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1 INTRODUCTION

Doncaster and Bassetlaw Teaching Hospital (DBd$1a responsibility to ensure the safety
of a patient requiring a urinary cathetdtigh quality catheter care should be accessible to
all individuals presenting with a condition requiring catheterisation, regardless of age,
disability, gender, race, seal orientation, religion/belief or any other factors which may
result in unfair treatment or inequalities in health or employment (DOH B)0Gatheters

are inserted for many reasons and have an essential role to play in patient care, but their
use can result in serious complication€atheterisation is an invasive procedure that
should only be carried out following an assessment of needadted considering alternative
YSGK2R& 2F YIFylFr3aSYSydo® obL/ 9 HamMdpOd ¢KS LI GAS
be reviewed regularly and the urinary catheter removed as soon as possible (NICE
2019). The decision to catheterise, selection of gguent, maintenance of a closed
drainage system and agreed plan of care are all part of patient management.

This policy will provide information to help staff to manage the procedure safely and
competently. It is essential that nurses are competent biatproviding health edcation

and catheter care, when providing cdia a patient who has a urinary catheter (Bond &

Harris, 2005). The nursing management of individuals requiring a urethral catheter system
includes obtaining consent, appropriate selegtio 2 ¥ Sj dzZA LIYSy G | aSLII A O
technique (ANTT) for catheter insertion, appropriate drainage systems and its maintenance,
continuing care and removal of the catheter (Pomfret, 2006; Bond & Harris 2005).

Urinary catheters are inserted into patientsa number of clinical areas within the Trust by
medical and nursing staff from various specialities. This policy aims to aid all health care
professionals in applying best practice within the setting of Doncaster and Bassetlaw NHS
Trust, and will focus ominimising the risk of urinary tract infections in all patients with
urinary catheters.

2 PURPOSE

This policy aims to aid all professionals in applying best practice for urinary catheter
insertion, ongoing care and catheter removal within the setting of Doncaster and Bassetlaw
NHS Trustt has been written using national guidelines for good practieh indwelling

and intermittent urinary catheters are included in the scope of this policy.

3 DUTIES AND RESPONBIBIES

Chief Executive The Chief Executive has ultimate responsibility for ensuring
effective systems and processes are in place to minimise the
of infection to patients, staff and visitors.

Trust Board The Trust Board has a responsibility to ensure that the risk @
infection to patients, staff and visitors is minimised to its lowg
potential and therefore supports the full implementation of th
policy.
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Director of Nursing
and Director of
Infection Prevention
and Control (DIPC)

Delegated responsibility for ensuring that effective systems ¢
processes are in place to minimise the risk of infection to
patients, staff and visitors.

Medical
Director/Director of
Infection Prevention
and Control

The Medical Director has a shared responsibility with the
Director ofNursingfor ensuring effective Clinical Governance
within the organisation.

Infection Prevention
and Control Team

Infection Prevention and Control Team Provide expert and
current advie, support and guidance on all aspects of infecti
prevention and control. Deliver mandatory education and
training to all trust employees ahusers in accordance with ep
3 (2014 guidance.

Matron

Matrons have a responsibility for the reductionh#althcare
associated infection. Responsibility to maintain high standar
of infection prevention and control via clinical
presence/expertise.

Ward/Department
Manager

Must ensure that

Appropriate personal protective equipment is available and t
staff understand & comply with the PPE policy.

All staff attend corporate/nursing induction and annual
mandatory training updates thereafter.

Local induction programmes and annual performance review
incorporates relevant infection prevention and control taeir
area of practice, this includes ensuring a respirator mask fit {
is undertaken if appropriate to their role.

All staff

All Trust staff has a responsibility to adhere to Trust policy a
ensure that appropriate measures are taken to reduce risks
associated with infection. All Trust staff has a responsibility t
ensure they receive annual training in Infection Prevention a
Control

Urology Department

/| 2mM2NRAYIFGS&a gAGK Of AYyAO!l f
appropriate) educational studgays for the theory of
catheterisation, and practical sessions.

During office hours medical and nursing staff are available fg
referral and consultation for patients with urological conditior
complex catheter problems.

