 2-3cm.  

 

This prevents the urinary catheter balloon from 
being trapped in the urethra, reducing the risk 
of trauma to the urethra and bladder neck.  
 
 
 
To aid drainage. 

25. Once the catheter is draining Inflate the 
urinary catheter balloon according to the 
manufacturer’s directions. 

Inadvertent inflation of the urinary catheter 
balloon within the urethra is painful and causes 
urethral trauma. 

26. Connect the catheter to the catheter 
drainage system drainage system. 

To allow free drainage of urine into collection 
device 

27. Apply Urinary Catheter Fixation Device 
where appropriate. Ensure that the 
urinary catheter lumen is not occluded 
by the fixation device. 

To maintain patient comfort and to reduce the 
risk of urethral and bladder neck trauma. 

28. Secure urinary catheter drainage bag 
either with leg bag straps, if mobile, or 
attach to urinary catheter stand if 
bedbound. Catheter bags can be 
attached to the bed if they include 
fixation device. 

To minimise trauma and discomfort 

29. Ensure the catheter bag is positioned 
below the patients’ bladder and urine is 
draining into the catheter bag. 

To prevent urine backflow to reduce risk of 
infection. 

30. Make the patient comfortable, ensure 
that the area is dry and maintain patient 
dignity. 

If the area is left wet or moist, secondary 
infection and skin irritation may occur. 

31. If the patient is an inpatient only. 
Measure the amount of urine and 
document on fluid balance chart,   

To ensure volume of urine in bladder at time of 
urinary catheterisation is recorded. 
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If urine output is less than the 
average for the patient, inform the 
medical team. 

To monitor renal function and reduce risk of 
acute kidney injury. 

32. Dispose of equipment according to Trust 
policy. 

To prevent environmental contamination. 

33. Remove gloves and rewash hands. Infection prevention and control. 

34. Record information contemporaneously 
using appropriate documentation and 
commence Urinary Catheter Care Plan. 
This should include; consent obtained, 
reasons for catheterisation, date and 
time of catheterisation, catheter type, 
length and size, batch number, amount 
of water instilled into balloon, 
manufacturer and batch number of 
anaesthetic gel used and any problem 
negotiated during the procedure.   

To ensure accountability, and review the need 
for the catheter as per Trust policy. 
To provide point of reference or comparison in 
the event of later queries. 
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Appendix 2 - Procedure for Inserting a Male Urethral Catheter. 

(See Skills for Health Competency Documents HWB5 (DOH 2011)) 
Equipment required:  

 Sterile catheterisation pack.  

 2 pairs of sterile gloves 

 Selection of appropriate catheter with prefilled syringe.  

 Sterile 0.9% sodium chloride 

 Sterile anaesthetic lubrication gel-11ml  

 Clinical waste bag 

 Disposable plastic apron 

 Urinary Catheter Fixation Device  

 Suitable urinary catheter drainage bag and support system. 

 Patients clinical records  

Action  
 

Rational  
 

1. Explain and discuss the procedure with 
the patient. Obtain and document 
informed consent.  

 

To ensure that the patient understands the 
procedure and gives her valid consent. 

2. Check for allergies, especially latex, 
lidocaine and chlorhexidine  

To reduce the risk of infection.  
 

3. Ensure the patients genitals are washed 
thoroughly with soap and water paying 
particular attention to the foreskin, 
especially in the uncircumcised patient. 
Maintain patients’ dignity at all times. 

To reduce the risk of infection. 

4. Wash hands in line with Trust policy. To reduce the risk of infection. 

5. Prepare the environment, and ensure 
there is a clean flat surface close to the 
bed. 

To ensure patient's privacy and dignity. To 
allow dust and airborne organisms to settle 
before the sterile field is exposed. 

6. Assist the patient to get into the supine 
position with the legs extended.  
 

7. Place disposable pads under the 
patients’ buttocks. 

 
8. Ensure dignity is maintained by not 

exposing the patient at this stage of the 
procedure 

To enable the genital area to be seen clearly. 
 
