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Dear
Freedom of Information Act 2000 request: Bladder scanners/ Urology

With reference to your request for information, dated 6th June 2016, made under section 1(1) of the
Freedom of Information Act, I am writing to inform you of the outcome of your information request.
You asked the following:
1. How many bladder scanners are registered and in working order with your equipment library
(or equivalent)?
2. How many ultrasound bladder scanners did your Trust buy in the 2015/16 financial year?
3. Is there a hospital training record for those healthcare workers that are trained to use
ultrasound bladder scanners
4. Do you have a hospital policy which includes the indications for use of ultrasound bladder
scanners across all departments and ward areas?
5. How many incontinences nurses or clinical nurse specialists are employed by your Trust?
6. How many urology nurse specialists are employed by your Trust?
Our response:
1. There are 20 bladder scanners on the Central London Community Healthcare NHS Trust
(CLCH) medical devices asset register. CLCH does not operate an equipment library,
devices throughout the Trust are recorded on the medical devices asset register.
2. CLCH bought five bladder scanners in the 2015/16 financial year.
3. Yes, the Learning and Development team keep the training / attendance records. Bladder
scanner training is done as part of the CLCH continence assessment course. If required a
representative from Verathon is invited to do ad hoc training. In addition, bi monthly bladder
scanner training is bookable for staff via ESR.
4. Please see attached PDF. The policy covers community healthcare as we are not an Acute
Trust.
5. There are a total of 8 continence nurses employed by Central London Community
Healthcare.
6. Central London Community Healthcare NHS Trust does not employ any urology nurse
specialists.

Providing community healthcare
in London and the Home Counties

Chairman: Angela Greatley OBE
Interim Chief Executive: Richard Milner

This completes our response to your request for information. If you are unhappy with our response,
please write to us giving your reasons and we will address them. If you remain dissatisfied you are
entitled to appeal to the Information Commissioner:
Customer Contact
Information Commissioner's Office
Wycliffe House
Water Lane
Wilmslow SK9 5AF
Tel: 0303 123 1113
http://ico.org.uk/concerns/getting/report_concern_foi
Yours sincerely,

Jonathan Walmsley
Information Governance Facilitator
Central London Community Healthcare NHS Trust
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1.

Introduction

Urinary catheterisation is a common procedure involving the insertion of a catheter
into the bladder via the urethra, (urethral catheterisation) or through an incision in the
lower abdomen (suprapubic catheterisation). However urinary catheters interfere with
the normal defences of the body against infection allowing micro-organisms to invade
the urinary tract quite easily (Wilson, 2006). There is evidence that the longer the
urinary catheter is in situ the greater the risk of a patient acquiring bacteria in the
urinary tract and developing a urinary tract or even a systemic infection (Kneil et al,
2009). Many of these infections are serious and lead to significant morbidity and even
mortality.
Urinary tract infections are among the commonest healthcare-associated infections
(HCAI). The presence of a urinary catheter and the duration of insertion are significant
risk factors for the development of infection. Urinary catheterisation should be
avoided where possible and best practice guidelines must be followed when
catheterisation is necessary.

The following general principles should apply to the management of urinary catheters:


Urinary catheters should only be used when there is no suitable alternative and
kept in place for the shortest time possible.



Urinary catheter insertion, use of catheter maintenance solutions and urine
sampling must be undertaken by trained and competent staff using Aseptic
Non-Touch Technique (ANTT).



Patients and carers must be educated in catheter maintenance with emphasis
on ways to reduce risks of infection.



Documentation must be kept up to date including the reason, date of insertion
and proposed duration of the device.

2.

Aim and Objectives

This clinical policy aims to ensure that adult and paediatric patients receive the
optimum level of urinary catheter care, in line with current professional guidelines, best
practice, research based evidence and knowledge.
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The aim of this policy is:


To provide an organisation wide standard for urinary catheter management
within CLCH



To provide evidence based urinary catheter management guidance for staff



To reduce the incidence of urinary tract infections related to indwelling urinary
catheters

3.

Definitions and Legal Framework

Definitions
Bacteriuria: the presence of bacteria in the urine with or without associated
symptoms of infection. In the absence of symptoms this is referred to as
asymptomatic bacteriuria (or in the case of a patient with an indwelling catheter as
catheter colonisation).
CAUTI: Catheter Associated Urinary Tract Infection
CSU: Catheter Specimen of Urine
Indwelling catheter: a self-retaining catheter i.e. Foley catheter with an inflatable
balloon.
Intermittent catheter: single use Nelaton catheter (without a balloon) inserted into
the bladder and removed once urine drainage is complete.
Penile sheath: an external urinary collection device that fits over the penis like a
condom. Used in the management of urinary incontinence.
Urinary Catheterisation: The passing of a catheter into the bladder via the urethra
or a cystostomy (suprapubic) using a Foley or a Nelaton catheter in order to drain
urine. Catheterisation may be for short term (up to 28 days) or long term (more than
28 days).
Urinary Tract Infection – UTI: The successful invasion, establishment and growth
of microbes within the urinary system of the host. Any factor interfering with the
normal flow of urine can increase susceptibility to infection.
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Legal Framework
Infection prevention and control is governed by the following legislation:
Health and Social Care Act, 2008: code of practice for the prevention and control of
healthcare associated infections (the Hygiene Code)
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/151965/
dh_123923.pdf.pdf
All Trusts must comply with the Hygiene Code as a condition of registration
with the Care Quality Commission.

4.

Duties

4.1

Duties of the Chief Executive

The Chief Executive has overall responsibility for managing risk within the
organisation.

4.2

Duties of the Continence Service

The Continence Promotion Service has the responsibility for ensuring that high and
evidenced based standards of care are delivered to all catheterised patients by
providing ongoing training and support for staff, patients and carers within CLCH.

4.3

Duties of the Infection Prevention Service

The Infection Prevention Team works closely with the Continence Team in the
prevention of catheter-associated urinary tract infections (CAUTI). The Infection
Prevention Team advises on infection prevention and control aspects of urinary
catheter management, takes part in multi-disciplinary training and leads in the
development and updating of evidence-based urinary catheter policy.

4.4

Duties of Managers

Managers must ensure that the Urinary Catheter policy is followed at all times in their
areas of responsibility and that any barriers to safe practice are removed. This policy
must be drawn to the attention of all staff involved in urinary catheter care including
agency, bank and locum staff and students on placement.

On appointment managers should assess any skills gap as appropriate as part of the
local induction checklist and Skill for Health Competency Checklist (Appendix 18).
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Managers must ensure that all staff involved in urinary catheter management and
care, and especially when undertaking urinary catheterisation as a new role, attend
the continence training provided by the CLCH Continence Promotion Service. The
Catheterisation Competency Assessment Tool can be found in Appendix 19. All staff
must complete infection control training when joining as new employees and through
annual updating.
Managers must also ensure that staff where appropriate are able to educate patients
and carers on the safe management of urinary catheters.

4.5

Duties of Professional Leads for Children

Professional leads will work with the Community Children’s Nursing teams and CBU
managers to ensure that the policy and competencies are adhered to. They will
ensure that standards for children’s catheter care are evidenced based and any
associated risks identified and addressed.
4.6

Duties of Staff

A qualified nurse may carry out urinary catheterisation and catheter management if
they can demonstrate competence. Male/female catheterisation is considered to be a
nursing procedure that may also be carried out by other health care professionals if
they can demonstrate competence. Every professional is personally accountable to
ensure competence in urinary catheterisation and for following CLCH policy.
The Skill for Health Competency Checklist and Catheterisation Competency
Assessment Tool can be found in Appendices 18, 19 and 20.
The competent professional has also a duty to educate patients and carers on the
safe management of the urinary catheter and related equipment.
If urinary catheterisation and catheter management is delegated to a paid carer, it
must be clarified that their employer will insure them to carry out the procedure.
Every patient and/or carer should be given the CLCH patient information leaflet. See
Appendix 16.
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5.

Indwelling Urinary Catheter

5.1

Indications for the use of a urethral catheter

The use of an indwelling catheter should be avoided. However a urethral catheter may
be needed for one or more of the following reasons:


Acute or chronic retention of urine



Prostatic hyperplasia



Draining of hypotonic bladder



Relief of urinary tract obstruction



Neurogenic bladder



Pre and post pelvic surgery



To drain the bladder in terminally ill patients



To aid wound healing in cases of sacral pressure ulcers where urinary
incontinence prevents wound healing



For the management of urinary incontinence when all other methods are
not applicable or have failed.

Patients with neurological diseases, e.g. paralysis, spinal cord injury, multiple
sclerosis, cerebral vascular accident must only be catheterised if they have one of
the above conditions and following a medical assessment.
Protocol for Female and Male Urethral Catheterisation see Appendix 5 + 6.

5.2

Indications for the use of a suprapubic catheter


If unable to pass a urethral catheter and the patient is in acute retention
of urine.



In patients who are sexually active requiring a long-term catheter.





For ease of promoting normal voiding following pelvic surgery.
To minimise urethral trauma in patients with long term catheters.
For patient comfort if long-term catheterisation is unavoidable



To reduce the risk of infection in long term catheterised patients

Protocol for Suprapubic Catheterisation see Appendix 9.
5.3

Exclusions and contra-indication for urinary catheterisation


Lack of consent on the part of the patient (if the patient objects to a staff
member of the opposite sex carrying out the procedure, every effort
should be made to find a staff member of the same sex to carry out the
procedure).



Specific medical instruction that catheterisation is not to take place.
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5.4



Urethral obstruction when not dilated



Recent surgery on prostate/urethra

Catheterisation for the first time in one particular care episode

The decision to catheterise a patient ideally should be made jointly by the patient, the
nurse and the doctor. This decision must be made following a diagnosis and the
documentation must clearly identify the necessity for and intended duration of
catheterisation. A risk assessment must be made and best practice followed to avoid
unnecessary complications when catheterising a patient in their own home.
Depending on the patient and reason for catheterisation a short term (up to 4 weeks)
or long term (up to 12 weeks) catheter must be used. See Catheter Care maps
Appendices 1 + 2.
The following must be considered:


In chronic or acute retention there may be altered blood chemistry which,
before or after draining the bladder, may induce a systemic collapse
(hypovolaemic shock) in the patient.



