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1
INTRODUCTION
1.1
This procedure is intended for routine urinary drainage only and is not intended to replace any specialist instructions that may be given, i.e. by the urologist or gynaecologist.

1.2
Catheter care may be defined as all aspects of nursing practice that need to be considered when caring for a patient with an indwelling catheter. It is the nurse’s responsibility to be aware of the medical diagnosis and reasons for catheterisation. The patient’s clinical need for catheterisation should be reviewed regularly and in particular at every catheter change. The urinary catheter removed as soon as possible. The patient’s ability to manage the catheter should also be considered. Whenever a catheter is inserted there should be a plan as to when removal should be considered.

1.3
As with all nursing procedures the procedure should be fully explained to the patient, and informed consent obtained prior to commencing any care. The patient’s privacy and dignity must be maintained at all times and where possible the patient should be educated and encouraged to manage his/her own catheter.

1.4
Accountability is an integral part of all professional nursing practice. All aspects of catheter care should only be undertaken by a person who is confident and competent to do so, in a safe and skilled manner. Competence should be acquired through education and training followed by observation and supervision in the clinical setting (NMC 2004). In some instances a carer or relative may undertake re-catheterisation. It is important that the nurse or health care professional responsible for the patient ensures the knowledge and competence of the carer is to a high standard.

1.5
The qualified nurse is responsible for undertaking a full assessment of need with each individual patient and therefore ensuring that there is a clinical need resulting in patient benefit before a catheter is inserted, and that the need is not just for the convenience of staff or carers. On occasions a patient may request to be catheterised as part of a management plan.

1.6
If confident to proceed with catheterisation, then document all information in the nursing records.

1.7
Where Urinary Retention is suspected all patients must have a post void bladder scan performed
2
URETHRAL CATHETERISATION
2.1
A urethral catheter is a hollow tube inserted into the urinary bladder for the purpose of draining urine or instilling fluid as part of medical treatment. Pomfret (1996) stated that the indications for urethral catheterisation are for drainage, investigations, instillations or management of intractable incontinence. However he failed to mention obstruction of the urethra, which could be caused by a urethral stricture or by an enlarged prostate gland.
2.2
Equipment needed 

2.2.1 
Dressing trolley.
2.2.2 
Sterile dressing pack.
2.2.3 
Sterile gloves.
2.2.4 
Saline/ tisept 10ml sachet to clean.
2.2.5 
Instilgel lubrication 11ml male/6 ml female ( see use of lubricant gels)

2.2.6 
Sterile urethral catheter of choice ( see catheter choices)

2.2.7 
Drainage bag/valve.
2.2.8 
G strap.
2.2.9 
Leg straps.
2.2.10 
Sterile pot for CSU ( sterile sample of urine should be obtained and sent for culture at insertion of catheter)
2.3 
Drainage

2.3.1 Prostatic hyperplasia.

2.3.2 Acute or chronic retention of urine.

2.3.3 Hypotonic bladder.

2.3.4 Pre and post abdomino / pelvic surgery.

2.3.5 Post-operative urinary retention.

2.3.6 Accurate measurement of urinary output.

2.3.7 To empty the bladder during labour.

2.4 
Investigations

2.4.1 To obtain an uncontaminated urine specimen.

2.4.2 Urodynamic investigations.

2.4.3 X-ray investigations.

2.5 
Instillations

2.5.1 To irrigate the bladder.

2.5.2  Bladder washouts.

2.5.3  Intra-vesical chemotherapy and immunotherapy.

2.5.4  Intravesical hyaluronic acid or lidocaine  (or other therapeutic instillations)

3
MANAGEMENT OF INTRACTABLE INCONTINENCE*

*ONLY TO BE USED WHEN ALL OTHER METHODS HAVE BEEN TRIED AND FAILED.

3.1
Contra-indications. (ACA 2004), seek medical advice if there is a history of: -

3.1.1 
Recent surgery to the lower urinary tract.

3.1.2 
Trauma to the abdomen or pelvis.

3.1.3 
Carcinoma of the lower urinary tract.

3.1.4 
Haematuria.

3.1.5 
Abnormal penile discharge.

3.1.6 
Previous difficult catheterisations.

3.1.7 
Congenital abnormalities.

3.1.8 
If you are not comfortable, for any other reason, to catheterise the patient.  

4 
CATHETER CARE RCN GUIDANCE FOR NURSES (MARCH 2008)

You need to review continued catheter usage, and understand the causative factors which determine the need for a urinary catheter.
4.1 
Clinical indications

4.1.1 
Monitoring renal function hourly during critical illness.
4.1.2 
During and post-surgery.
4.1.3 
Acute urinary retention.
4.1.4 
Chronic urinary retention - especially with renal compromise ( consider Intermittent catheterisation)

4.1.5
Neuropathic bladder- e.g. pts with MS, neurological/ spinal trauma.  

4.1.6 
To irrigate the bladder when significant haematuria is making clot retention a possibility (including after urological surgery)

4.1.7 
Investigation purposes such as urodynamics studies.
4.1.8 
To instil medications into the bladder.
4.1.9  
Where it is viewed as in the patients best interest with the patients  consent, such as- End of life care, disability, unfit for surgery, when tissue viability may be compromised.
4.2
However nurses must be aware that the risks associated with catheter usage are of a serious nature that may increasingly become more difficult to justify.  Never catheterise or continue catheter usage for nursing convenience.
4.3
Nurses must consider:

4.3.1
 Patients Understanding.
4.3.2
 Length of time catheter to be insitu.
4.3.3
 Urine analysis – condition of urine.
4.3.4
 Selecting the catheter size and type.
4.3.5
 Balloon size.
4.3.6
 Gender.
4.3.7
Dexterity- Urinary drainage system.