 
To ensure urine does not leak onto bedclothes 
 
To maintain the patients dignity and comfort. 

9. Ensure that a good light source is 
available. 

To enable genital area to be seen clearly. 
Clean hands 

10. Clean hands again, alternatively use 
alcohol gel. 

To reduce risk of cross-infection. 

11. Put on a disposable apron. To reduce risk of cross-infection from micro-
organisms on uniform. 

12. Open the catheterisation pack on a 
prepared surface next to the patients’ 
bed. Trolleys are only available for in-
patients which must be decontaminated 
with anti-bacterial wipes.  
 

13. Ensure choice of catheter is correct and 
in date. 

To minimise airborne contamination and avoid 
over reaching. 
 
To ensure Correct catheter used. 
 
To maintain an ANTT procedure and reduce the 
risk of infection. 
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14. Using an aseptic technique open the 
packages of equipment onto the sterile 
field.   
 

To reduce the risk of introducing infection into 
the urinary tract by ensuring items remain 
sterile. 

15. Clean hands, alternatively use alcohol 
gel. 

Hands may have become contaminated by 
handling of outer packs, etc. 

16. Remove the cover that is maintaining 
the patients dignity 

Patient is only exposed prior to procedure to 
maintain dignity as long as possible 

17. Put on latex free sterile gloves. To reduce risk of cross-infection and allergic 
reaction. 

18.  Place sterile towels across the patient's 
thighs. 

To create a sterile field. 
 

19. Wrap a sterile topical swab around the 
penis. Retract the foreskin, where 
necessary, and clean the glans penis 
and meatus with sterile 0.9% sodium 
chloride. 

To reduce the risk of introducing infection to the 
urinary tract during catheterisation. 

20. Insert the nozzle of the anaesthetic 
lubrication gel into the urethra. Squeeze 
11ml into the urethra, remove the nozzle 
and discard the tube. Wait 5 minutes for 
anaesthetic effect. 

Adequate lubrication helps to prevent urethral 
trauma. Use of a local anaesthetic minimizes 
the patient’s discomfort. 

21. Dispose of gloves, clean hands, apply 
latex free sterile gloves 

To maintain an ANTT procedure 

22. Place the urethral urinary catheter, in 
the receiver, between the patient’s legs. 

To provide a temporary container for urine as it 
drains. 

23. Grasp the penis behind the glans, 
raising it until it is almost totally 
extended. Maintain grasp of penis until 
the procedure is finished. 
 

24. Insert the urinary catheter for 15–25 cm 
until urine flows. 
 

25. If resistance is felt at the external 
sphincter, increase the traction on the 
penis slightly and apply steady, gentle 
pressure on the urinary catheter. If 
resistance is still felt, try pausing for a 
few seconds or ask the patient to cough 
or strain gently as if passing urine and 
continue to insert the urinary catheter. 

This manoeuvre straightens the penile urethra 
and facilitates catheterisation Maintaining a 
grasp of the penis prevents contamination and 
retraction of the penis. 
 
The male urethra is 18-24 cm long. To aid 
drainage. 
 
Some resistance may be due to spasm of the 
external sphincter, or an enlarged prostate. 
Straining gently or coughing helps to relax the 
external sphincter. 

26. When urine begins to flow, advance the 
urinary catheter almost to its bifurcation. 
 

27. Inflate the urinary catheter balloon 
according to the manufacturer’s 
directions. 

Advancing the urinary catheter ensures that it is 
correctly positioned in the bladder. 
 
Inadvertent inflation of the urinary catheter 
balloon within the urethra is painful and causes 
urethral trauma. 

28. Connect the catheter drainage system to 
the catheter. 

To allow free drainage of urine into collection 
device 

29. Apply Urinary Catheter Fixation Device 
where appropriate. Ensure that the 
urinary catheter lumen is not occluded 
by the fixation device. 