Supplies Department

Supplies Degrtment are required to top up ward and
department stocks ofatheter and drainage producte ensure
there is a continual supply

Legal Implications of Catheter Selection and Storage

Catheterisation is affected by the Consumer Protection(A887).If a patient suffers
damageasresult of a defect in a product, the producer {bthe produceris outside othe
European Community the original EEEgporter) isheld lable for that damage. Heither
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producer nor importer can be identifiethe supplier of the product is held liableThis
relates to the NHS as a suppliepraducer and a keeper of products.
In relation to the act, it is vital that nursing staff, as suppliers:

T 'ftglrea O2YLX @& gAGK GKS YI ydzF lbyoalgeNiBgND & 3IdzA R

catheters that have been stored in boxes they are supplie@atheters should not be

folded up, and should not have elastic bands tiednd them. They should not be

removed from their boxes and storedriacks.

Within the hospital settingh & A& GKS 461 NRk R &@égbnsldility®y Gt Yy

ensure that, if they have been designated to store/sudpiyale length catheters, they

are kept in separate areas.

1 Areas other than urologthat request a female length catheter are issued with one

catheter.

Documentary evidencen the catteter care sheet

The supplies department will not purchase shtatm female catheters.

Stock levels should reflect usage rates and new stock should be fdabed current

stock to ensure stock rotation.

Indwelling catheters should not be used beyond their expiry date.

All coated catheters should only be left in situ for the period of tre@mmended by

the supplying company.

1 In 1988 a safety information bulletin was released from the departmeiieaith
indicating that latex catheters may predispose some patients to farathral
strictures. Most indwelling catheters are latex coated. It is therefongortant that
YdzZNESE& FNB gk NB 2F GKS YldyranloisedzNBE NDa N

1 Patients with known Ltex allergy should always be catheterised with(®% silicone

catheter.

Indwelling catheter shafts should never be clamped and nursing staff sheutt cut

the inflation chanel.

T /2YLX & 6AGK GKS hNBFyAal A2y QacatheeisdarDe 2y 5
be traced back to source.

1 Nurses need to be aware of their responsibilities and take the necessary precautions to
protect themselves and patients.

=

= =4 -4

= =

99
O«

=

4 PATIENT SELECTIONDAGIONSENT

Catheterisation is an invasive procedure that can cause embarrassment, physical and
psychological discomfort and impact on thé A fimiaied To ensure the patient is
fully prepared for catheterisation it is the responsibility of the health cardgssional to
inform the patient of the reasonsna necessity for the procedure:

1 Prior to catheter insertion a full assessment of each patient must be performed.
Consider the reason for urethral catheterisation, and determine whether there are any
O2YyUNI MAYRAOFGAR2yaA G2 AlGo

1 Explore the alternatives to catheterisation and ensure tlneg heed for urinary
catheterisation in each patient outweighs possible complicatidassential steps DOH,
2006: EPIC National guidelines 2014
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1 Explain any possible complications that could occur and provide enough information to
enable the patients andarer to make an informed decision and consent to the
procedure.

1 Ensure that verbal consent and agreement is reached and the relevant information is
recorded in the medical/ nursing notes.

1 Consent should be seen as a process, not a single event. Padenthange their minds
and withdraw thei consent at any time (DOH, 2009

1 A holistic assessment on each patient requiring catheterisation must be performed
including assessment of manual dexterity and determine which method of
catheterisation is most stable for person.

1 Where possible staff will involve the patient/relatives/carers in the decision making
process around their care needs.

If the patient is to have a long termtbeter inserted consider:
T ¢KS LI GASY(dQa | oAt independértly. Y yI3S (GKS OF GKS
9 Carer availability in order to manage/undertake catheter care for the patient.

91 Tissue viability and preserving skin integrity

PATIENTS LACKING CAPACITY

Sometimes it will be necessary to provide care and treatment to patients who lack the
capacity to make decisions related to the content of this policy. In these instances staff
must treat the patient in accordance with the Mental Capacity Act 2005 (MCA 2005).

1 A person lacking capacity should not be treated in a manner which can be seen a
discriminatory.

1 Any act done for, or any decision made on behalf of a patient who lacks capacity must
be done, or made, in the persons Best Interest.

91 Further information can be found in the MCA policy, and the Code of Practice, both
available on the int@net.

5 ASSESSING THE NEBR RJJRINARY CATHETERIION; RISK

ASSESSMENT

Avoid catheterising patients where possible (DOH 2007a). Thse mouust ensure, in
consultationwith the doctor, the patient and/or carer that the decision tatloaterise is
made for the rightlinical reasons and not for the convenience of the carers.