4.3.8
Clean intermittent self-catheterisation (CISC)

4.4
Routine Catheterisation shouldn’t be supported by nurses, particularly in specific patient groups such as fractured femurs.
4.5
Catheterisation of patients who are cognitively impaired and agitated is best avoided where possible.
4.6
Nurses must always assess clinical need even if medical directives state ‘catheterise’. Following a medical directive without undertaking a nursing assessment of the situation would be unprofessional. There is no defence in ‘a doctor told me to’.
4.7
Nurses must ensure Catheterisation based on a balanced decision, with more benefits than disadvantages.
4.8
Where a high residual volume of urine is identified and a decision to catheterise is made, it is imperative that the nurse ensures that the patients diagnosis and future management is made within an MDT framework.
4.9
When a catheter is inserted, the nurse should consider subsequent removal as early as possible as the infection risk increases on a daily basis.
4.10
Nurse should not promote Catheterisation as an easy option to patients especially in care settings such as nursing homes.
4.11
With the continued development of multi resistant bacteria nurse must be mindful of the serious implications when making decision to catheterize.
4.12
In the presence of chronic wounds, catheterisation presents more challenges due to colonisation of multi resistant bacteria and cross infection risk increases to the urinary tract.
5
RISKS ASSOCIATED WITH CATHETERISATION

(Lowthian 1998).
5.1
Trauma.

5.1.1 
Stricture formation.

5.1.2 
Urethral / bladder perforation.

5.1.3 
Formation of bladder calculi.

5.1.4 
Neoplastic changes.

5.1.5 
Urinary tract infection.

5.2
20-30% of catheterised patients develop bacteruria, of whom 2-6% develop symptoms of urinary tract infection.

5.3
Once a UTI is established there is a 1- 4% risk of bacteraemia with an associated mortality rate of 13- 30%.  (Pratt et al 2001).

6 
SELECTION OF CATHETERS

When introduction of an indwelling catheter is indicated, the following should be considered: 
6.1 
Charriere size of the catheter.  The smallest size that will effectively empty the bladder should be selected.

6.2
The catheter is not intended to fill the urethra completely; there should be space for the urethral secretions to drain and for the internal folds of the urethral mucosa to close around the catheter. If the urethral secretions are unable to drain, infection and/or stricture formation may occur.

6.3
Suggested catheter sizes. 


6.3.1
Female – 12-14ch.


6.3.2
Male    – 14-16ch.


6.3.3
Child    –   6-10ch.

6.4
Material of catheter

This will depend on how long the catheter will be in-situ…


6.4.1
Short term – up to 7days - plastic or PVC uncoated latex/silicone treated.


6.4.2
Up to 28days – latex with PTFE coating.


6.4.3
Long term – up to 12 weeks latex with silicone elastomer coating.

6.4.4
100% silicone & hydrogel coated silicone.


6.4.5
Latex with hydrogel coating
(ACA2004).
6.5
Catheters to be used in WWL in compliance with Greater Manchester Hub The hub offers a wide selection of catheters which may be useful in specific patients. However review of the trusts catheter usage showed a huge variation in the types of catheter used as first choice for ‘routine’ indications. As a result the trust is rationalising the types of catheters recommended, although this may vary in specific clinical areas.

6.6
Hydrogel coated  Latex (suitable for 12 weeks).
Rusch sympacath Aquaflate ( sizes 12-18 ch available).
6.7
Low surface friction improves patient comfort and reduces irritation, unsuitable for patients who are allergic to latex. Resistant to bacterial adherence and   encrustation (Seth 1998)   *First choice for long term urethral and suprapubic use should be hydrogel coated latex wherever possible. (Parkin 2002). This should catheter type be first choice catheter across the trust for long term catheterisation and most circumstances where a planned removal date is not clear at the time of insertion.

6.8
All silicone (suitable for 12 weeks)


Rusch Brilliant Aquaflate ( size 12-18ch available)


Coloplast Folysil catheter (size 12-18ch available)

Inert material suitable for patients with   latex allergy thin walled catheter with a larger lumen than coated catheters can be advantage to patient who have problems with encrustation and blockage.
6.9
PTFE coated Latex (Rusch size 12-18ch available) PTFE is inert Smooth outer surface makes it resistant to encrustation and urethritis. Unsuitable for patient who are allergic to latex. (should not be left in-situ more than 28 days)  (Edwards et. al 1983, Seth 1998).
6.10
These are only recommended when a short term indication for catheterisation exists e.g. peri operative or short term fluid balance management. Insertion should always be accompanied by a planned removal date. These catheters are not recommended for acute retention (unless post-operative retention when a trial without catheter is planned for the same in patient episode). Many patients suffering an episode of acute retention are not suitable for a TWOC in the near future and hence short term catheters lead to potential for added discomfort, expense and morbidity of changing the catheter earlier than otherwise necessary.
6.11
*Specialist areas such as theatre and urology may have other types available to them these should only be used under the supervision of the urology team, and in special circumstances*

6.12
Size of Balloon

*Child
3-5mls.

*Routine
10mls (for standard routine catheterisation 10mls will suffice)

6.13
Except for specific situations, e.g. after some urological operations (Ryan- Woolley 1987) a balloon size of 10mls will be adequate for most adult patients. Larger sizes may cause irritation of the bladder and trigone, resulting in bladder spasm (Kennedy 1984). Large balloons also result in a larger volume of residual urine and consequent the risk of infection.

6.14
30ml balloons should only be used in specific circumstances such as post prostatic surgery, but their use should always be questioned. The heavier weight and larger balloons may cause spasm and irritation of the trigone.

6.15
Catheter balloons should be filled as specified by the manufacturer. They should never be overfilled or under filled as this can lead to a mis-shaping of the balloon that could interfere with urine drainage.  

6.16
 The balloon should always be filled with sterile water. NEVER- 
6.13.1
Air, as the balloon would float above the urine preventing drainage.

6.13.2
Tap water as it contains soluble salts that may precipitate out of the solution and block the inflation channel.

6.13.3
Saline, as crystals of salt may form in the inflation channel   

6.13.4
Preventing deflation of the balloon at a later stage.

6.17
Catheter length.

Paediatric use                22cm – 30cm.

Female                           26cm.

Male standard                43cm. 

6.18
NB for most patients in hospital, female length catheters have no added benefit compared to using a longer, male length catheter in a female patient. They make suitable drainage systems more difficult in bed bound patients compared to using a longer male length catheter. They are only advantageous for mobile ladies wishing to use thigh level leg bags. Due to the potential for serious injury if males are catheterised with female catheters and the balloon inflated in the urethra, female length catheters are restricted to certain areas in the trust (eg delivery suite and rehab wards).

7
USE OF LUBRICANT GELS

7.1
Lubricant gels (specifically Instillagel) help protect the patient by acting as a :-

7.1.1
Lubricant.


7.1.2
Anaesthetic.


7.1.3
Antiseptic.

7.2 
There are many benefits to their usage which include :-

7.2.1 
Anaesthetising the urethra to minimise pain.

7.2.2 
Priming the urethra by opening up the convoluted folds to facilitate easy identification of the urethral opening and insertion of the catheter.