A patient who has a suspected or known residual volume of urine should
not be left on his / her own after the procedure as they may collapse.
The patient’s pulse and blood pressure must be checked before and
after the procedure.



Hypotension and post obstructive diuresis are potential complications of
rapid emptying of the bladder. However, there is no evidence that
gradual bladder emptying will decrease these complications (Selius et al
2008; Nyman et al 1997).



There is a risk of haemorrhage in a patient with acute urinary retention.
A sample of blood should be taken for renal function test in every case of
acute urinary retention within 24 hours of catheterisation (Macdonald,
2008). If in any doubt, arrange for the patient to be in a controlled
environment before catheterising – usually a hospital.

5.5

Extra Caution

Extra Caution should be exercised in patients with certain conditions including:


Known urethral stricture.



Previous difficult catheterisation.
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Active inflammation of the lower urinary tract, e.g. urinary tract infection,
prostatitis, cystitis.



Recent surgery to the lower urinary tract.



Trauma to the pelvis or abdomen.



Carcinoma of lower urinary tract.



Tissue fragility.



Haematuria.



Known history of abuse.



Congenital abnormalities of the genitalia.



Penile / vaginal pain (urethral catheterisation).



Penile / vaginal bleeding or discharge (urethral catheterisation).

If one of the above is present contact the Continence Advisor for advice. If the patient
has a spinal injury and is prone to autonomic dysreflexia, ensure sublingual Glyceryl
Trinitrate (GTN), Captopril or Nifedipine is readily available.
5.6

Clean Intermittent Catheterisation (CIC)

Rationale
Intermittent catheterisation is the passing of a single use catheter into the bladder then
being immediately removed when drainage is complete (Yates, 2008).
Patients who need to undertake intermittent self-catheterisation have voiding
problems, resulting in retention of urine. These patients include those with spinal
injuries, spina bifida, outflow obstruction, post-surgery and neurological disorders
including paraplegia or multiple sclerosis. A catheter can also be used to dilate the
urethra after urethrotomy.

Intermittent catheterisation is an effective way of managing patients with voiding
difficulties. It protects the upper urinary tract from reflux; provides greater freedom for
expression of sexuality; improves the patient’s potential for self-care and
independence and reduces the need for equipment and appliances (Getliffe 1997). It
may also help to reduce catheter associated urinary tract infections (Bakke et al
1991). Intermittent catheterisation should always be used in preference to an
indwelling catheter if it is clinically appropriate and a practical option for the patient
(NICE 2012) as it can improve quality of life. However there may be complications,
which increase with long-term use, including: urinary tract infections, prostatitis,
trauma including haematuria, urethral strictures and false passages (Yates, 2008).
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There are several types of intermittent catheterisation:
a. "Clean Intermittent Self Catheterisation" (CISC) The patient intermittently
passes a catheter into the bladder to assist in the drainage of urine where
normal voiding is not possible.

b. "Clean Intermittent Catheterisation" The relative or carer intermittently
catheterises the patient to assist in the drainage of urine where normal voiding
is not possible. This is a clinically clean procedure; the relative / carer performs
the procedure on the patient - always with full consent from the patient.

c. "Intermittent Catheterisation" by healthcare professionals: In this instance
catheterisation must always be carried out using an aseptic non touch
technique (ANTT). In some circumstances trained healthcare professionals
may catheterise patients with chronic retention periodically.


It is essential that the bladder is not allowed to overfill.



High risk of healthcare acquired infection.

The technique of CIC can be used for either male or female patients. It is important
that catheterisation is carried out often enough to prevent bladder distension but the
frequency will depend on the individual's bladder assessment. This may be up to six
times daily for bladder emptying. Patients are taught how to undertake the procedure
themselves.

Required skills
It is vital that the patient is able to store urine in their bladder. Patients must be able to
understand the technique for CISC, have reasonable dexterity and mobility and be
motivated to commit to the procedure. However, if a patient is unable to undertake this
procedure, a carer/partner may be trained by the healthcare professional to undertake
the catheterisation.
If the procedure is carried out by a healthcare professional, an aseptic non touch
technique must be used (RCN, 2012; Rowley et al, 2010).
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5.7

Trial without catheter (TWOC)

Any patient with a catheter should be reviewed regularly (NICE, 2012) and a planned
trial without a catheter (TWOC) should take place when an assessment indicates that
the catheter can be removed. The purpose of the trial is to assess the patient’s ability
to empty their bladder successfully following the removal of their indwelling urinary
catheter.

Bladder scanning with an ultrasound scanner (portable) is considered best practice to
assess the residual volume of urine in the bladder as part of the procedure (Addison,
2001). The healthcare practitioner must be trained and competent to use the scanning
equipment and be able to interpret the results.

A TWOC should take place as soon as possible following catheter insertion or when a
reassessment of the patient indicates that it is safe to do so (RCN, 2012.) There is a
lack of consensus about the best time of the day to remove a catheter but research
involving urology suggests midnight (Kelleher, 2002). TWOC has been found to be a
more successful procedure when performed in the patient’s home in comparison to a
hospital setting (Warrilow et al, 2004). It is also less disruptive to a patient.

A discussion prior to arranging a TWOC must take place with the patient; this would
include why the TWOC has been suggested, outlining benefits, expected outcomes,
what the procedure involves, and outlining both nurse and patient responsibilities.
Consent must be gained from the patient for the procedure (DH 2009).
See Appendix 17 for TWOC procedure in patient’s own home / bedded areas,
and TWOC patient information.

5.8

Consent

The process of obtaining consent should be in line with the CLCH Consent to
Examination, Treatment or Therapy Policy. The instruction from the responsible
medical or nurse practitioner and consent from the patient should be documented in
the patient’s records prior to the first catheterisation.

A routine re-catheterisation or change of blocked catheter does not require medical
consent. Consent from the patient should be obtained and the process recorded at
every catheterisation. In order to ensure that consent is fully informed, a thorough
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Every patient must have a ‘Urinary Catheter Assessment & Monitoring
form which is up to date and a complete record of all catheter changes
See Appendix 3 + 4

explanation should be given to the patient and the patient offered a choice of a male
or female practitioner where possible.
5.9

Documentation

Catheterisation and all catheter care must be documented in accordance with the
Nursing and Midwifery Council Guidance for Record Keeping (NMC, 2008; RCN,
2009) to ensure an accurate and correct record, and CLCH Clinical Record Keeping
Policy.
5.10

Infection Control Aspects of Catheterisation

The single most important infection control measure concerning urinary catheters is to
avoid using them wherever possible. Alternatives to indwelling urinary catheterisation
such as continence management and penile sheaths etc. must always be considered
prior to catheterisation. Intermittent catheterisation should be used in preference to an
indwelling catheter if it is clinically appropriate and a practical option for the patient
(NICE 2012).
All healthcare personnel must decontaminate their hands before and after all catheter
care and wear a new pair of non-sterile gloves before manipulation of the system (see
Infection Control Policy IPC 01).
All patients and carers must be aware of the need to decontaminate their hands, the
need to keep the system closed and to seek professional help when they suspect any
clinical infection.
Appropriate selection of catheter material and size will also help to reduce the
incidence and impact of infection by minimising trauma and irritation of the urinary
tract.
5.11

Catheter Insertion

Where a member of the healthcare staff inserts an indwelling urinary catheter the
Aseptic Non-Touch Technique (ANTT) policy (IPC 04) must be followed. Hands must
be washed using soap and water prior to insertion and sterile gloves must be worn. A
non-touch technique and sterile equipment is required (Rowley et al, 2010). A
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lubricant with local anaesthetic effect from a single use container should be used to
minimise urethral trauma and infection.
The periurethral area must be cleaned with sterile normal saline prior to
catheterisation. Individual single use sachets of sterile sodium chloride 0.9% must be
used to avoid contamination.
Prior to the catheter insertion the patient should be asked if they have a history of
latex allergy. If latex allergy is present a non-latex based catheter and latex free
(nitrile) gloves must be used.
All patients must have a record that documents the reason for catheterisation, type of
catheter, catheter insertion, intended duration, changes and care, see Appendix 3.
Protocols for Female and Male catheterisation can be found in Appendices 5 and 6.
Choice of Catheter see Appendix 11.
5.12

Catheter Care

Indwelling catheters are connected to a closed drainage system which should be
maintained as much as possible to reduce the risk of infection (Pratt et al, 2007).
Patients are encouraged to bath or shower daily (Pratt et al, 2007), and to wash their
hands thoroughly with soap and water before and after handling their catheter and / or
drainage system. Frequent meatal cleansing with antiseptic solutions is unnecessary,
and may increase the risk of infection. Meatal care and observations are best
undertaken during normal daily hygiene using unperfumed soap and water, and
disposable wash cloths. The catheter and surrounding area must be washed in a
direction away from the meatus to minimise bacterial contamination.
Urine collection bags are to be emptied regularly (usually when two-thirds full) and
positioned below the level of the bladder to prevent reflux. However, they must never
be allowed to touch the floor. The bag should be fixed to the leg with a catheter strap
to avoid kinking and pulling. Trauma to the neck of the bladder may be caused if the
catheter and bag are not fixed correctly. Adhesive tapes should be avoided as they
can cause damage to the catheter.
In bedded services a single use jug / receptacle must be used for emptying each bag,
wearing gloves and using a non-touch technique to minimise contamination. Leg bags
may also be emptied directly into the toilet.
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Urinary collection bags (leg bags) must be changed every 5-7 days (DH guidelines
drug tariff) or sooner if the bag is damaged or leaking. Link systems for overnight
drainage are recommended, as the closed system is maintained. When an overnight
bag is required a new single use 2 litre bedside bag must be used every night.
When a patient is bedbound, a drainable 2 litre urine bag may be used (change every
5-7 days). However all patients that are not bedbound should use a leg bag during the
day and a link system at night.
Where appropriate a Catheter Valve must be used as an alternative method of
urinary drainage as it offers greater freedom and control for some patients. Catheter
valves when used must be cleaned (without disconnecting it from the catheter) daily
with soap and water. Valves must be changed every 5-7days. A night bag should be
attached to the catheter valve if necessary to avoid breaking the closed drainage
system.

Patients should be instructed to drink sufficient fluids to produce an adequate flow of
urine. In adults this is approximately 2.5 litres of urine every 24 hours. However, a
large fluid intake may be contra-indicated for some patients, e.g. those with cardiac or
renal failure.