Adams et al (2003) develop¢ide HOUDINI nurse lempproachwhich considers acceptable
rationales for patients being catheterisethis was updated by NHS improvement plan in
2011.
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Clinical indications for Catheterisation

1 Haematuria

o Clot retentionand gros$aematuria (if irrigation required)
1 Obstructed

0 Mechanical urology
1 Urologic Surgery

o0 Gynaecology/Perianal surgery/prolonged surgery
1 Decubitus Ulcers

o0 To assist healing of a peeal/sacral wound for incontinent patients
1 Input/Output monitoring

o Accurate hourly or

o acute kidney injury when urine production is of concern
1 Not for Resus End of life care/ comfort

o Nursing at the end of life
1 Immobility due to physical restraints

o Immobilisation due to unstable fracture/spinal injury or neurological
deficit where all other methods of toileting are contraindicated

If the patient requiresan ultrasound scan of the bladder to deteima residual urine, the
bladderscan must be performed by a Health care professional who ipetent to use the
bladderscandevice

5.1 Latex Alergy

The practitioner must be aware of all known afiees that the patient may haviecluding
latex, lidocaine or chlorhexidine

All patients with a latex sensitivity rstibe catheterised with a 100% all silicoraheter.

5.2  Haematuria(during catheterisation)

The practitioner performing the catherisation must be aware of amsks of haematuria,
including current anticoagulant megition, recent catheter relatettauma, recent urinary
tract surgery, cancer of the bladdor prostate, urethral/meatableeding or blood clots in
urine.
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Autonomic Dysreflexia

Autonomic ysreflexiais a condition unique to spinal cord injuries most commonly affecting
those with injuries at or above TBlarris 2001)If a pain stimulus is detected below the
injury, the patientsblood pressure riseand can be life threatening.

The ggns and symptoms of Autonomigy$&reflexia are:

= =4 -8 48 -8 -4 -5 _2 -9

Raised blood pressure

Bradycardia

Pounding headache

Flushing

Sweating

Blotching above the level of the injury
Pallor

Cold

Goosebumps below the level of the injury

Themost common cause ofutonomic Dysreflexia is bladder or bowel distention. This can
be due to:

1
1
1
1

blocked catheter
urinary tract infection
overfilled collection bag.
Loaded colon

If a patient has a urinary catheter, check the followagularly

1
1
il
il

Is thedrainage bag full?

Is there a kink in the tubing?

Is the drainagdag at a higher level than tHe#adder?
Is the cathetedrainage turned of?

Management of Autonomic dysreflexia:

T

= =4 4

Remove the precipitating cause.

o If the patient is catheterised and theatheter is not draining after-3 minutes, the
catheter must be changed immediately.

o If the patient does not have a urinary catheter, and urinary retention is suspected
then perform a catheterisation and empty the patients bladder)

Remove/loosen clothing

Monitor vital signs

If hypertension persists, give prescribed emergency medication.

o The majority of spinal injured patients have been taught and been made aware of
this complication while in a spinal urdhd carry an emergency bag
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Patients that may be at an increasedsk of complicationsduring catheterisation

Patients with diagnosed CAUTI

0 5.¢1 LIRtAOE F2NJ dzNAYI NBE (N} OGU AYyFSOGA2ya
48 hours after diagnosis if able.

t P GASY(iQa 1y26y Gtactuddzf FSNI FNRBY dzNB G KNI f

0 After one failed attempby asuitablemedic advice should be sought from a senior
member of the Urology team.

Patients that are known to be difficult to catheterise.

0 After one failed attempby asuitablemediq advice should be sought fromsenior
member of the Urology team.

Patients that are known to have false passages in the urethra.

0 After one failed attempby asuitablemediq advice should be sought from a senior
member of the Urology team.

Patients in chronic retention that may blédollowing decompression of the bladder.

o To minimise the risk of hypovolaemic shock / haemorrhage due to sudden
decompression of a high pressure bladder, the patient should receive a bladder
scan to confirm post void residual volume and a renal funatizeck before
proceeding.

o |If urea, electrolyte and creatinine values are abnormal then the patient should be
catheterisedundera controlled environmen{ie secondary cargp ensure patient
safetyand admitted for monitoringThese patients must not to be considered for
TWOC unless requested by the urology team.