7.2.3 
Considerably less trauma to the urethral folds.

7.2.4 
Reduced risk of infection.

7.2.5 
Maintenance of asepsis. (De Courcey- Ireland 1993).  
8
PRINCIPLES OF CATHETER INSERTION
8.1 
Cleaning

The perineal area and urethral meatus should be cleaned prior to catheter insertion. Antiseptics are not required. Rationale: The procedure is for mechanical removal of exudates/smegma.  There is no evidence that the use of antiseptics reduces the  incidence of bacteruria in long-term catheterisation. There is evidence that their use may encourage the development of resistant organisms. (Burke 1981, Gibbs 1986, Huth1992).

8.2
Asepsis

      
An aseptic no touch technique should be used. Rationale: To prevent cross infection and the risk of contaminating the catheter. (Carapeti et al 1996, Pickard and Grundy 1996).

8.3 
Lubrication 

Lubrication should be instilled directly into the male/female urethra prior to the procedure. (Instillagel should be used unless the patient has an allergy in which case KY jelly maybe used) NB it is important to use an adequate volume – instillagel 11mls for males and 6mls for females.   This is unnecessary if a self-lubricating catheter is being used, i.e. lofric or speedicath. Rationale: To avoid urethral trauma, e.g. stricture formation. (Hockberger  et al 1987, Vaidyanathan 1993).

8.4 
Anaesthesia

Anaesthetic gel should be made available in all cases and should be left in the urethra for the required amount of time before inserting the catheter. (As per manufacturer’s instruction). Rationale:  Catheterisation can be painful in men when passing the prostate, and women. (McKenzie and Webb 1995, DeCourcey-Ireland 1993)

8.5
Bladder decompression

Slow bladder decompression is not routinely required. But controlled drainage and close observation of physiological symptoms may be preferred in some patients. Rationale: Slow decompression does not prevent haematuria. Haemorrhage will occur in some patients whether drainage is controlled or not. Slow drainage does not prevent shock as it does not remove fluid from the circulation. However the cessation of rapid drainage may precipitate cardiac arrhythmias in predisposed patients. (Dodds and Hans 1990, Plucnar 1984, Gould et al 1994). 

8.6 
Antibiotic prophylaxis

May be advised by urologist or microbiologist but not used routinely. Please note although joint or heart valve replacement patients are no longer required to have routine prophylaxis for urinary tract instrumentation, (NICE guidance March 2008) those with a history of proven urinary infection and those who had a difficult catheter insertion or traumatic removal are at greater risk of septicaemia, and may benefit from prophylactic antibiotic cover when having their catheters changed as may patients with a depressed immune system.
8.7
Step by step procedure of how to insert a suprapubic catheter can be found at appendix 4

9. 
PRINCIPLES OF DAILY MANAGEMENT
A core requirement of care of patients in hospital with a catheter is that every day consideration is given to whether the indication for catheterisation persists, or whether the catheter can now be removed.
9.1 
Prevention of infection. There are 3 major principles in the prevention of infection. 
9.1.1
Limit the use of catheters and duration of catheterisation episodes.

9.1.2
Maintain the closed drainage system intact.

9.1.3

Reduce the risk of cross infection by good hand hygiene and the use of gloves. Rationale: Catheterisation is a risk factor for bacteruria, infection, mortality and septicaemia. Bacteruria and infection have been linked to errors in the management of the drainage system, and breaks in the closed drainage system are potential causes of contamination. (Crow et al 1986, Mulhall et al 1991).

9.2 
Drainage Systems

The link drainage system should be used, i.e. attaching a drainable or non-drainable large capacity bag to the outlet of the leg bag for night drainage. If a drainable large capacity bag is attached for night drainage it should be discarded daily when removed from the link system.  Rational:  This reduces the requirement to break the closed drainage system. (Wilson 1996).  N.B. patients and/or carers should be educated to manage their own catheters and drainage systems. This reduces the risk of cross infection. (Norton 1996).

9.3 
Cranberry juice

 The use of cranberry juice may be beneficial in reducing the risk of infection. (Recommended daily amount approx 400mls) Rationale – Cranberry does not change pH of urine however may affect the ability of bacteria to adhere to the bladder wall. There is some evidence of a beneficial effect but no proof of long term benefit in catheterised patients. Literature and clinical opinion report contra-indications but no empirical evidence is available. e.g.  Interstitial cystitis, gastric ulceration, high dose relationship to bladder stones. (Avorn et al 1994, Eichorst et al 1997, Suvarna et   al 2003).

N.B: Cranberry juice should be avoided by patients taking Warfarin as it can enhance the anticoagulation effects of Warfarin. (bnf 2006 p684).

9.4 
Prevention of Trauma 

The catheter tubing should be fixed to the leg, preferably using a G-strap. Tape should not be used. The drainage bag should be supported by a catheter stand if using a night drainage bag. Rationale:Catheter fixation avoids kinking. Solvents in tape may damage the catheter material. The weight of the drainage bag needs to be adequately supported and distributed, for comfort and to avoid   traction on the bladder neck. (Pomfrett 1996, Burkitt and Randall 1987).

9.5 
Fluid intake

Unless contra-indicated by a medical condition, a regular fluid intake should be encouraged. Recommended amount is 1.5 – 2 litres per day. Advise patients to avoid drinks containing caffeine as these may stimulate unstable bladder contractions. Rationale: A regular fluid intake maintains a flow of urine through the bladder contributes to the prevention of constipation and reduces the risk of infection and blockage. (Burr and Nuseibeh 1995, Pitt 1989, Getliffe 1994 and Norton 1996).

9.6 
Bag change

The drainage bag should be changed in accordance with the manufacturer’s recommendations and Department of Health guidelines.  (Every 7 days if using a drainable leg bag. A night bag attached to a leg bag link system should be changed daily). Rationale:Changing the bag too frequently breaks the closed drainage system and increases the risk of contamination. (Reed et al 1982, Rogers 1996).

9.7 
Bag position 

Most companies advise the drainage bag should be kept below the level of the bladder, with the exception of the belly bag by Rusch, which is worn on the abdomen.Rationale:Improper suspension of the bag has been associated with higher rates of bateriuria. Hydrostatic suction can be created if the bag is positioned too low, causing damage to the bladder mucosa. (Burke et al 1986, Crow et al 1986, Mulhall et al 1991).