5.13

Urine Sampling

Urinalysis should not be routinely performed on all long-term catheterised patients, as
virtually all patients will have bacteria present in their urine (Elvy J and Colville A,
2009). Clinical indicators of urinary tract infection, pyrexia, tachycardia and changes in
urine characteristics such as aroma and appearance may highlight the need for
specimen collection for microbial culture and antimicrobial sensitivity. Catheter
specimens of urine (CSU) may also be required for point of care urine analysis (urine
dipsticks).

Maintaining a sterile, closed urinary drainage system is central to the prevention of
infection. Any breaches in the closed system, such as taking a urine sample, increase
the risk of catheter-related infection (Pratt et al, 2007).
A sample of urine from a patient with an indwelling urinary catheter must be obtained
from a sampling port using an aseptic technique (DH, 2003).
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A needle-free system must be used for aspirating urine from the sampling port.
Specimens should not be collected from the tap from the main collecting chamber of
the catheter bag as colonisation and multiplication of bacteria within the stagnant urine
or around the drainage tap may have occurred.
A urine specimen for culture should be obtained from patients with symptomatic
infection prior to institution of antimicrobial therapy . Biofilm along the catheter surface
contaminates the urine specimen when it is collected through the catheter (Nicolle,
2014), therefore if the current indwelling catheter has been in situ for 2 weeks or
longer, it should be removed and replaced. The urine specimen for culture should be
collected immediately through the new replacement catheter and before starting
antimicrobial therapy (Nicolle, 2014; Trautner , 2010).
Protocol for Urine sampling see Appendix 13.
5.14

Catheter Associate Urinary Tract Infection (CAUTI)

Routine use of antibiotic therapy for patients with indwelling catheters and bacteriuria
is not recommended unless the patient has symptoms of a urinary tract infection.
Where the patient is asymptomatic, routine use of antibiotics should be avoided in
order to prevent the emergence of resistant strains of colonising organisms (Stickler,
2008).
Antibiotic prophylaxis when changing catheters should be used only for patients with a
history of catheter-associated urinary tract infection following catheter change, or for
patients who experience trauma during catheterisation (NICE, 2012). Catheters should
be changed only when clinically necessary or according to the manufacturer’s current
recommendation.
Antibiotic prophylaxis is no longer recommended routinely for patients at risk of
infective endocarditis before an invasive procedure such as urinary catheterisation
(NICE, 2008)

Catheter Maintenance Solutions pose a risk of infection and must be avoided.
Occasionally they may be needed only as part of an individual Care Plan to treat
encrustation, debris or small blood clots. For use of catheter maintenance solutions
see Appendix 14.
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5.15

Storage of Equipment

Catheter equipment must be stored unopened in a dry, cool place to ensure product
integrity. A clean environment must be maintained in preparation areas and where
stock is stored to prevent the transmission of micro-organisms that cause Catheter
Associated Urinary Tract Infections.
In patients own homes sterile and non-sterile equipment must be stored in clean and
dry conditions off the floor, and away from potential damage. Check all stock regularly
to ensure it is in date.
5.16

Catheterisation for Children:

Most clinical circumstances in which a child is catheterised would take place in an
acute setting. This may be for investigatory purposes, urinary retention, trauma,
surgery or during an episode of critical illness. Indwelling catheters, urethral or
suprapubic, are rarely indicated in a community setting and should be avoided
wherever possible due to the infection risk and social implications for the child.

Some children with spinal dysfunction may use clean intermittent catheterisation
(CIC), this can either be urethral or through a Mitrofanoff surgical stoma. Depending
on the age and abilities of the child this may be carried out by the child themselves or
by a carer. To enable the child or young person to have full access to early years and
educational settings in a safe and acceptable manner, Community Children’s nurses
and School nurses may need to support the training of education staff in the
management of this procedure. Parents and carers in the home setting may also need
support and guidance in order to minimise the infection risk to the child. The principles
of asepsis and documentation outlined in this policy apply equally to children and
young people.

There is legislation and guidance that supports the inclusion of children with medical
conditions in educational settings. Section 100 of the Children and Families Act 2014
places a duty on governing bodies to make arrangements for supporting pupils with
medical conditions at their school. The Statutory Framework for the Early Years
Foundation Stage ensures equality of opportunity and anti-discriminatory practice,
ensuring that every child is included and supported in early year’s settings . So schools
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and nurseries have to make provision for a child who needs CIC or has an indwelling
catheter.
The use of the word child or children also includes young people.
The use of the word setting covers any day care, child minder, nursery, school or
respite that a child may access where the parent is not present to care for them.
5.17

Indwelling Catheters /Suprapubic catheter in children (see also section

5.10)
The decision that the best option for the child is to have an indwelling catheter would
be made by the medical team whose care they are under. This is likely to be a short
term intervention but if the child is to return to nursery/school before the removal of the
catheter the relevant community nurse must liaise with the Clinical Nurse Specialist at
the hospital to ascertain the reason and what the parents or carers have been taught.
The nurse should request written information. The possibility of CIC should be
discussed as there would be less infection risk and fewer social implications for the
child. The Community Nurse / Health Visitor / School Nurse should support the
parents/carers in discussions with the setting and ensure the needs of the child are
understood and can be managed. Care of the catheter would happen at home. If the
drainage bag needs to be emptied in the setting and the child is not able to do this
then nominated personnel should be trained and deemed competent to undertake this.
The need for good hand hygiene must be emphasised. The bag can usually be
emptied into a toilet in a community setting. A health care plan detailing the child’s
needs, details of necessary procedures, precautions and responsibilities should be
agreed by all parties. The child must be included in this process if able to do so.

5.18

Clean Intermittent Catheterisation (CIC) (see also section 5.6)

The use of CIC instead of an indwelling catheter for children who are unable to fully
empty their bladder gives better quality of life, reduces the need for wearing pads or
nappies and can improve bladder function. Children who have neurogenic bladders
are at increased risk of infection due to residual urine in the bladder, damage to the
upper urinary tract due to reflux and social isolation if they are frequently wet.
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The family will be taught how to manage this procedure by a clinical specialist nurse
who is part of the medical team caring for the child. The frequency of CIC will depend
on the needs of the child. It should be done as often as necessary – this may be twice
a day or up to six times a day. Ideally the child will be able to carry out the procedure
but until they are able to do this will need carers to be trained. The child should always
be involved in the procedure to promote their independence and understanding.

Usually the clinical specialist nurse will visit the setting that the child attends to teach
staff but this is only one visit and the staff will need ongoing support. Also staff should
be assessed for competencies. If training by the clinical specialist nurse cannot be
arranged in a timely way and this delays the child starting school the training should
be delivered by a competent community nurse.
This is an invasive and intrusive procedure. The child’s privacy and dignity must be
protected. It is advisable to train two –four carers, usually of the same gender as the
child, to allow for sickness and training days. It is advisable that they work in
alternating pairs to provide a chaperone. It is not acceptable for the parent to be
expected to come into the setting to provide the care but they should be involved in
the training process so they are familiar and comfortable with the people caring for
their child.
Training should include:















Basic anatomy and physiology of the urinary tract
Anatomy of external genitalia
Importance of gaining consent
A chance to discuss any concerns the carers have
Appropriate environment
Hand hygiene and personal protective equipment
Why it is necessary and advantages to the child
How to carry out the procedure – a nursing doll is helpful
Promoting independence
Equipment and appropriate storage
Observation of urine
Disposal of equipment
Trouble shooting – how to recognise possible infection and who to inform
Recording

It is helpful if the carers can observe the parent undertaking the procedure in the
setting. Carers should be supported in undertaking the procedure until they are
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deemed competent. Copies of the signed, completed competencies should be given to
the carer for their records, the school for their records and filed [uploaded] in the
child’s health records. Competencies should be reviewed annually. The child should
be involved with every stage of the procedure and encouraged to take a role such as
cleaning or opening the catheter. According to their developmental level they can
begin to learn how to undertake the procedure independently.
Environment
Positioning of the child will depend on many factors including the child’s motor abilities
and the family culture. If the child can sit on a toilet this promotes independence and is
more easily assimilated into everyday life. A disabled toilet facility usually provides
enough space. If possible this should be reserved for the child’s use. If the light is not
good a torch may be needed. However the child may need to lay down in which case
a suitable clean room with enough space and suitable lighting will be needed. Hand
washing facilities must be available and suitable, secure storage for equipment. Urine
disposal needs to be considered as it is not usually appropriate for staff to have to
carry a full container along a school corridor.

A health care plan and protocol for the procedure must be agreed with the
parent/carer and the setting and signed by all parties.

5.19

Mitrofanoff

A Mitrofanoff is a catheterisable channel from the abdomen to the bladder.
It is named after the doctor who thought of it. Often the appendix is used to create the
channel but sometimes a piece of small intestine is used. The catheter can be passed
through this into the bladder to drain it. This is often considered if CIC is to be used
long term. There is not usually any extra care required in school. Care of the stoma
will happen at home. Carers should be taught to inform parents of any concerns about
the stoma. Sometimes the stoma can leak mucus but this usually settles. If stoma care
is carried out by CLCH staff, aseptic non-touch technique (ANTT) must be followed.
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6.

Consultation Process

This policy has been developed through consultation with clinical and corporate leads
in CLCH through their representation on the CAUTI Steering Group. Views have also
been sought and incorporated from external stakeholders, namely the local Health
Protection Teams (Public Health England).

7.

Approval and Ratification

This policy was approved by the Infection Prevention Group on 29.July 2015 Final
approval was given by the Policy Ratification Group on 7 August 2015.

8.

Dissemination and Implementation

This policy will be placed on the intranet and will therefore be available to all staff via
the CLCH NHS Trust intranet. The policy will be circulated to all managers by the
Infection Prevention Team; managers will be required to cascade the information to
members of their teams and to confirm receipt of the policy and destruction of the
previous policies which this policy supersedes.

9.

Archiving

The Quality and Learning Team will undertake the archiving arrangements.

10.