To maintain patient comfort and to reduce the 
risk of urethral and bladder neck trauma. 

30. Secure urinary catheter drainage bag 
either with leg bag straps, if mobile, or 
attach to urinary catheter stand if 
bedbound.  

To minimise trauma and discomfort 
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31. Ensure the catheter bag is positioned 
below the patients’ bladder and urine is 
draining into the catheter bag. 

To prevent urine backflow to reduce risk of 
infection. 

32. Ensure that the glans penis is clean and 
then reposition the foreskin. Make the 
patient comfortable and ensure that the 
area is dry. 

Retraction and constriction of the foreskin 
behind the glans penis (paraphimosis) may 
occur if this is not done. If the area is left wet or 
moist, secondary infection and skin irritation 
may occur. 

33. Make the patient comfortable, ensure 
that the area is dry and maintain patient 
dignity. 

If the area is left wet or moist, secondary 
infection and skin irritation may occur. 

34. Measure the amount of urine and 
document on fluid balance chart, if the 
patient is an inpatient only.  If urine 
output is less than the average for the 
patient, inform the medical team. 

To ensure volume of urine in bladder at time of 
urinary catheterisation is recorded. 
 
To monitor renal function and reduce risk of 
acute kidney injury. 

35. Dispose of equipment according to Trust 
policy. 

To prevent environmental contamination. 

36. Remove gloves and rewash hands. Infection prevention and control. 

37. Record information contemporaneously 
using appropriate documentation and 
commence Urinary Catheter Care Plan. 
This should include; consent obtained, 
reasons for catheterisation, date and 
time of catheterisation, catheter type, 
length and size, batch number, amount 
of water instilled into balloon, 
manufacturer and batch number of 
anaesthetic gel used and any problem 
negotiated during the procedure.   

To ensure accountability, and review the need 
for the catheter as per Trust policy. 
 
To provide point of reference or comparison in 
the event of later queries. 
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Appendix 3 - ANTT Indwelling Urinary Catheterisation 
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Appendix 4 – Autonomic Dysreflexia Symptoms and Management 
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Appendix 5 – Guidelines for the Use of Farco-fill Protect in Reduce 

Encrustation 
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How to use Farco-fill Protect 

Please ensure to read the full instructions for use before using this product. 
Instructions for use are provided on the product packaging. 

1. Ensure the indwelling urinary catheter is well positioned into the patient's 
bladder 

2. Before removing the grey cap from the end of the Farco-fill Protect syringe, 
free the plunger by gently pressing it 

3. Remove the grey cap* and insert the Farco-fill Protect syringe into the 
catheter balloon port 

4. Inflate the catheter balloon** 
5. Once the catheter balloon is inflated, remove and dispose of the Farco-fill 

Protect syringe 

* Remove any air from the Farco-fill Protect syringe before connecting the syringe to 
the catheter balloon port 

** Farco-fill Protect comes in prefilled syringes of 10 ml. The amount to be instilled 
depends on the filling volume of the catheter balloon and the type of catheter 
(generally 5-10 ml). 

Please note: samples can only be ordered by healthcare professionals 
 

https://www.clinimed.co.uk/urology-continence-care/products/urology-

products/farco-fill-protect#info   

 

 

 

 

 

 

 

 

 

 

 

https://www.clinimed.co.uk/urology-continence-care/products/urology-products/farco-fill-protect#info
https://www.clinimed.co.uk/urology-continence-care/products/urology-products/farco-fill-protect#info
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Appendix 6 – Procedure for Changing a Supra-pubic Catheter  
Equipment for Supra-pubic catheter change 

 Sterile catheterisation pack 

 Sterile anaesthetic lubricating gel 

 2 pairs of non-sterile gloves 

 Plastic apron 

 1 10mls sterile syringes to deflate cuff 

 Appropriate catheter with prefilled syringe  

 Cleansing solution – normal saline 0.9% 

 Clinical waste bag. 