9.8 
Bag emptying

The person’s independence and dignity should be a priority. The person should be encouraged to wash their hands thoroughly and then empty their own drainage bag directly into the toilet or into a suitable container, solely for that purpose. When the person is unable to empty their own catheter bag, the nurse or carer should wear protective gloves. Care should be taken not to contaminate the tap by   contact, or the environment by spillage. Any drop of urine left on the tap after emptying should be dried with a tissue. The bag should not be emptied unnecessarily. Drainage Bags should be emptied when they reach approximately 2/3 of their normal capacity.  Rationale:The outlet tap can be contaminated. Bacteria can enter the drainage system during emptying leading to bacteruria.  Accidental traction from the weight of the bag could cause trauma. However, emptying the bag too frequently opens the closed drainage system and increases the risk of contamination.  (Bradley et al 1986, Crow et al 1986, Ehrekranz 1991, Glenister 1987, Mulhall 1991, Wilson and Coates 1996).

9.9 
Bathing

Bathing or showering is determined by patient preference. Rationale: There is insufficient evidence to recommend either bathing or showering on the basis of infection risk. (De Groot 1978).

9.10 
Meatal Cleansing


The meatus should be cleaned with soap and water on a twice daily basis to remove any debris mucous that can form around the meatus. This is usually the normal mucous produced by the urethra that would normally be washed away when urine is expelled from the bladder. For ladies specifically after a bowel movement. (Clellend et al 1971, Gibbs 1986, Burke et al 1983). 
9.11 
Monitoring and Sampling

A routine CSU is not necessary when changing a patient’s long term catheter. Any patient with an acute requirement for catheterisation (acute retention, unwell with sepsis requiring fluid balance management, etc) could have underlying uro-sepsis or UTI and hence a CSU should be sent at the time of catheterisation in an acute setting, as they are less easy to interpret at a later stage of management when colonisation will have occurred. Once a catheter is in place, Investigation by CSU should be prompted by medical indications, e.g. the appearance and odour of the urine. The patient or should be taught to observe their urine, adapt their self-care routine as necessary, and report any deviation from normal. Rationale: It is not necessary to treat asymptomatic bacteruria. Changes from the norm may be an early indication of pathology. (Davies and Shroff 1983, Garibaldi et al 1982, Jacobson et al 1981, Jones 1989).

9.12 
Patient Education

Patients should be educated and encouraged to self-care. If patients are sexually active, they may need advice on methods of   managing the catheter. If possible the patient or carer should be taught how to change the catheter. Rationale: There is some evidence that education can improve knowledge in long term users, but lack of evidence of a sustained impact on behaviour. (Roe 1989).

9.13 
Balloon Deflation

If the balloon fails to deflate -try a different syringe. Leave it attached with the plunger removed for about 20 minutes.  Check if the patient is constipated. Milk the catheter along it’s length to remove or unblock any obstructions caused by encrustations or debris if all else fails, refer to a member of the urology team. (Chrisp and Nacey 1990, Guimex et al 1996). DO NOT – 

Attempt to burst the balloon by over inflating. 

Never cut the catheter or the inflation arm.

Never leave a catheter in-situ for longer than the recommended time. 

Rationale  If the balloon still does not deflate, then seek medical assistance and referral to the urology team if necessary. The patient may need to be referred to x-ray for ultra-sound guidance or flexible cystoscopy alongside the catheter to deflate the balloon. Flexible cystoscopy may also be required to remove any balloon fragments left in the bladder.

9.14 
Catheter valves

Patients may prefer to use a catheter valve instead of a drainage bag. However they require the patient to have cognitive awareness, bladder capacity and sensation. Rationale:

There is some recent evidence relating to the acceptability and usability of valves. But no large scale studies on the long term consequences of use. (Fader et al 1997, German et al 1997).

10.  
TROUBLE SHOOTING
10.1 
If female patients are unable to lie supine with knees bent up and hips flexed to allow visualisation of urethral opening and access to allow easy catheterisation it is possible to put patients into left lateral position and access in this way. 

10.2
If a new catheter does not drain-:

10.2.1 
Check that the catheter is in the urethra, (female only).

10.2.2 
Check the catheter is the correct length, so that the catheter eyes are in the bladder.

10.2.3 
Ask the patient to cough.

10.3 
If the catheter stops draining after it has been in for a while-:

10.3.1 
Check, for any mechanical obstruction, i.e. kinked tubing, occlusion of tubing by leg straps, bag higher than the level of the bladder.

10.3.2 
Check the patient isn’t constipated, and if so treat appropriately.

10.3.3 
Check for occlusion of the catheter eyes by either milking the tube or gently flushing the catheter with sterile water. 

10.3.4 
If the catheter does not start draining change it for a new one, inspecting the old catheter for encrustation. If the catheter eyes and channel appear patent, could the cause be bladder spasm.

10.3.5 
Consider the patients general condition, could they be in renal failure or dehydrated.

10.4 
Encrustation is probably the most common reason for an existing indwelling catheter to block. Kunin et al (1987) classifies patients into two groups: the blockers and non-blockers. They advise that a pattern of catheter life can be identified for many patients, and changes should be planned accordingly. 

10.5
Haematuria

This may be caused by trauma, infection or renal/bladder pathology.  If it severe medical help should be sought urgently. The patient should be treated for shock and monitored for clots and blockage. If it is overt refer the patient for medical investigation, e.g. cystoscopy.

10.6 
Bypassing catheter

First check for a kink in the drainage tube or constipation. If there is bladder spasm or irritation consider anticholinergic or antimuscaniric medication. A smaller catheter size, the balloon size and the catheter material (possible allergy to latex) may also be areas to consider. If there is encrustation changes the catheter and inspect for encrustation (see above).

10.7
Cramping pain

Common when a catheter is first inserted, the pain should subside within 24 hours. If it persists there is probably a bladder spasm and anticholinergic therapy should be considered.

10.8 
Urethral discomfort

Possibly due to distension of the urethra caused by too large a catheter or by occlusion in the Para urethral glands. Change to a smaller catheter.
10.9 
Autonomic Dysreflexia.