Training and Competency

10.1

Staff training

CLCH staff carrying out urinary catheterisation must have successfully completed the
catheter care training course offered by the CLCH Continence Promotion team (or
equivalent) and have been deemed competent to carry out female / male
catheterisation procedures and care by a mentor appointed by their manager.
All staff are required to review their practice in urinary catheterisation annually in
accordance with this policy (see Appendix 18). The competency document
(Appendix 19 or 20 respectively) needs to be completed and a copy retained by the
manager and the member of staff.
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Urinary catheter insertion and care, and bladder scanning training is provided through
regular continence study days and updates, and infection control training is provided
through the mandatory Induction and Refresher training programmes.
10.2

Education of patients and carers

Patients and carers must be educated on the safe management of the catheter and
related equipment. This also includes daily catheter care and personal hygiene. This
will be the responsibility of the respective nursing team. The ultimate responsibility to
ensure that this happens is with the respective team lead / manager. Patients and
carers must be given the Patient Information Leaflet (see Appendix 16).

11.

Monitoring and Auditing Compliance with the Policy

Monitoring of this policy requires action by service managers, clinical teams, Learning
and Development, Continence Teams and the Infection Prevention Team (see table
below for details of responsibilities).
The aspect of this policy which is covered by the Health and Social Care Act 2008,
Code of Practice of the prevention and control of infections and related guidance
(Criterion 1)

The policy is monitored through the following:
Aspect Audited

Method

By Whom

Frequency

Levels of staff completion of catheter care
training course

Report to
Continence
teams

Learning and
Development

Rolling
programme

All staff are required to review their practice in
urinary catheterisation annually

Complete
competency
document

Staff and line
manager

Annually

Rates of patients who did not have a CAUTI
(Catheter Associated Urinary Tract Infection)

Safety
Thermometer
Surveillance
programme

Patient Safety Data
Collection

Monthly

Levels of staff completion of infection control
induction and refresher training

Report to
Infection
Prevention Group

Learning and
Development

Quarterly

Hand hygiene compliance in bedded services

Hand hygiene
observational
audits

Infection Prevention
Link Practitioners

Monthly
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(service manager or
matron to ensure

completed)
Hand hygiene compliance in bedded services

Validation audits
of units’ own
scores

Infection Prevention
Team / Matrons

Six-monthly

Hand hygiene compliance in all other clinical
services

Peer- or selfassessment of
hand hygiene
practice

Clinical teams

Rolling
programme
covering each
service annually

Compliance with Aseptic Non Touch
Technique (ANTT)

ANTT
observational
audits

Infection Prevention
Team

Rolling
programme

Reported lapses in safe practice relating to
urinary catheterisation

Datix incident
reports

Infection Prevention
/Continence Teams

As and when
these occur

12.

(service manager to
ensure completed)

Review Arrangements

This policy will be reviewed in two years by the Infection Prevention and Continence
Teams through full consultation with the CAUTI Steering Group, unless there are any
changes in national guidance or legislation which make earlier revision necessary.

13.

Associated Documentation

Infection Prevention and Control Policy – IPC 01
Aseptic Non Touch Technique Policy – IPC 04
Policy on Consent to Examination, Treatment or Therapy
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Appendix 1: Catheter Care Map: Short Term
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Appendix 2: Catheter Care Map: Long Term
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Appendix 3:

Urinary Catheter Assessment & Monitoring Form – Avoid Catheterisation if possible

PATIENT:

CONSENT:

CLOSED SYSTEM IN USE:

NAME:
………………………….……………………........…………

Patient informed of need to catheterise?
Yes
No

DOB: ………………………………….......……………….

If no specify why consent was not obtained:

NHS number: ……………..…….……………..……….

…………………………………………………………….........
…………………………………………………………….........
…………………………………………………………….........
…………………………………………………………….........

Catheter safely secured to thigh
Catheter valve
Leg bag
Leg bag secure to leg i.e. sleeve/ straps
Night bag
Night bag positioned above the floor and
below bladder level using appropriate stand
/holder

GP Name: ………………….........………………………
GP TEL Number: .........……………………………….

Procedure fully explained and understood
by patient?
Yes
INITIAL CATHETERISATION:
Location of first catheterisation
………………………….........................………………
Reason for initial catheterisation:
…………............…...……………………………………..
Date: ………………………………………………………..
Easy insertion?
Y
N
(If no) Why?
……………………………………...............................
……………………………………...............................
Residual Volume (mls) ………………….......……
Trial Without Catheter performed?
Y
N
Outcome: …………………………………………........
Is patient suitable for community catheter
changes?
Y
N
Where? …………………………………………….........
Dr In Charge of Care Contact Number:
…………………………………………………………..........

No

CATHETER INFORMATION:
Urethral catheter
Suprapubic catheter
Intermittent catheter
Frequency of change: …………………................
Catheter material: ………….……………...............
Length: …………………………………………...............
Ch size: ………………...……………………..................
Balloon size: …………………….………….................
Sterile lubricant used:
…………………….……….……………………...................

Next Due Date: …………………………….................

Page 29 of 53

Patient instructed on catheter care
Yes
No
Person responsible for catheter care

CATHETER MAINTENANCE:
Catheter maintenance solution indicated?
Yes
No

PATIENT ASSESSMENT:
Allergies:
None known
Other………………………………………………
Fever
Yes
No
Prophylactic antibiotics used:
Yes
No Reason………………………….
Urinalysis done
Yes
No
Not required
CSU sent
Yes
No
Not Required
Date Sent: …………….……………………………
Bladder scan done
Yes
No
Not required
Date scan done: …………………………………..
Bladder Volume (mls): …………………………..
ASSESSOR’S NAME
…………………………..………………………………
Job Title ………………….…………………………

Reason for catheter maintenance:
……………………………………………………………….
Solution used: ………………………………………..
Frequency: …………………………………………….

Base/Team………………………………………..
Signature …………………..……………………..
Date ………………………………………………….

ADHERED TO: (tick)
Aseptic technique policy
Catheter insertion protocol
Sterile saline used for meatal cleansing

Patient Name:

Own Home/Bedded Area:

D.o.B.:

NHS Number:

Date

Is catheter still
required?
(Review
weekly)

Catheter entry site
cleaned with soap &
water? (Daily
catheter site hygiene)

Ensure Drainage bag
is positioned below
bladder and off the
floor. (At all times)
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Is drainage bag due
to be changed
today? (Bag to be
changed within 7
days)

Any signs &
symptoms of
Infection?
If YES send
CSU

Urine sample (CSU)
taken and sent to
lab (From
designated closed
needle free port)

Signature
Print name

Appendix 4:

RECORD OF INDWELLING CATHETER CHANGES
Patient Name:

Date of first catheterisation:


Urethral

Suprapubic



Reason for first catheterisation:
Alternatives considered:

First catheterisation or change date:

Reason:

Brand:

Material:

Length:

Balloon size:

Batch No:

Cleansing Agent:

Lubricant:

Drainage Management:

Next Change Due:

Ch Size:

Comments including catheter maintenance solutions if used:

Signed:

Job Title:

Change Date:

Reason:

Brand:

Length:

Material:

Balloon size:

Batch No:

Cleansing Agent:

Lubricant:

Drainage Management:

Next Change Due:

Date:

Ch Size:

Comments including catheter maintenance solutions if used:

Signed:

Job Title:
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Date:

Appendix 5:
Protocol for Female Urethral Catheterisation (Ch 12 or 14)
Equipment for Catheterisation:













Catheterisation Pack
Apron
3 Pairs of Gloves (1 Unsterile, 2 Sterile)
Foley catheter (preferably female length)
Sodium Chloride 0.9% (for meatal cleansing)
Sterile water (for inflating the catheter balloon) Not necessary if pre -filled catheter is
being used
Lubricant (from a single use container)
2 Syringes (1 for deflating the old catheter, 1 for inflating the new catheter if a prefilled
catheter is not being used)
Catheter Strap
Urine Bag or Catheter valve
Leg bag holder.
Urine bag holder (if the link system is in use or for those who may be using the 2 litre
urine bag)

Aseptic non-touch techniques procedure:
1.
Explain procedure to the patient and get consent.
2.

Observations prior to catheterisation to be noted and recorded.


Urine whether clear or cloudy, colour, smell, blood clots, amount and where
necessary urinalysis, CSU.



Type and use of all drainage equipment, and whether used correctly.



Any abnormalities of the meatal area.



Meatal hygiene.



Meatal erosion, bleeding, discharge, sores, inflammation.



Vaginal pain, irritation, or discomfort.



Skin condition-groin and vaginal area.

3.

Wash and dry hands thoroughly using antiseptic soap and water, dry hands (or use
mild liquid soap followed by alcohol hand gel).

4.

Clean trolley / tray / surface to be used

5.

Don a disposable apron

6.

Open the sterile catheterisation pack without touching the inside of the pack.

7.

Open equipment including lubricent and drop onto the sterile field.

8.

Open saline and squeeze into galipot.

9.

Open outer packaging of the catheter leaving catheter in the inner sterile plastic
covering and drop onto the sterile field.

10.

Position waste bag

11.

Clean hands with alcohol hand rub or using soap and water – don non-sterile
gloves

12.

If changing the catheter deflate the balloon by attaching a syringe to the valve. Do
not pull the plunger of the syringe. There may not be as much as 10 mls to be
withdrawn as some water may have been lost due to osmosis.
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13.

Withdraw the catheter and observe carefully for:


Encrustation



Deterioration



Blockage for other reasons and record these observations afterwards

14.

Remove gloves, wash hands with soap and water, put on sterile gloves.

15.

Cleanse the vulval area with sterile sodium chloride 0.9%.

16.

Identify the urethral meatus and gently insert lubricent (4 - 6ml). Wait 3 - 4 minutes.

17.

Remove gloves, decontaminate hands, put on sterile gloves

18.

Prepare syringe with 10 mls of sterile water for balloon inflation, however this is not
necessary if using a pre-filled catheter.

19.

Open the inner packaging of the catheter (tip end first) without completely
removing the catheter from the sleeve.

20.

Insert the catheter until the urine flows. Continue to insert for another 5 cm and
then inflate the balloon as per the manufacturer’s instructions.

21.

Attach the drainage bag or catheter valve and inflate the balloon

22.

Attach the catheter to the thigh with a catheter strap to prevent traction.

23.

Secure bag if used to the patient’s leg.

24.

Clear equipment.

25.

Remove gloves, decontaminate hands.

26.