Patients that have undergone prostasergerywithin 3 monthsmustnot have their

catheters changed by medical or nursing staffless they have had the relevant

urological training/experience.

0 Advice should be sought from a senior member of the Urology team.

Patients that have undergone a radical prostatectomthin 3 monthsmust not have

their catheter changed without the ceent of the relevant consultant.

Patients with artificial urinary sphincter must not be catheterised.

o Discuss management with urolagy

Potential causes of increased risk of complications linked to CAUTI

Patients aged over 65 years

History ofdiabetes

Suprapubic catheter (may indicate complex urinary tract problems)
Currently taking steroids

Single functioning kidney

Currently taking antibiotics for UTI

History of UTI while catheterised.

Known MRSA high risk obacteraemia
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5.6  Patients atincreased risk of serious complications from CAUTI

Patients with artificial heart valve
History of UTI while catheterised
Patients who are immunosuppressed
Patients who have had organ transplant

= =4 -4 4

Prophylactic antibiotics are not indicated in the majordfypatients havig a catheter
change (HSE 2011).

However ,if necessaryconsult a senior member of the urology teammicrobiology

regardingthe use of an appropriate prophylactic antibiotic to cover the procedure on an
individual basis.

6 METHODS OBRINARY ATHETERISATION ANBEASONS FOBRSE

Followingan assessmentor the best approach to catheterisatipmanagemenshould take
F O02dzyii 2F GKS Of AyAOlf ySSR YR FyGdAOALNl GSR
Patient preference and potential risk of infection should also be considered.

Intermittent catheterisation should be used in preference to an indwelling catheter if it is
clinically appropriate and a practical option for the patieet appropriate manal
dexterity/cognitive functionWinder, 2008).

6.1 Intermittent catheterisation (ISC)

Intermittent catheterisation should be considered first, as there is a reduced risk of CAUTI
than with an indwelling cathetedndications for use of ISC are:

Relief and management of acute or chronic retention of urine

Incomplete bladder emptying

To empty the contents of the bladder before or during childbirth

QAaUAYIlIGA2Y 2F NBAARdzZt dzNAYyS mAy GKS F0aSy
For bladder management in neurologl disease, i.e. paralysis, spinal cord injury,

multiple sclerosis, stroke etc.

1 Management of urethral stricture(See Appendix 1for Procedureof Intermittent

Catheterisatior).

= =4 =4 4 A

6.2 Urethral catheterisation

Indications for use of urethral catheterisatiane:

1 To empty the contents of the bladder before or after abaoal, pelvic or rectal
surgery.
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To allow irrigation of the bladder

To bypass an obstruction

To relieve acute retention of urine

To relieve chronic retention of uringf symptomatic or real function is compromised
(RCN 2008)

Haemodynamic monitoring

To instil medication in to the bladder

To enable investigations to be performed e.g. urodynamic studies

Forsome cases and of life care (RCN 2008)

To relieve incontinence when no othereans is practicable

To maintain skin integrity Patient has open wounds/pressure damage and healing is
impaired by contamination of urine

Patient has a disability that makes mogior changing position painful.

To empty the bladder before childbirth

Suprapubic catheterisation

Indications for use of Supjaubic catheterisation are:

1
1

1
1

Trauma of the pelvis or urinary tract

Patient choice in patients who require long term catheterisation e.g. for sexual activity,
dignity, comfort etc.

Followingpelvic, gynaecological or urological surgery

Urinary retention or voiding problems caused by prostatic obstruction, infection,
urethral stricture or where urethral catheterisation is not possible (RCN 2008)

Contraindications to Suprapic catheterisabn include:

= =4 -4

Haematuria

Known history of bladder tumour

History of extensive open pelvic surgery

Prosthetic devices or material in the lower abdomen (RCN 2008)

7/ SELECTION OF APPRFE EQUIPMENT

7.1 Catheter &e

Charrier (CH) size

Female 12/1€h | Choose the smallest size possible which provides adequate drain

Male 12/14/16Ch | (NICE 2019)

Larger catheters can cause urethral irritatiand byassing around
the catheter.
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Larger sizes should only be used if clots or dedre present

If the catheteris being banged is due to blockagegnsider
increasing the catheter sizH.patient is alreadyising a 16Cluse a
16Ch and refer to urology as an outpatidat further management.