Autonomic Dysreflexia may manifest itself in patients with spinal nerve lesions above thoracic nerve T6. It is characterised by headaches, hypertension, flushing and sweating of the body above the level of the lesion. A distended bladder caused by catheter blockage, overfull drainage bag or non- compliance with intermittent self-catheterisation will trigger autonomic dysreflexia (in susceptible patients) and is a medical emergency. Treatment includes relieving bladder distension. Bladder management should be consistently aimed at preventing such crisis. (Spinal injuries association 1998).

10.10 
Catheter change and Catheter Maintenance Solutions

The use of catheter maintenance solutions is a contentious issue. In the past there has been over-use of these products based on custom and practice rather than research evidence. There is no indication for the prophylactic use of catheter maintenance solutions and the aim of any treatment is to decrease and cease washouts as soon as possible (ACA 2004).

10.11 
Assessment of catheters.

Carry out a full patient assessment to ensure that a catheter maintenance is required, as catheters can block for a variety of reasons, including constipation, the patient’s position in bed or chair, bladder spasm, the drainage system being kinked or being raised above the level of the bladder (Pomfrett 1999).

10.12 
Catheter expulsion

If a catheter is expelled in a female patient it should not be reinserted and certainly never replaced with a catheter of larger balloon size. This can lead to permanent irreparable damage to the sphincter mechanism as expulsion may become a regular feature. This is an indication for a urology referral for consideration of a suprapubic catheter.

11. 
SELECTION OF DRAINAGE SYSTEMS.

11.1 
Catheter valves allow drainage of urine from a catheterised bladder without the need for a permanently attached drainage bag, and should be discarded after 5-7 days use. They are suitable for patients with good manual dexterity, patients who can feel a full bladder, are mentally aware and mobile.

11.2 
Where possible a bag should be chosen that the patients could manage themselves. The patient should be educated and encouraged to carry out their own catheter care (Roe 1992).

11.3 
Bags with a fabric backing are more comfortable as they absorb perspiration, however they get wet in the bath/shower and may need more frequent changing. A leg sleeve should be considered.

11.4 
Ambulant patients should be encouraged to have leg bags or flip flow valves. Leg bags are available in 350, 500 and 750mls volumes.

11.5 
It should be ensured the bag volume and tube length is specified on the prescription. Women usually wear their bags on their thigh and men on their calf. It should be made certain that the tubing length prevents kinking or dragging of the catheter tubing. Bags should be secured with leg straps or a leg bag sleeve.

11.6 
The closed drainage system consists of a 2-litre drainage bag attached to the catheter, thus allowing the bag to be emptied without disconnecting the bag unnecessarily. This system should be considered for patients who require short-term catheterisation or are not ambulant. 

11.7 
The link system consists of a leg bag for use during the day, and a 2 litre non-drainable night bag, that is attached to the lag bag before the patient goes to bed. If a drainable night bag is required this should be changed daily. The night bag needs to be well supported on a catheter stand. (ACA 2004)

12
STORAGE OF CATHETERS
12.1 
Careful storage of catheters is essential if their sterility is to be maintained.

12.2 
If the known shelf life of any Foley catheter is less than 5 years, the manufacturer should state this on the catheter packaging (Ryan 1986).

12.3 
Catheters that have passed the manufacturers expiry date, or do so whilst in situ, must not be used (Glenister 1987).

12.4 
Catheters should be stored in their original packaging (Roe 1987).

12.5 
Banding together with elastic bands should be discouraged; this may damage the packaging and can also compress the drainage channels. (Ryan 1986).

12.6 
Catheters should not be exposed to strong sunlight and be stored at a temperature maintained preferably at about 15 degrees centigrade, away from direct heat (ACA2004).

13. 
REMOVAL AND DISPOSAL OF USED CATHETERS

13.1 
Removal of catheter will be in accordance with previously agreed date recorded on patient pathway, some surgical/ orthopaedic care pathways will have a previously determined length of stay for urethral catheter, removal of catheter will be in accordance with care pathway.
13.2
For step by step procedure of how to remove a suprapubic catheter, please refer to appendix 3.
13.3 
Guidance for safe removal of urethral catheter equipment 

13.3.1
Disposable gloves

13.3.2
Syringe to deflate balloon

13.3.3
Dressing pack 

13.3.4
Solution to clean meatus

13.3.5
Instilagel
13.4 
Explain procedure to patient and explain post catheter removal symptoms i.e. urgency frequency and discomfort caused by the irritation from the catheter in the urethra. Symptoms should resolve over the following 24-48 hours, if not they should inform the nursing/ medical staff. Patients should be encouraged to drink 2-3 litres of fluid per day. 
13.5 
Check the volume of water in the balloon this should be documented in the patients notes, also located on the catheter.
13.6 
Ensure leg straps. G strap etc have been released.
13.7 
Deflate the balloon ensuring that all the water has been removed.
13.8 
With clean gloves, cleanse the meatal area with solution.
13.9 
Gently remove the catheter ask patient to relax as if voiding, in male patients the catheter can become lodged in the meatus, instilagel can be used to lubricate and reduce the discomfort.

13.10
Disposal of used catheters should be carried out according to the Policy on Disposal of Clinical Waste and Spillage, WWL NHS Foundation Trust.

14. 
DOCUMENTING CATHETERISATION

14.1 
Thorough documentation of catheterisation enables the health professionals responsible for care to assess a patient’s tolerance to their catheter and give continuity of care. Batch numbers and expiry dates are used in case of hazard warning and enable reporting of faults to the manufacturer and Medical Devices Agency.

14.2 
The following should be recorded in the patient’s notes :-

14.2.1
Date of catheterisation.

14.2.2
Route of catheterisation.

14.2.3
Reason for catheterisation.

14.2.4
How consent was obtained. 

14.2.5
Planned date for catheter removal or change.

14.2.6
Cleansing agent used.

14.2.7
Anaesthetic gel- quantity used,  batch number, expiry date

14.2.8
Catheter type- name of manufacturer, batch number, charier size, length, expiry date.
14.2.9
Balloon size.

14.2.10 Type of drainage system attached.

14.2.11 Always follow manufacturer’s guidelines. 

14.2.12 Always document when the catheter is expected to be removed or change is due.

14.3 
The Trust now has two pieces of documentation that must be completed when a patient is catheterised these are the green catheter management form, this must be kept in the patients case notes and the catheter passport which is completed for every change of catheter it is kept by the patient for a record of their catheter changes.  Additionally for a new catheterisation rather than a catheter change the residual volume (drained within 15mins) and a description of the type of urine (haematuria, clear, offensive etc) should be recorded.