Record in the patient’s notes details of catheter and catheterisation
If you have any difficulty inserting the catheter, stop and seek medical
assistance.
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Appendix 6:
Protocol for Male Urethral Catheterisation (Ch 12 or 14)
Equipment for male Catheterisation:













Catheterisation Pack
Apron
3 Pairs of Gloves ( 1 Unsterile, 2 Sterile)
Foley catheter (standard length)
Sodium Chloride 0.9%( for meatal cleansing)
Sterile water (for inflating the catheter balloon) Not necessary if pre -filled catheter is
being used
Lubricant (single use container)
2 Syringes (1 for deflating the old catheter, 1 for inflating the new catheter if a prefilled
catheter is not being used)
Catheter Strap
Urine Bag or Catheter valve
Leg bag Holder.
Urine bag holder (if the link system is in use or for those who may be using the 2 litre
urine bag )

Aseptic non-touch techniques procedure:
1. Explain procedure to the patient and get consent.
2. Observations prior to catheterisation to be noted and recorded.


Urine whether clear or cloudy, colour, smell, blood clots, amount and where
necessary urinalysis, CSU.



Type and use of all drainage equipment, and whether used correctly.



Any abnormalities of the meatal area.



Meatal hygiene.



Meatal erosion, bleeding, discharge, sores, inflammation.



Skin condition-groin.

3. Wash and dry hands thoroughly using antiseptic soap and water, dry hands (or
use mild liquid soap followed by alcohol hand gel).
4. Clean trolley / tray / surface to be used
5. Don a disposable apron
6. Open the sterile catheterisation pack without touching the inside of the pack.
7. Open equipment including lubricent and drop onto the sterile field.
8. Open saline and squeeze into galipot.
9. Open outer packaging(s) of the catheter leaving catheter in the inner sterile
plastic covering and drop onto the sterile field.
10. Position waste bag
11. Clean hands with alcohol hand rub or using soap and water – don non-sterile
gloves
12. If changing the catheter deflate the balloon by attaching a syringe to the valve.
Do not pull the plunger of the syringe. There may not be as much as 10 mls
to be withdrawn as some water may have been lost due to osmosis.
13. Withdraw the catheter and observe carefully for:
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Encrustation



Deterioration



Blockage for other reasons and record these observations afterwards

14. Remove gloves, wash hands with soap and water, put on sterile gloves.
15. Cleanse the meatus with sodium chloride 0.9%
16. Pull back the fore skin if any
17. Hold penis at an angle of 45 degrees and slowly instil 10 mls lubricent.
Continue to hold penis for 3-4 minutes to ensure anaesthesia and lubrication of
the urethra. If possible ask patient to hold own penis.
18. Remove gloves, decontaminate hands, put on sterile gloves
19. Prepare syringe with 10 mls of sterile water for balloon inflation, however this is
not necessary if using a pre-filled catheter.
20. Open the inner packaging of the catheter (tip end first) without completely
removing the catheter from the sleeve.
21. Insert the catheter into the urethra, gradually easing it out of the sleeve (inner
packaging) and pass gently through until urine starts to flow. Resistance may
increase as the catheter passes through the prostatic urethra. Ask the patient
to cough or “bear down”.
If the catheter will not pass easily, discontinue the procedure and call for
medical assistance.
22. Continue to insert the catheter until it almost reaches its bifurcation (Dougherty
and Lister, 2008) Inflate the balloon with 10ml sterile water as per the
manufacturer’s instructions. If the patient complains of pain, deflate the balloon
immediately because it will probably be still in the prostatic urethra.
23. Attach the drainage bag and inflate the balloon
24. Replace the foreskin.
25. Attach the catheter to the thigh with a catheter strap to prevent traction.
26. Secure bag if used to the patient’s leg.
27. Clear equipment.
28. Remove gloves, decontaminate hands.
29. Record in the patient’s notes details of catheter and catheterisation
If you have any difficulty inserting the catheter, stop and seek medical
assistance.
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Appendix 7: Catheterisation guideline in patients’ homes
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Appendix 8: Catheterisation guideline in bedded services / clinics
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Appendix 9:
Protocol for Suprapubic Catheterisation (Use Ch 16)
Equipment for Suprapubic Catheterisation:












Catheterisation pack
Apron
3 Pairs of gloves (1 unsterile, 2 sterile)
Foley catheter (standard length)
Sodium Chloride 0.9% (for cystostomy cleansing)
Sterile water (for inflating the catheter balloon) Not necessary if pre -filled catheter is
being used
2 Syringes (1 for deflating the old catheter, 1 for inflating the new catheter if a prefilled
catheter is not being used)
Catheter strap
Urine bag or catheter valve
Leg bag holder.
Urine bag holder (if the link system is in use or for those who may be using the 2 litre
urine bag )

Aseptic non-touch techniques procedure:
1.

Explain procedure to the patient and get consent.

2.

Observations prior to catheterisation to be noted and recorded:


Urine whether clear or cloudy, colour, smell, blood clots, amount and where
necessary urinalysis, CSU.



At cystostomy (Supra-Pubic) site – discharge, granulation, inflammation.



Type and use of all drainage equipment, and whether used correctly.

3.

Wash and dry hands thoroughly using antiseptic soap and water, dry hands (or use
mild liquid soap followed by alcohol hand gel).

4.

Don a disposable apron

5.

Use aseptic technique. Prepare sterile field.

6.

Put on non-sterile gloves.

7.

Deflate the balloon by attaching a syringe to the valve.

8.

There may not be as much as 10 mls to be withdrawn as some water may have
been lost due to osmosis.

9.

Withdraw the catheter and observe carefully for:


Encrustation



Deterioration



Blockage for other reasons

10.

Note length of catheter beneath the cystostomy so that you can tell how far to put
the new catheter back in by.

11.

Record these observations afterwards.

12.

Decontaminate hands and put on sterile gloves.

13.

Clean the cystostomy site with sterile sodium chloride 0.9%.
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14.

Remove gloves, wash hands again with soap and water and put on sterile gloves.

15.

Prepare syringe with 10mls of sterile water for balloon inflation, however this is not
necessary if using a pre-filled catheter.

16.

Open the inner packaging of the catheter (tip end first) without completely
removing the catheter from the sleeve.

17.

Insert the catheter until urine drains out – you may have to wait a few minutes.

18.

Insert it a little further (about 5cm) and then inflate the balloon as per
manufacturer’s instructions.

19.

Attach the drainage bag or valve and inflate the balloon

20.

Attach the catheter to the abdominal wall or thigh with a catheter strap.

21.

Clear equipment.

22.

Remove gloves and decontaminate hands.

23.

Record in the patient’s notes details of the new catheter and the catheterisation
(see Appendix M).

24.

After inserting a new catheter, health professionals should observe spinal cord
injury patients for at least thirty minutes and ensure that (1) suprapubic catheter
drains clear urine; (2) patients do not develop abdominal spasm or discomfort; (3)
symptoms and signs of autonomic dysreflexia are absent. (Vaidyanathan et al
2009)
Contraindications of the Suprapubic catheterisation


Haematuria of unknown origin



Known Bladder tumour
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Appendix 10:
Protocol for Clean Intermittent Self Catheterisation (CISC)
Patient education and supervision is to be carried out by a suitably trained community
nurse and should include:
Patient Selection:

Well motivated, good cognitive skills,
manual dexterity, physical ability.

Patient Discussion:

Knowledge regarding anatomy and reason
for CISC, type of bladder dysfunction

General Discussion:

Personal hygiene, hand washing technique,
storage, cleaning and disposal of catheters, travel,
and lifestyle.
Consider practicalities within the patient’s home situation.

Health Issues:

CISC problem solving, diet, sexual activity, exercise.

Observations:

Observe / technique.

Hand washing technique must be assessed on a regular basis.
Following initiation of CISC all patients must be followed up in 2 weeks and
subsequently at 6-12 monthly intervals by the community nurse to ensure safe practice.
1. Assessment
The healthcare worker must obtain informed consent to the procedure from the patient (NMC
Code of Professional Conduct 2002), comply with all NMC requirements as detailed in the
Code of Professional Conduct (2010) and with any other legal requirements or Trust policies,
such as:

Health & Safety Regulations

Infection Control Policies

Risk Management Policy
1.1. The healthcare worker must ensure that an assessment/diagnosis is carried out by a
specialist practitioner-Continence Nurse Specialist, Urologist or Urogynaecologist and
that the procedure is appropriate care for the individual before it takes place.
The healthcare worker will seek medical advice if there is a history of:

Recent surgery

Trauma to the pelvis or abdomen

Carcinoma of the lower urinary tract.

Haematuria.

Abnormal urethral discharge

Difficult catheterisation

Acute urinary retention

Congenital abnormality (RCN Continence Care Forum 1997)

Current symptomatic urine infection.

Current pregnancy

Immuno-suppression
1.2. The healthcare worker must carry out a comprehensive assessment of the patient’s
needs including consideration of physical, social, sexual, psychological and cultural
needs. In children the developmental, educational, emotional and special needs must
be considered.
 Identification of past or present history of upper or lower urinary tract disease or
current symptomatic infection.
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Injury or surgery and relevant medical and social histories, including allergies, in
particular latex allergy.
The individuals voiding pattern, fluid intake, personal hygiene
The physical and mental abilities of the patient to perform intermittent
catheterisation. The patient must have adequate manual dexterity to perform the
procedure, and have good standards of hand washing and general hygiene.
He/she must also be motivated and able to understand the principles of the
technique.
The patient must have an adequate sphincter mechanism and the bladder capacity
should be sufficient to prevent the need for catheterisation more often than 2
hourly. However the voided volume plus residual urine must not exceed 400-500ml
in adults. (Getliffe 1997)
If the procedure is being performed for the management of urinary retention or
incomplete bladder emptying there must be a residual urine volume of over 100mls
in adults.
If an obstruction or any other difficulty is encountered the procedure must not
continue. Medical advice should be sought as soon as possible. If the procedure is
being carried out for urinary retention medical advice must be sought immediately
and if necessary the patient transferred to an accident and emergency department.

2. The healthcare worker will record a minimum of the following information in the
nursing notes and care plan.
2.1.

The Specialist practitioner who has assessed the patient and decided the procedure is
appropriate care will record:
 How consent has been obtained.
 The reason for the procedure (RCN, 2008).
 The type of catheter used, charriere gauge, length, material, batch number, expiry
date and manufacturer (RCN, 2008).
 The type of cleansing agent used. (Soap and water are recommended. Antiseptic
is not recommended)
 Any problems negotiated (RCN, 2008).
 The date and time the procedure took place.
 The printed name, signature (and designation) of the nurse who supported the
patient to carry out the procedure (RCN, 2008)
 The date for reassessment (RCN, 2008).