 Drainage bag system or catheter valve 

 Device for fixing catheter 

 Care Pathway documentation 

Action  
 

Rational  
 

1. Explain and discuss the procedure with 
the patient. Obtain and document 
informed consent.  

 

To ensure that the patient understands the 
procedure and gives her valid consent. 

2. Check for allergies, especially latex, 
lidocaine and chlorhexidine  

To reduce risk of anaphylaxis  

3. Clean hands in line with Trust policy. To reduce risk of infection. 

4. Prepare the environment, and ensure 
there is a clean flat surface close to the 
bed. 

To ensure patient's privacy and dignity. To 
allow dust and airborne organisms to settle 
before the sterile field is exposed. 

5. Assist the patient to get into the supine 
position and expose abdomen ensuring 
dignity is maintained. Place a disposable 
pad under the patient. 
 

To enable the abdominal area to be seen  
To maintain the patients dignity and comfort. 

6. Ensure that a good light source is 
available. 

To enable genital area to be seen clearly. 
Clean hands 

7. Clean hands again, alternatively use 
alcohol gel. 

To reduce risk of cross-infection. 

8. Put on a disposable apron. To reduce risk of cross-infection from micro-
organisms on uniform. 

9. Open the catheterisation pack on a 
prepared surface next to the patients’ 
bed. Trolleys are only available for in-
patients which must be decontaminated 
with anti-bacterial wipes.  
 

10. Ensure choice of catheter is licensed for 
supra-pubic use and is in date. 

To minimise airborne contamination and avoid 
over reaching. 
To ensure Correct catheter used. 
To maintain an ANTT procedure and reduce the 
risk of infection. 
 
Ensure correct catheter is used 

11. Using an aseptic technique open the 
packages of equipment onto the sterile 
field.   

To reduce the risk of introducing infection into 
the urinary tract by ensuring items remain 
sterile. 

12. Clean hands, alternatively use alcohol 
gel. 

Hands may have become contaminated by 
handling of outer packs, etc. 

13. Remove the cover that is maintaining 
the patients dignity 

Patient is only exposed prior to procedure to 
maintain dignity as long as possible 

14. Put on latex free sterile gloves. To reduce risk of cross-infection and allergic 
reaction. 

15. Clean site and old catheter with sterile 
saline solution.  

To create a sterile field. 
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16. Apply anaesthetic lubrication gel around 
the base of the catheter before removal, 
allow time to take effect 

To reduce risk of infection. 
To facilitate ease of removal of the old catheter 
and reduce trauma. 

17. To remove indwelling catheter, attach a 
10ml syringe to the inflation port and 
allow the water to drain from the balloon 
on its own, leave the syringe attached. 
There may be less than 10mls extracted 
from the catheter balloon due to 
diffusion which occurs in some types of 
silicone catheter 

18. With non-dominant hand on skin at the 
base of the catheter, grasp catheter by 
finger and thumb of the other hand at its 
lowest point near the abdomen. 
Withdraw the catheter noting angle of 
exit and the length of the catheter inside 
the abdomen. Dispose of catheter as per 
trust policy. 

19. If the catheter becomes stuck and 
cannot be removed, re-inflate balloon 
with 0.5-1ml of sterile water and leave 
for 5 minutes or longer. Then remove 
the water and try again.  Using a 
corkscrew movement may also help. If 
problems continue contact the Urology 
Department. 

To facilitate the correct deflation of the catheter 
balloon. 
 
 
 
 
 
 
 
To facilitate ease of removal of the old catheter 
and reduce trauma 
 
Gives guidance on angle and length of insertion 
of new catheter 
 
 
 
In some cases the balloons of silicone catheters 
do not deflate fully and can form a cuff making 
removal difficult. Inflation with 0.5-1ml can 
facilitate the balloon on second deflation 
returning to its original size 

20. Dispose of gloves, clean hands, apply 
latex free sterile gloves 

To maintain an ANTT procedure 

21. Place the receiver containing the 
catheter beside the abdomen. 

To provide a container for urine as it drains. 