15. 
SUPRAPUBIC CATHETERISATION (SP)
Definition: A suprapubic catheter is one that is inserted, through an artificial tract in the abdominal wall, just above the pubic bone, and into the dome of the bladder (Shah & Shah 1998).

15.1
Indications

Urinary retention caused by prostatic obstruction, urethral stricture, trauma where urethral catheterisation not possible ( Shah 1998, Addison 1999)

15.2
Advantages : 

SP catheters do have some advantages over urethral catheters. These are:-

15.2.1
Do not damage urethral tissue.

15.2.2 Are more comfortable for the user.

15.2.3 Allow sexual activity.

15.2.4 Have reduced urinary infection rates in comparison to urethral catheters.

15.2.5 Can be blocked off with a valve to achieve a trial of voiding ability.

15.2.6 Causes less pain than urethral catheters.

15.2.7 Patients and informal carers may be taught to change SP catheters.

15.2.8 Nurse practitioners, trained in the technique, can carry out initial insertions.

15.2.9 Avoids the risk of bladder neck/sphincter damage in females.

(Addison & Mould 2000)

15.3
Disadvantages 

15.3.1 May be a source of worry to the nurse; the fact that traditionally doctors inserted them, creates a belief by some nurses that SP re-catheterisation is difficult. This misconception, coupled with lack of experience and training, has caused concerns regarding SP catheters nurses need to know that SP re-catheterisation is a relatively simple nursing procedure.

15.3.2
Needs provision of a nurse and patient education to facilitate successful changes of the catheter.

15.3.3 Like urethral catheters, may block due to encrustation.       (McMahon-Parkes 1998).

15.4
Suitable patients for SP catheters
The practitioner will have local guidelines for those who are and are not suitable for a simple insertion of a SP catheter under local anaesthetic.

15.5
 Not suitable 

15.5.1
Unable to fill bladder to a minimum of 300mls (expert opinion Kirkwood 2003).

15.5.2 Previous lower abdominal surgery.

15.5.3 Unexplained haematuria.

15.5.4 History of bladder tumour.

15.5.5 Blood clotting disorders.

15.5.6 Ascites.

15.5.7 Severe obesity.

15.5.8 Suspicion of ovarian cyst.

(Addison & Mould 2000).

15.6 
Suitable
15.6.1 In acute retention.

15.6.2 Chronic retention with renal impairment.

15.6.3 Unable or unwilling to perform ISC.

15.6.4 Persistent expulsion of urethral catheter.

15.6.5 Patient comfort and sexual expression.

15.6.6 Anatomically difficult to catheterise urethrally.

15.6.7 Mobility problems.

15.6.8 Incurable incontinence.

15.6.9 Long-term urethral catheter for over 12 months.

15.7 
Initial insertion of SP catheter
A trained medical or nursing practitioner must carry this out. Traditionally, the first insertion is done in hospital, however providing the insertion is done under aseptic conditions, with access to essential equipment. i.e. bladder scanner, they can be done in the patient’s home or at community clinics.

15.8
Simple insertions, e.g. bladders that are easily filled and located, are done under local anaesthesia. Complex cases are referred to urologists and may be carried out under general anaesthesia. However once the initial incision is made, subsequent changes and care are the same. NB Seldinger technique should always be used when inserting a supra-pubic catheter.
15.9
Type of catheter used

Hydrogel coated, latex catheters appear to be more successful than all-silicone catheters because of the difficulty in removing an all-silicone catheter at change.

Check that the CE mark and the manufacturer recommend the catheter for SP use. All silicone catheters tend to be more difficult to remove as silicone balloons do not have good memory and form a cuff that sticks within the tract. They may require a great deal of traction to remove them, (Medical Devices Agency 2001).

15.10
 Size and length

16ch/Fg preferably, but either 14 or 18Ch/Fg is acceptable, (Shah & Shah 2000).

The length used is mostly dependant on patient preference. Standard length is the most common, but a female length is acceptable providing the patient has sufficient length to connect e valve or drainage bag.

Consider-   Obesity


                  Mobility (e.g. in wheelchair)


                  Clothing

15.11
Containment of urine.

Dependent upon local policies, patient preference and suitability, i.e. poor memory or small bladder capacity, a bag or valve can be used with a SP catheter. Sterile, closed/ link systems are advocated, (Wilson 1998).

16. 
SUPRAPUBIC CATHETER TROUBLESHOOTING.

16.1 
An all-silicone catheter may be difficult to remove at routine catheter change, however, they reduce catheter blockages with debris and sediment and aid drainage and can be washed out more effectively.  All-silicone catheters seem so stick within the tract, requiring a great deal of traction to remove them. This is because of the balloon not conforming on removal of the water and forming a cuff. Hydrogel coated latex catheters are now increasingly used in SP sites, unless the patient is allergic to latex. (Parkin et al 2002).  Recommended catheter size 16CH, to reduce catheter blockages with debris and sediment. If unable to pass 16CH – use a smaller catheter with the plan to re-dilate back up to a size 16CH.
16.2
Caution

16.2.1
Prior to changing a suprapubic catheter, try to ensure the bladder is full. Stop and seek further advice if any of the following occurs:

16.2.2
The catheter during any change of the procedure cannot be easily passed.

16.2.3
The patient complains of undue pain.

16.2.4
Bleeding occurs, other than that normally associated with minor trauma.

16.2.5
When catheterising a patient if you are unsuccessful after 2 attempts DO NOT PROCEED. Contact the Urology team, Specialist Continence advisor or GP.
16.3
By-passing urine urethrally

This usually occurs when the urethral closing pressure is less than any bladder contraction (spasm). In female patients this may be resolved by use of anticholinergics, intra-vesical injections of botulinum toxin or surgical occlusion of the urethra (Addison & Mould 2000)

16.4
Blockage

Dealt with in the same way as urethral catheters. Washouts and pH monitoring (McMahon-Parkes 1998).  Persistent catheter blockages – open tip catheter size 16CH may be advised.
16.5 
Over-granulation of the insertion site

This may be due to an oversized initial incision, or a response to a foreign body, i.e. catheter solution. Change the direction of the lay of the catheter against the abdomen by changing the leg bag attachment or taping the catheter into a different direction. Over-granulated areas can be treated with application of silver nitrate stick (McMahon-Parkes 1998) or refer to tissue viability nurse for advice

16.6 
Latex Allergy

In order to comply with DOH guidelines on management of latex –sensitised workers and patients (DOH 1994) the continence service recommend that;-

16.6.1
Patients should be routinely questioned about previous reactions to latex products.

16.6.2
Staff should report actual or possible allergy to latex products to the Occupational Health Department.                  

16.6.3
Low allergic or powder-free products, and/or non-latex examination gloves and devices should be made available.

16.7
Vinyl gloves are available from NHS Logistics. 
17
Human Rights Act
Implications of the Human Rights Act have been taken into account in the formulation of this policy and they have, where appropriate, been fully reflected in its wording.