3. How often does the patient catheterise?
The frequency is dependent upon individual needs.
Intermittent catheterisation should be done frequently enough to prevent the bladder
becoming over distended and also to keep the patient dry.
3.2. Patients who are able to pass some urine may be able to catheterise anything from
once a day to once weekly. If the patient cannot pass urine at all then CISC could be
done up to 4-6times a day.
3.3. A useful guide is based upon the measurement of voided volumes and residual urine.
For adults, voided urinary volume + residual = less than 500ml (Alderman 1988).
Although this type of management is individual, ISC is usually not beneficial to the
patient if residual urine is less than 100mls.
3.4. If the patient is wet between catheterisation they may require catheterisation more
frequently, similarly if they have some detrusor over activity they may require ISC plus
antimuscarinic therapy. It is vital that a comprehensive bladder diary is maintained for
at least 2 weeks to ensure that a correct and safe management plan can be
implemented.
3.1.
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Stricture programmes differ with each individual - Always check with the urologist.
(Usually 3 insertions per day culminating in a weekly dilatation with a size 18ch where
possible)
4. Choice of Catheters
A single use, low friction, self -lubricating or hydrophilic catheter can be used as there
is some evidence that there is less association with urethral complications over time.
(Waller, 1995 Sutherland et al, 1996). After each use the catheter must be placed in a
plastic bag and disposed of into domestic waste.
4.2. Using a new catheter each time may reduce UTI incidence (Bakke1997). All patients
are recommended to use single use catheters.
4.3. Most patients will be motivated and compliant if the choice of catheter meets their
need both in comfort, size, length and rigidity. The nurse may need to guide the
patient in making an initial choice (Addison 2001).
4.4. Advice about the most suitable catheter to meet the individual patients’ needs can be
obtained from the Continence Promotion Service: Telephone No.020 8962 4546.
4.1.

5. Procedure
5.1.

Where possible the patient/carer should be taught in their own home in the position
that is most appropriate for them. If they are taught in a hospital they must be
reassessed at home and where appropriate, at school / work place subsequently. If a
health professional is carrying out the procedure the policy for indwelling
catheterisation must be followed i.e. an aseptic technique is to be used.

6. Use of antibiotics
6.1.

Once established on a programme of intermittent catheterisation routine antibiotic
therapy for clients with bacteriuria is not recommended unless the client has
symptoms of a urinary tract infection. Where the client is asymptomatic, antibiotics
should be avoided in order to prevent the selection of resistant strains of colonising
organisms. However, in certain specific circumstances such as pregnant women or
the immuno-compromised client, antibiotic therapy may be considered. In these
circumstances microbiological advice must be sought.
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Appendix 11: Choice of Catheter
Material
PTFE Coated Latex

Hydrogel-coated Latex

100% Silicone

Time Limit in Situ
Up to 28 days

Up to 12 weeks

Up to 12 weeks




High surface friction discomfort on
insertion and removal



Causes more urethral tissue
inflammation



Absorption of water and body fluids by
latex may lead to an increase in overall
diameter and reduction in the size of
the lumen (Getliffe 1997)



Absorb aqueous fluids, so producing a
slippery surface, reducing trauma on
insertion and withdrawal



Has been associated with fewer
episodes of urinary by-passing and
may be retained in situ significantly
longer than silicone- elastomer coated
catheters



Minimises tissue irritation



Allows the slow diffusion of water, in
time leading to deflation of the balloon



Because there is no coating, the size of
the lumen is greater relative to the
external diameter –size. This facilitates
more effective drainage and will remain
patent longer in-patients whose
catheters persistently block

.


Silver alloy (antiseptic) Up to 28 days
and Hydrogel coated
latex

Page 43 of 63

Comments
Soft and flexible



On deflation, the balloon on an all
silicon catheter can form a cuff
therefore they can cause discomfort
and be more difficult to remove
particularly from a suprapubic site
Review found that this catheter might
reduce infections in hospitalised adults
but evidence was weak. Therefore
larger, more scientifically rigorous, trials
are needed on whether catheters
impregnated with antibiotics or
antiseptics reduce infection (Cochrane
Review 2008)

Appendix 12: Catheter – Balloon Size and Length
1. Key message – use the smallest size of catheter which allows good drainage.
2. Size 12 ch. – will drain normal quantities of urine produced by a normal diuresis – if clots,
debris or rapid encrustation are present, then a larger size may be indicated (Getliffe
1997).
3. Size 10-ml balloon – will retain the catheter in the bladder. Larger balloon sizes (30 mls)
should be avoided. Not only is there an increased risk of damage if large balloons are
expelled, but they also tend to sit higher in the bladder, allowing more residual urine to
collect below them, which may result in urine leakage and greater bacterial growth. They
can also damage the bladder neck causing urine leakage.
4. Large catheters and balloons are believed to increase bladder irritability, causing spasm
and leakage of urine round the catheter. The urethral glands may become occluded,
allowing accumulation of debris, which contributes to catheter blockage (Blandy & Moors
1989; Kennedy et al 1983).
5. Large catheters may also exert greater pressure against the urethral or bladder wall,
giving rise to potential ulceration and possible stricture formation (Getliffe 1997).
6. Where possible, females should be offered female length catheters. This will prevent
pooling of urine in the catheter. Otherwise, all males, immobile females and females with
large thighs will use a standard length.
7. If the Patient has a suprapubic catheter then he/she would be offered a standard length
catheter. However some Patients may prefer a female (short) length catheter.
8. Catheters must be changed within the time limit stated by the manufacturer. Even if there
are no apparent problems the catheter may deteriorate in the bladder after that time or the
balloon/valve may deteriorate. Failure to comply will mean that product liability will no
longer be the responsibility of the manufacturer, but will rest with the nurse responsible for
planning care.
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Appendix 13: Urine Sampling
The process of obtaining a sample of urine from a patient with an indwelling urinary catheter is
through the sampling port. The sample must be obtained using an aseptic technique (DH,
2003).
This port is usually situated in the drainage tubing, proximal to the collection bag which
ensures the freshest sample possible. A needle-free system for aspiration should be used to
reduce the risk of inoculation injury.
The use of drainage systems without a sampling port should be avoided (Gilbert and
Henderson, 2005). Specimens should not be collected from the tap from the main collecting
chamber of the catheter bag as colonisation and multiplication of bacteria within the stagnant
urine or around the drainage tap may have occurred.
A urine specimen for culture should be obtained from patients with symptomatic infection prior
to institution of antimicrobial therapy. If the current indwelling catheter has been in situ for 2
weeks or longer, it should be removed and replaced. The urine specimen for culture should be
collected immediately through the new replacement catheter and before starting antimicrobial
therapy (Nicolle, 2014; Trautner, 2010).
Equipment required
The following items should be collected as preparation for collecting a catheter specimen of
urine for analysis:








Sterile gloves;
Apron;
Syringe;
Isopropyl Alcohol 70% -saturated swab;
Gate clip or non-traumatic clamps;
Universal specimen container;
Appropriate documentation/forms.

The procedure














Obtain informed consent. Ensure the procedure is performed in a way to optimise
patient dignity.
Decontaminate hands, don apron, prepare equipment.
Apply alcohol hand rub and don gloves.
If no urine is visible in the tubing, apply a non-traumatic clamp/gate clip a few
centimeters below (distal) to the sampling port (Gilbert and Henderson, 2005).
Once sufficient urine has collected in the tube, wipe the sampling port with an alcoholimpregnated swab. Allow to dry.
Stabilising the tube below the sampling port, insert the syringe into the sampling port
according to the manufacturer’s recommendations.
Aspirate the required amount of urine (refer to microbiology department to ascertain
volume required).
‘Inject’ urine into sterile specimen pot.
Wipe the sampling port with an alcohol-impregnated swab, allow to dry.
Unclamp the catheter tubing as required.
Dispose of waste, remove apron and gloves, and wash hands thoroughly.
Complete documentation according to organisation guidelines.
Dispatch the specimen to the laboratory according to organisation guidelines (ICC 06:
Packaging, Handling and Delivery of Laboratory Specimens Policy)
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Appendix 14: Use of Bladder washouts or Catheter Maintenance Solutions
Use of catheter maintenance solutions should be performed as an aseptic technique, but,
because the closed drainage system is broken, there is inevitably a risk of introducing
infection. Their use should be kept to a minimum.
All catheter maintenance solutions must be single-packed single use items designed for this
use. The solution is only allowed to flow into the bladder using gravity by elevating the
container. No pressure should be applied, in order to prevent potential damage to the bladder
mucosa.
Acid – Reagents – e.g. Solution G and Solution R
Patients have been identified as “Blockers or Non Blockers” (Getliffe 1994), acid reagent
solutions are only indicated for “blockers” i.e. those whose catheters become encrusted.
Therefore, it is necessary to identify patients whose catheters block with encrustation by
changing the catheter the first time it does not drain before embarking on the use of these
products.
It may be necessary to observe more than one catheter on removal before being certain that
encrustation is present. Monitor the life of three consecutive catheters and adjust catheter
change as necessary.
Check PH regularly. Change catheter if PH is rising. Catheter care should be optimized to
reduce the need for crisis management (McCarthy and Hunter 2001)
Only small amounts of solution are required. A catheter lumen holds only about 4 mls or less
and the purpose of the procedure is to dissolve salts at the tip of the catheter. The bladder
mucosa may be damaged by frequent exposure to large amounts of the solution (Getliffe,
1994).
Bladder Washouts or Catheter Care Solutions must only be used as part of an individual Care
Plan to treat encrustation. The less frequent their use, the better for the patient.
Solution G (3.2% citric acid, also known as Suby G) dissolves crystals formed by urease
producing bacteria. Indicated when the urine pH is between 6.9 and 9.
Solution R (6% solution of citric acid) is effective at dissolving severe encrustation due to
its acidic nature. It should only be used after Solution G has been tried and has not been
effective. It can also be used just prior to catheter removal to dissolve crystals on the tip of the
catheter, which may cause trauma on catheter removal.
Solution G and Solution R must not be used on augmented bladders as their effect on
the bowel is unknown and they may be absorbed.
Normal Saline (0.9% Sodium Chloride) can be used to irrigate catheters that block with pus,
blood clots or debris. Normal saline will not dissolve encrustation but works by gently washing
out the lumen of the catheter. The use of normal saline is not recommended if a catheter is
regularly blocking due to encrustation.
Chlorhexidine - or any other antiseptic catheter maintenance solutions are not
recommended.
Chlorhexidine is not effective against many of the commonly occurring urinary pathogens, but
may remove some of the sensitive bacteria in the normal urethral flora, allowing colonisation
of more resistant organisms (Stickler, 2008).
Contra-indications to using the solutions include if a patient has a known allergy to the
constituents of the solution. Caution and advice should be obtained if the individual has frank
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haematuria or if they have had radiotherapy for advanced bladder cancer as the citric acid
may irritate.