22. The new supra-pubic catheter needs to 
be inserted soon after withdrawing the 
old. 

To reduce the risk of the tract closing. This is 
more common in new suprapubic tracts, as the 
tract establishes this is less of a problem 

23. Aseptically, by gently removing the 
plastic sheath protecting the catheter, 
insert new catheter into the tract, at the 
same angle and 2-3cms further in than 
the catheter removed. 

To reduce risks of infection, facilitate ease of 
insertion and reduce trauma. 
 
To ensure the balloon is not inflated in the tract. 

24. Once the catheter is draining inflate the 
urinary catheter balloon according to the 
manufacturer’s directions.  

To ensure correct retention of the catheter in 
the bladder 

25. Connect it to the catheter drainage 
system. 

Maintain patient comfort and prevent trauma to 
the tract. 

26. Apply Urinary Catheter Fixation Device 
to the abdomen. Ensure that the urinary 
catheter lumen is not occluded by the 
fixation device. 

To maintain patient comfort and to reduce the 
risk of urethral and bladder neck trauma. 

27. Ensure the catheter bag, if used is 
positioned below the patients’ bladder 
and urine is draining into the catheter 
bag. 

To prevent urine backflow to reduce risk of 
infection. 

28. Make the patient comfortable, ensure 
that the area is dry and maintain patient 
dignity. 

If the area is left wet or moist, secondary 
infection and skin irritation may occur. 

29. If the patient is an inpatient only, 
measure the amount of urine and 
document on fluid balance chart, If urine 

To ensure volume of urine in bladder at time of 
urinary catheterisation is recorded. 
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output is less than the average for the 
patient, inform the medical team. 

To monitor renal function and reduce risk of 
acute kidney injury. 

30. Dispose of equipment according to Trust 
policy. 

To prevent environmental contamination. 

31. Remove gloves and rewash hands. Infection prevention and control. 

32. Record information contemporaneously 
using appropriate documentation and 
commence Urinary Catheter Care Plan. 
This should include; consent obtained, 
reasons for catheterisation, date and 
time of catheterisation, catheter type, 
length and size, batch number, amount 
of water instilled into balloon, 
manufacturer and batch number of 
anaesthetic gel used and any problem 
negotiated during the procedure.   

To ensure accountability, and review the need 
for the catheter as per Trust policy. 
To provide point of reference or comparison in 
the event of later queries. 
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Appendix 7 – UTI (Catheter): Antimicrobial Prescribing  
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Appendix 8 - Equality Impact Assessment 

To be completed and attached to any procedural document when submitted to the 

appropriate committee for consideration and approval. 

  Yes/No Comments 

1. Does the policy/guidance affect one group less or 
more favourably than another on the basis of: 

  

  Race NO  

  Ethnic origins (including gypsies and travellers) NO  

  Nationality NO  

  Gender NO  

  Culture NO  

  Religion or belief NO  

  Sexual orientation including lesbian, gay and 
bisexual people 

NO  

  Age NO  

  Disability - learning disabilities, physical disability, 
sensory impairment and mental health problems 

NO  

2. Is there any evidence that some groups are 
affected differently? 

NO  

3. If you have identified potential discrimination, are 
any exceptions valid, legal and/or justifiable? 

NO  

4. Is the impact of the policy/guidance likely to be 
negative? 

NO  

5. If so can the impact be avoided?   

6. What alternatives are there to achieving the 
policy/guidance without the impact? 

  

7. Can we reduce the impact by taking different 
action? 

  

If you have identified a potential discriminatory impact of this procedural document, 

please refer it to Information Governance Department, together with any suggestions 

as to the action required to avoid/reduce this impact. 

For advice in respect of answering the above questions, please contact Information 

Governance Department. 