18
Accessibility Statement
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Appendix 2

Glossary
	Ch/FG


	Charier / French gauge– the abbreviations used for measurement of internal lumen

	SP 


	Suprapubic catheter

	ISC


	Intermittent Self Catheterisation

	Haematuria 


	Blood in urine

	UTI 


	Urinary Tract Infection

	POM 


	Prescription only medication

	pH


	Measurement of urine acidity using lab stix

	Cystoscopy 


	Inspection of bladder under local anaesthetic using a endoscope

	TWOC
	Trial without catheter – ie trial of voiding after catheter removal




Appendix 3

Step by Step Procedure - Removal of Catheter

	
	Action
	Rationale

	1
	Explain the procedure to the patient, as there may be some discomfort and bleeding.

Obtain valid consent documenting the content of the discussion, to include relevant risks benefits and alternatives, and information shared in the patient record. If there are concerns regarding capacity to consent to this procedure refer to Consent to Assessment Examination and/or Treatment Policy on the Intranet.
	To reduce patients stress and anxiety.

To ensure patient understands the procedure and gives informed consent.

	2
	Confirm requirement to change catheter with planned change date or patient need (i.e. catheter is blocked).

Check when catheter was last inserted and how much sterile water was used to inflate the balloon.

Ensure patients bladder is full prior to change (see caution Section 16.2). 
	Review life-time of the catheter

To ensure same amount of sterile water will be withdrawn can be slightly less due to osmosis

To ensure correct placement of the catheter.

	3
	Ensure PSD is in place and check if anaesthetic gel is being used.
	To ensure patient safety for use of prescribed medications.

	4
	Assist the patient to an appropriate position (this could be sitting or supine) and cover the patient.
	To facilitate catheter change and maintain patients dignity and comfort.

	5
	Prepare a working area beside the patient.
	To provide a clean working surface.

	6
	Apply disposable apron and decontaminate hands.
	To reduce the risk of cross infection.

	7
	Ensure all equipment available. Check all packaging for expiry date and damage before opening. Following the principles of surgical aseptic non-touch technique (ANTT) open the outer cover of the catheterisation pack and slide onto the prepared clean working surface.
	To check equipment is not damaged and is in date.

To reduce the risk of contamination and cross infection.

	8
	Using the principles of surgical, ANTT, open the catheterisation pack, and the supplementary packs including the catheter and gel onto the sterile catheterisation pack (if not using Bard Foley Pack).
	To prepare equipment and ensure smooth procedure and to reduce the risk of introducing infection into the bladder.

	9
	Put on sterile gloves, decontaminate hands and apply sterile gloves.
	To minimise the risk of cross infection.

	10
	Attach 10ml syringe to inflation valve on catheter. Drain balloon of water without aspirating forcibly.

If unable to deflate balloon contact the Catheter Team/Specialist Continence Advisor/GP/Urology specialist.

*DO NOT CUT THE CATHETER*
	To minimise the cuffing effect on the balloon and aid ease of removal.

Also reducing the risk of trauma.

	11
	Observe length of catheter within the bladder and also the angle of the fistula track from which it is removed and use this information to guide the insertion of the new catheter.

Gently remove the catheter observing the length insitu. As you withdraw the catheter from the tract you may need to use a slight rotating action.

Have some gauze ready in the event of leakage.
	To minimise trauma. This may reduce encrustation or cuffing of the deflated balloon.

There may be a gush of urine as you withdraw the catheter.

To aid reinsertion of the new catheter.

	12
	Dispose of old catheter and remove gloves.
	To reduce the risk of environmental contamination.


Appendix 4

Step by Step Procedure - Insertion of a Catheter

	
	Action
	Rationale

	1
	Decontaminate hands, as per hand washing policy and put on a new pair of sterile gloves.
	To minimise the risk of cross infection.

	2
	Place sterile towel across patient’s abdomen.
	To create a sterile field.

	3
	Cleanse around the supra-pubic cystostomy site with sterile 0.9% normal saline.
	To reduce the risk of introducing infection during catheterisation.

	4
	Insert the nozzle of the lubricating or anaesthetic gel into the supra- pubic site. Squeeze the gel into the tract, remove and discard.
	This lubricates the cystostomy site and reduces the risk of trauma and decreases discomfort during catheterisation.

	5
	Place receiver containing catheter on top of sterile towel on patient’s abdomen.
	To prepare for insertion of catheter.

	6
	Insert the catheter at the same angle into the abdominal tract. Advance the catheter slightly further than the length of the catheter that was previously in situ. You may need to use a rotating action.

Note this must be done within 30 – 40 minutes. If the catheter is not inserted within 40 minutes you must seek medical advice (see Key Note section 8).

Confirm position of catheter (i.e. that it is in the bladder).
	To aid insertion and to ensure safe insertion of the catheter.

Cystostomy tract can close quickly due to detrusor contraction.

To ensure the catheter is not in the urethra prior to the balloon being inflated.

	7
	Observe for urine flow, this may not be immediate and may be a little bloodstained. Once urine flowing, inflate the balloon as per manufacturer’s guidelines.

Observe for signs of discomfort – balloon inflation should be pain free.
	Proper inflation is necessary for the creation of a symmetrical balloon.

An under – inflated balloon can result in a tear shaped balloon configuration with deflection of the catheter tip.

An over-inflated balloon increases the urine pooled in the bladder base with the associated risks of bladder spasms or bacteria.
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	Withdraw the catheter slightly and connect to the new sterile drainage system.
	Maintaining a closed drainage system reduces the risk of catheter related infection.