Planned catheter changes more frequently than the normal 12 weeks for long-term care may
be indicated.
NB: For commercially produced catheter maintenance solutions refer to manufacturer’s
guidelines for instillation.
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Appendix 15: Problem Solving
Urinary bypassing – Urethral Catheters
Check that:
 The patient is not constipated
 The catheter and drainage system is always kept below the level of the bladder.
 The drainage bag is not allowed to fill to near capacity.
 There are no kinks in the system.
 Test urine for signs of infection.
 Appropriate drainage equipment is being used.
If the patient is in pain or discomfort:
 Check for signs of infection.
 Patient may be having unstable bladder contractions therefore consider anticholinergic
treatment.
 If the size of the catheter is bigger than 12 ch, then change it to a smaller size.
 Reduce catheter to the next size down each time until the optimum size is reached for
the patient.
 May be caused by bladder stones, therefore if symptoms persists, request medical
advice, asking for investigation to be done.
No drainage
Check that:  The drainage system, including the catheter is below the level of the bladder.
 There are no kinks in the system
 Check fluid intake
 Observe for evidence of urine retention.
 Check for constipation
 Ask the patient to move and try gently squeezing the catheter (“milking”)
If the above solutions are unsuccessful in solving the problem then change the catheter.
Inspect for encrustation or other reason for blockage and record.
The balloon does not deflate
 Try a different syringe and leave it on the valve end of the catheter for several minutes.
 Check for constipation – a full bowel can occlude the inflation channel.
 Insert a small amount of sterile water (1 ml) into the inflation port to dissolve any
debris.
 Seek medical advice.
Never cut the catheter.
Unable to remove catheter following deflation
 Advise patient to relax.
 Gently ease catheter out.
 If difficulty is still encountered, suspect encrustation at the tip of catheter
 Instil enough solution G to bathe the tip of the catheter. Leave for up to 20
minutes then gently remove catheter.
 Inspect the tip of catheter.
 Never cut the catheter
Over granulation at cystostomy site
Treat according to CLCH Wound Care guidelines.
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Purple urine bag syndrome
In the absence of the patient taking medications, foods or certain medical conditions that
may discolour urine, purple urine bag syndrome is often associated with a urinary tract
infection caused by Providencia bacteria, Escherichia coli, Proteus mirabilis or Klebsiella
pneumoniae (Che kim-Tan et al 2008; Al-Jubouri 2001). However the condition is
considered to be harmless and will disappear following treatment with antibiotics (Beunk,
2006). This condition is predominant in long term catheterised constipated female patients
(Gautam et al 2007)
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Appendix 16: Patient leaflet
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Appendix 17a
Trial Without Catheter (TWOC) PROCEDURE – In Patient’s Own Home


Reconfirm patient’s verbal consent to proceed with TWOC



Urethral catheters will be removed in line with CLCH Urinary Catheter Policy by
community nursing staff between 8.30 - 9.30 am or as early as can be arranged and
agreed with the patient.



The patient is asked to drink a moderate amount of fluid following catheter removal,
and to chart volumes of fluid intake.



The patient is also required to record volume of urine passed, any episodes of
incontinence, and if they had the sensation to void.



For patients who rely on carers, the carers are instructed as to what is required
regarding fluid intake and output as above.



Patients should be provided with contact details for the community nursing team
should they encounter any problems such as abdominal pain, frequency, or abnormal
sensation to void.



The community nurse will contact the patient by telephone to assess the patient’s
comfort and compliance with fluid intake around 3-4 hours after catheter removal.



The community nurse will revisit the patient 5-6 hours after catheter removal, a specific
time will be given to the patient on the day. The community nurse will assess what has
occurred since removal of catheter.



A bladder ultrasound scan then takes place to assess the residual urine.



If the TWOC is successful the patient will be advised whom to contact should they
have problems overnight on the first night after the TWOC.



The community nurse will arrange a review revisit and/or telephone follow up before
they leave the patients house.



If the TWOC is unsuccessful the patient will be re-catheterised in line with the CLCH
Urinary Catheter Policy or be taught Clean Intermittent Self Catheterisation (CISC) if
this is the agreed patient management outcome.



CISC can only be considered as an option if this patient procedure has been agreed by
the medical practitioner in charge of the patient’s current care, and the patient has had
prior knowledge, education and written literature.



The post TWOC arrangements for patient follow up will be dependent on why and who
inserted the urethral catheter. The community nurse will have prior knowledge to the
post TWOC pathway care management plan and ensure correct and adequate
communications to initiate this.

Page 52 of 63

Appendix 17b
Trial Without Catheter (TWOC) PROCEDURE – In Bedded Areas

.



TWOC to be under taken only following team discussion between the doctor and the
caring team after consideration of treatment and or pharmacology interventions to
resolve cause of acute urinary retention.



Prior discussion with patient to inform them of forth coming TWOC and what to expect.



On the day of the TWOC reconfirm patient’s verbal consent to proceed with TWOC.



Urethral catheters will be removed in line with CLCH Urinary Catheter Policy by
nursing staff at the pre-arranged time in line with the doctor’s instructions.



The patient is asked to drink a moderate amount of fluid following catheter removal,
and to chart volumes of fluid intake. This will be supervised by the nurse who is caring
for the patient



The patient is also required to record volume of urine passed, any episodes of
incontinence, and if they had the sensation to void. This will be supervised by the
nurse who is caring for the patient.



The nurse will assess the fluid intake and the urine output and reassure the patient
regularly throughout the day.



A bladder ultrasound scan then takes place to assess the residual urine.



If the TWOC is successful the patient should be monitored closely over the next 48
hours to ensure that they have no further voiding problems.



If the TWOC is unsuccessful the patient will be re-catheterised in line with the CLCH
Urinary Catheter Policy or be taught Clean Intermittent Self Catheterisation (CISC) if
this is the agreed patient management outcome.



CISC can only be considered as an option if this patient procedure has been agreed by
the medical practitioner in charge of the patient’s current care, and the patient has had
prior knowledge, education and written literature.



The doctor must be updated on the outcome of the TWOC, and the appropriate
medical and nursing written record completed.



The post TWOC arrangements for patient follow up will be dependent on the doctor in
charge of the patient’s management plan.
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Appendix 17c
INFORMATION AND ADVICE FOR PATIENTS
TRIAL WITHOUT CATHETER - TWOC
What is a Trial Without Catheter (TWOC)?
A Trial Without Catheter (TWOC) is when the catheter (the tube inserted in your
bladder to drain urine) is removed from your bladder for a trial period to determine
whether you can pass urine without it. You will also have a scan of your bladder as
part of the trial.
The TWOC will take place in your own home and will be monitored by a Community
Nurse.
What is the benefit of a TWOC?
The benefit of a TWOC is that it can show whether you can empty your bladder
without a catheter.
The benefit of a bladder scan is that it will show if there is any urine left in your bladder
after you have passed urine.
What are the risks of a TWOC?
The risk of a TWOC is that you will need to have another catheter put in if you are
unable to empty your bladder spontaneously or completely. There is also a small risk
of developing a urinary tract infection but all possible steps are taken to minimise this
risk.
What are the risks of declining a TWOC?
If you decide to decline a TWOC we will not be able to see how well you are able to
pass urine without a catheter, so you possibly will need long-term catheterisation with
increased risks of urinary tract infections.
Are there any alternatives?
There are no alternatives tests that can assess how well you are able to empty your
bladder without a catheter.
Preparing for a TWOC
To prepare for a TWOC please make sure that you have a measuring jug, a pen and
access to a telephone on the day of the trial. You will need to stay at home for the
duration of the trial so that the Community Nurse can contact/visit you to assess your
progress.
What to expect
1. The Community Nurse will visit you early in the morning on the day of your
TWOC to remove your catheter at a time pre-arranged with yourself.
2. You will be given a fluid chart to fill in for the day and will need to measure all
urine that you pass using a measuring jug, and record the amount on the chart.
3. Please drink plenty of fluids during the day, but no more than 4 mugs or 6 cups
or glasses in 6 hours, and write this down on your fluid chart (your nurse will
check the size of your drink containers and advise).
Page 54 of 63

4. The Community Nurse will contact you by phone 3-4 hours after the catheter
was removed. She will ask if you have passed urine, how much you have had
to drink and if you have any discomfort.
5. He/she will then visit you 5-6 hours after your catheter was removed to review
your fluid chart and perform a bladder scan. For this the nurse will ask you to lie
down and will then pass a probe over your lower abdomen (tummy) to produce
an image of your bladder on a screen, this does not hurt.
6. Depending on the results you may require a further visit later in the evening or
the following morning.
You will be given a number to contact if you have any queries or problems during
the trial.

After The TWOC
At the end of the trial if you are passing urine normally you will not need another
catheter.
If you are unable to pass urine or if your bladder has not emptied to a satisfactory
level, you will have another catheter put in and the nurse will discuss further
management with you.
If the nurse is unable to put the catheter in, you will be sent to hospital to have this
done.
Your nurse will confirm with you the timescale that she will do a future Post TWOC
Review to ensure that your Bladder Function has remained without any problems.
Your nurse will confirm with you any follow up arrangements if necessary, are in place
for you after your TWOC.
Contact Details
If you have any questions or concerns on the day of your TWOC you can contact the
Community Nurse on the mobile phone number or the number provided to you.
This could have a message service or answer machine so DO leave your message.
This number and contact name will be provided to you on your Fluid Chart on the day
of your TWOC.
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Appendix 18: Skill for Health Competency Checklist
CHS8 Insert and secure urethral catheters and monitor and respond to the effects of
urethral catheterisation

OVERVIEW
This standard covers the insertion of urethral catheters, including re-catheterisation, following
agreed protocols and procedures. It also covers regular monitoring and care of the urethral
catheter after insertion.
It does not include suprapubic catheterisation.
Users of this standard will need to ensure that practice reflects up to date information and
policies.