	9
	Secure catheter using a catheter retaining strap.
	To prevent any pulling on the catheter.
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	Monitor patient for signs of bowel perforation including:

· Patient has abdominal pain

· Patient has signs of localised peritonitis

· Patient is systemically unwell.
	In accordance with NPSA (July 2009).
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	Dispose of all equipment as per policy.
	To maintain a safe environment.
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	Remove gloves and apron.

Decontaminate and dry hands as per policy.
	To reduce the risk of cross infection.
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	Document procedure fully in
	To provide a point of reference or

	
	patient record and catheter passport:
	comparison in the event of later

	
	Include:

· Catheter Type

· Length

· Balloon size

· Batch no / lot no manufacturer

· Expiry date

· Lubricant

· Drainage

· Drainage/Colour/Consistency of

· Name and signature of professional

· Any problems encountered on Insertion

· Date of next insertion and subsequent review.

Where available use stickers provided on catheter packaging.
	To comply with NMC Guidelines.

In accordance with SOP for completion of Health Records.

	26
	Discuss any changes in catheter care and ensure patient has enough stock for next catheter change.
	To reduce any possible complications and reduce the risk of unnecessary hospital admission due to lack of stock.


Appendix 5
Competency Assessment - Registered Nurse/Assistant Practitioner/Nurse Associate
Remove and replace a Suprapubic Catheter
To be completed 3 yearly or sooner if there is a clinical need identified.

Employee Name

…………………………………………………………

Job Title

…………………………………………………………

Place of Work

…………………………………………………………

Assessor Name

………………………………………………………….

Date of Assessment
……………………………………………………    

Rationale for a Competency Assessment for the Replacement of a Suprapubic Catheter by registered nurses/assistant practitioners/nurse associate:

All staff should be compliant with Wrightington, Wigan and Leigh Teaching Hospital NHS Foundation Trust Training requirements, Standard Operating    Procedures (SOPs) and Policies. 

The person being assessed must be deemed competent in Knowledge, Comprehension, Application and Evaluation of each element being assessed.
Competency should be assessed by a Registered Nurse assessed as proficient or expert in the intervention.

Name:

	Performance Criteria
	Assessment Method
	All Competency Levels Achieved
	Signature of Nurse Undertaking the Assessment
	Signature of Assessor
	Date achieved competency

	1.1 Located relevant records, checked the patient’s identity using 3 identifiers

Name.

D.O.B.

NHS number

Obtains valid informed consent as per Trust Policy prior to procedure. 
	Observation/verbal discussion

Aware of trust policy for patients unable to consent.
	Yes

No
	
	
	

	1.2 Checked rationale for suprapubic catheter and date of last routine check. 


	Observation/verbal discussion

Aware that first catheter change is done by urology team.
	Yes

No
	
	
	

	1.3 Demonstrated correct principles of Trust hand hygiene (ANTT) and Personal protective equipment 
	Observation/verbal discussion
	Yes

No
	
	
	

	1.4 Checked catheter pack for any faults/tears in pack. Details of catheter for manufacturing license date and expiry date and correct use. Standard length to be used  
	Observation/verbal discussion
	Yes

No
	
	
	


Name:

	Performance Criteria
	Assessment Method
	All Competency Levels Achieved
	Signature of Registered Nurse Undertaking the Assessment
	Signature of Assessor
	Date achieved competency

	1.5 Explained the procedure and ensured privacy and dignity. Ensured the patient was comfortable ensuring supine position and good lighting was available.

       Prepared equipment required for removal and replacing catheter.
	Observation /verbal discussion


	Yes

No
	
	
	

	1.6 Removed catheter be deflating balloon and gently withdrawn catheter from suprapubic area, cleaned stoma site with warm water and gauge, placed a small amount of lubricant gel to tip of catheter. Protecting key parts gently inserted the tip of catheter in stoma tract and catheter advanced until urine present and balloon inflated. Connected to selected draining device and secured with G-Strap. 
	Observation/verbal discussion

Demonstrated not to inflate balloon until urine is present.


	Yes

No


	
	
	


Name:

	Performance Criteria
	Assessment Method
	All Competency Levels Achieved
	Signature of Nurse Undertaking the Assessment
	Signature of Assessor
	Date achieved competency

	1.7 Measured the amount of urine following procedure and document same.

       If a specimen was required for laboratory examination obtained at this time to be documented.
	Observation / verbal discussion
	Yes

No
	
	
	

	1.8
Ensued the patient was assisted with clothing and left comfortable.
	Observation / verbal discussion


	Yes

No


	
	
	

	1.9 Correct disposal of clinical waste and decontaminates hands as Policy. (ANTT)

      

	Observation / verbal discussion
	Yes

No


	
	
	


Name:

	Performance Criteria
	Assessment Method
	All Competency Levels Achieved
	Signature of Nurse Undertaking the Assessment
	Signature of Assessor
	Date achieved competency

	1.10 Made a clear, accurate and immediate record in both patient’s notes and catheter passport. This included the following

         Reason for catheter

         Date & time of catheterization

         Catheter type, length, size and amount of water in balloon.

         Expiry date and batch number

         Problem with catheter change if any.

         Next routine plan date

        
	Observation / verbal discussion
	Yes

No
	
	
	

	1.11 Ensured patient had contact details of services in case of any problems with catheter. 

       Day & night contact numbers.


	Observation / verbal discussion


	Yes

No
	
	
	


Name:

	TASK:
	DATE:
	ASSESSOR SIGNATURE & COMMENTS:
	LEARNER SIGNATURE & COMMENTS:
	*REVIEW DATE:

	TASK:

Assessment for the removal and replacement of a suprapubic catheter 

DOMAIN:

Practice Effectively Safety

SUB-DIVISION:

Effective communication Person centred care 
	ASSESSMENT:

1

2

3

4

5

1: Novice

2: Advanced Beginner

3: Competence

4: Proficient

5: Expert


	SIGNATURE:

_______________________ DATE: 

PRINT NAME:

_______________________

COMMENTS:
	SIGNATURE:

_______________________ DATE: 

PRINT NAME:

_______________________

COMMENTS:


	


 Review must be every 3 years or sooner if there is an incident identified 



Certificate of Completion
This is to certify that
                                     Name and designation:

has successfully completed the competency framework for Removal and Replacement of Suprapubic Catheter 
     Signature and designation of assessor                                                                             Date
AT ALL TIMES, STAFF MUST TREAT EVERY INDIVIDUAL WITH RESPECT 


AND UPHOLD THEIR RIGHT TO PRIVACY AND DIGNITY
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