Version No 1
KNOWLEDGE AND UNDERSTANDING
You will need to know and understand:

1. the current European and national legislation, national guidelines and local policies and
protocols which affect your work practice in relation to carrying out urethral
catheterisation
2. your responsibilities and accountability in relation to the current European and national
legislation and local policies and protocols
3. the importance of working within your own sphere of competence when and seeking advice
when faced with situations outside your sphere of competence
4. the importance of applying standard precautions and the potential consequences of poor
practice
5. the conditions and constraints which might denote who undertakes this procedure and why
6. the anatomy of the male and/or female genito-urinary system
7. the physiology of the genito-urinary system
8. adapting communication to meet individual’s needs
9. the effects of catheterisation on the individual’s comfort and dignity, and ways of
minimising any adverse effects
10. the ethical issues surrounding catheterisation, as applied to males and females
11. the need for chaperones, individual awareness and consent
12. potential adverse effects and appropriate actions
13. the importance of offering effective verbal and non-verbal support and reassurance to
patients when you perform urethral catheterisation
14. the effective methods of providing verbal and non-verbal support and reassurance to
patients
15. the types of catheters that can be used and why you should select the appropriate catheter
16. the local anaesthetic agents available
17. the importance of keeping accurate and up to date records
18. the importance of immediately reporting any issues which are outside your own sphere of
competence without delay to the relevant member of staff
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PERFORMANCE CRITERIA
You must be able to do the following:

1. apply standard precautions for infection control and take other appropriate health and safety
measures
2. comply with the correct protocols and procedures relating to urinary catheterisation.
3. insert the catheter safely and correctly, according to manufacturer’s instructions and with
minimal trauma to the individual
4. secure the catheter after insertion according to instructions and adjust it correctly
5. attach the catheter correctly to the appropriate drainage system, confirm it is functioning
correctly and measure and record the amount of urine collected immediately after insertion
6. make the individual as comfortable as possible following the procedure
7. monitor the individual’s condition, promptly recognise any adverse effects and take the
appropriate action
8. seek assistance promptly from an appropriate person should it be required
9. record clearly, accurately, and correctly any relevant information in the necessary records
10. check that all catheterisation equipment and materials are functioning correctly and take
appropriate action to remedy any problems
11. maintain cleanliness of the catheter and surrounding area through regular hygiene care
12. empty drainage bags and measure and record urinary output whenever necessary and as
instructed by the professional involved
13. educate the individual as far as possible on the care of the catheter and attachments
ADDITIONAL INFORMATION
This National Occupational Standard was developed by Skills for Health.
This standard links with the following dimension within the NHS Knowledge and Skills
Framework (October 2004):
Dimension: HWB5 Provision of care to meet health and wellbeing needs
This standard has replaced HSC378
CHS8 Insert and secure urethral catheters and monitor and respond to the effects of urethral
catheterisation
Final version approved June 2010 © copyright Skills For Health
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Appendix 19

CLCH Catheterisation Competency Assessment Tool - Adults

Healthcare Worker’s Name (Print)……………………………………………..
Induction Checklist:
The Healthcare Worker must read, understand and be familiar with the following CLCH
documents:
 Urinary Catheter Policy (Adults)
 Infection Control Policies (Hand Hygiene, Protective Clothing, Aseptic Non-Touch
Technique)
 Mental Capacity: Recording guidelines
 Clinical Records management guidelines for Nurses and Health Visitors
 Community Nurse Development Programme, Clinical Competencies: Continence
Assessment and Care + Catheterisation and Catheter Care
Healthcare Worker’s Signature…………………………………Date……………
Practical Assessment:
The supervisor / assessor must be a senior member of the nursing team who has extensive
experience in both urethra and supra pubic catheterisation and is also familiar with the
relevant documentations and protocols.
Competency should be assessed using the following performance scale:
Level of Achievement
Grade
Cannot perform this activity satisfactorily
0
Can perform this activity but requires constant supervision, prompts and
1
assistance
Can perform this activity but requires limited supervision and assistance
2
Can perform this activity satisfactorily without supervision prompts or
3
assistance
The nurse must achieve level 3 competence before undertaking activity unsupervised.
Date
Activity
Level
Comment
Assessors
signature
Consent obtained
Able to assemble
equipment needed
Check for allergies
Hand washing
technique
Aseptic technique
Catheterisation
technique
Record Keeping
Ensure there are
equipment for next
catheterisation
I confirm that I am satisfied with the above named Healthcare Worker’s ability to carry out
urinary catheterisation according to Trust Policies and protocol.
Assessor’s signature:………………………………Date:……………………
Assessor’s name (print)…………………………
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Appendix 20 - Intermittent Catheterisation Assessment (Children)
Name of competency: Catheterisation Competency for Teaching Assistants/Carers
Standard statement: Some children and Young People with spinal dysfunction
require clean intermittent catheterisation to ensure their bladder is fully emptied
regularly. This reduces the risk of infection and possible damage to their kidneys. If
the child or young person is not able to undertake the procedure without support,
identified Early Years or educational staff must be trained and proficient in this
procedure in order for the child to be fully and safely integrated into nursery or school
life.
Learning outcomes: on completion carers and teaching Assistants will



Have an understanding and knowledge base to perform the procedure
A practical ability to successfully carry out clean intermittent catheterisation on
an identified child.
List of steps to complete:
Competency/knowledge demonstrated
1

Demonstrate an understanding of the
Anatomy and Physiology of the urinary
tract.
2
3

4
5

6
7
8
9
10
11
12
13
14

Show an understanding of the reason for
catheterisation
Demonstrate an understanding of the
individual physical, communication and
emotional needs of the child
Demonstrate an awareness of the child’s
own perceptions of their body.
Demonstrate an understanding of the child’s
awareness of sensation and ability to pass
urine independently.
Demonstrate how to gain consent from the
child.
Discuss ways of encouraging the child to
participate and move towards independence.
Explain the importance of a clean
environment
Demonstrate an understanding of the
importance of safe hand washing technique.
Explain the importance of cleaning the
genital area before and after the procedure
Demonstrate the correct and safe positioning
of the child
Gather all equipment appropriately
Demonstrate how to use lubrication [if
appropriate]
Demonstrate an ability to carry out
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Partially
met

Fully met /
Competent

procedure safely and competently
15 Demonstrate an awareness of the need to
observe genital area for signs of trauma or
infection and indicate an appropriate
response
16 Show safe and appropriate disposal of waste
material
17 Demonstrate observation of urine including
colour, smell, quantity and absence of
sediment, and how to respond to any
concerns
18 Ensure child is comfortable after procedure
19 Show accurate and appropriate recording.
Know who to report any concerns to.
20 Show an awareness of and demonstrate
child and family confidentiality
21 When the carer and the trainer are happy
that the technique has been performed
competently allowing independent practice,
sign & date below:
Process or policy – link with policy:
Sign off:
Able to demonstrate all elements of the competency:
Assessor’s Name: -------------------------------------------------------------------Signature:
-------------------------------------------------------------------Staff member - I agree with the above assessment:
Signature:

----------------------------------------------------------- Date: ----------------

1 copy to carer, 1 copy to school records, 1 copy to health records
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Appendix 21: Compliance Monitoring Table
Element to be monitored

Lead

(There are no
NHSLA minimum
requirements on Urinary
Catheter Care to be listed)

How Trust will monitor
compliance
(Data and audit)

Frequency
of
monitoring

Reporting
arrangements

Acting on
recommendations
and Lead(s)

Change in practice
and lessons to be
shared

Who/what
committee will act
on
recommendations

How will changes be
implemented and
lessons learnt/
shared
Audit results, datix
reports and
training
compliance
reports which give
cause for concern
are raised in a
timely manner with
the relevant
service manager
or clinical lead for
local action.
Where there are
lessons to be
learnt from case review
findings,
the Infection
Prevention /
Continence Teams
will attend team
meetings or
deliver additional
training to address
this.

Rates of patients who did not
have a CAUTI (Catheter
Associated Urinary Tract
Infection)

Safety
Patient Safety Data
Thermometer Collection
Surveillance
programme

Monthly

Monthly to ELT

CAUTI Working
Group

Compliance with this policy

Senior
Infection
Prevention
Nurse

Annually

Report ELT

CAUTI Working
Group

Catheter Care audits
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Appendix 22: Equality Impact Assessment
Urinary Catheter Policy (Adults)
Equality Analysis for Policies – Screening form
CLCH as a public authority has a legal requirement to analyse the impact of the policy
on the protected characteristics of staff and patients. This helps us to check if there is
a negative impact, how we can reduce that impact.
Does the policy affect groups of people based upon their protected characteristic?
1. Protected
characteristic

Positive
impact

Neutral

Negative

Impact

Impact

People of different ages
(e.g. Children, young or
older people)



People of different
religions / beliefs



People with disabilities
(physical, sensory or
learning)



People from different
ethnic groups



Men or women



Transgendered people



People who are gay,
lesbian, and bi-sexual



Refugees and asylum
seekers



2

Reason for impact and action
required.

Adults only – separate policy
needed for children

Please describe engagement and consultation process and the key feedback, e.g.
with teams, unions
The policy has been consulted on with clinical teams through their
representation on the Catheter associated Urinary Tract Infection (CAUTI)
Steering Group and the Infection Prevention Group. It has no significant new
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implications for clinical practice or patient care. It adopts a universal approach
to promoting patient safety in line with DH guidance, CQC and NHSLA
standards and public health legislation
If there are negative impacts upon people’s protected characteristics. Does the
policy in its current form need a full Equality Analysis Assessment to be completed?

3.

Not applicable – no negative impacts
4.

Have you signed this off with the Equality and Diversity team?
Yes

Signed for team / working group:
Name

Date

Johanna Hill

11 August 2015

Signed by Equality and Diversity team:
Name Melissa Berry

Date

For further guidance contact: melissa.berry@clch.nhs.uk.

Page 63 of 63