16-22Ch Larger charrier sizes (£&2) should be usetbr supra pubic re
catheterisation as this helps to avoid blockage.
Recatheterise with the same size as previously used, unless
troubleshooting.
If unable to insert a 1:22Ch catheter, use a smaller size to try to
preserve the cystostomy site and referurologyfor urgent review
7.2  Catheter Material
Catheter material | Advantage Disadvantage Duration of
catheter
PTFE Teflon Smoother outersurface¢ | Unsuitable for people| 28 days
coated latex reducestissue damage ang with latex allergies.
more resistant to
encrustations tharpure
latex.
Hydrogel coated | More compatible with Unsuitable for people| 12 weeks
latex body tissue, lessauma. with latex allergies.
Low surfacdriction,
improvedpatient comfort.
All Silicone They have alightly wider | Silicone allows 12 weeks
lumen than that of coated | diffusion of water:
catheters; therefore should balloons may
be considered if the therefore
patient is prone to occasionally dééte in
blockage otheir catheter. | situ, causing the
Suitable for patients with g catheter to fall out
latex allergy
7.3  Lengthof Catheter
Length Suitable for:
Standard/Male Male/Female

Used for male patients and also for female patients if obese confi

to bed/chair or on initial catheterisation.
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Female

Female only

For ambulatory female patients, unless they are bariatric, bed or
wheelchair bound, changing an obese or bed/chair bound female
from a short length to standard length catheter may resolve
problems with by passing or poor drainage.

The shortedength means a leg bag can be worn, which does not
show beneath the skiftand also avoids kinking of the catheter or
tubing.

A femalecatheter shouldNEVERe used in a male patienas this
can cause severe trauma to the prostatic urethra. Nation&tita
Safety Agency (NPSA 2009).

Paediatric

Children only

7.4 Balloon $ze

5ml

Paediatric catheters

Adult Linc Medical size 14 indwelling catheters

10ml

Standard size for routine catheterisation

30mls

ShouldNOTbe used-these are fourologypostoperative use only

The weight of water in larger balloons may lead to dragging/pullin
the catheter. The larger balloon may also cause bladder spasm a
discomfort because it will rest against the delicate trigone of the
bladder causingpasm, bypassing, paimaematuia, possible erosion
of the bladder wall and damage to the bladder neck. (Getlif896)

Integrated
Catheter Balloon

CKS W yASIfQ AYydSaANIt olffz22y
acts to dramatically reduce cuffingpon catheter insertion and
removal, following deflationDiscuss with urology if required.

Balloon Inflation

Balloons should always be inflated with Sterile wately. The use of
any other fluid will result in osmosis of the water in the balloon
contents, resulting in crystal formation within the balloon. This will
lead to problems with deflationfdhe balloon prior to removal.

The correct volume of water ust be used to inflate the balloon. If
less than the recommended amount of water is used taédon may
inflate unevenlythus not holding the catheter securely in place.
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It is not best practise to deflate and-neflate the balloon for trouble
shooting.

75  Catheter Tps

Catheter Tips

Straight tip

A number of different catheter tips at@vailable designed for specif
use but the standard tip is straight, rounded and has two drainagg
eyes. Unless otherwise stated/indicated, use a standard tipped
catheter.

Open ip

Suitable for both Urethral and Suprapubic use.

An open end catheteallows drainage of large amounts of debris
(e.g., blood clots) May be more suitable for catheters that block
regularly.

CoudelTiemann

Thesecathetershave a curved tignd are used to negotiatérough
the bladder neck oenlarged prostate.

Should notbe used unless specifically trained in their use.

7.6 Lubricating Gels for Urinary Catheterisation

Urethral
catheterisation
male and female

Lubricants with anaesthetic should be used for both male and
female urethral catheterisationunless there ianallergy or
sensitivity(NICE, 2019This is to ensurarethral trauma and
discomfort is minimised.

Female 6 ml syringe.
Male 11 ml syringe.

N.BProducts containing local anaesthetics should also be used v
caution inpatients with impairectardiac conditions, hepatic
insufficiency and in epileptics.

It is important that after insertion that you wait the full 5 minutes,
before inserting the catheter to allow the anaesthetic to take effe

Suprapubic
catheterisation

A sterile non lidocainbased lubricant gel must be used for all
suprapubic catheterisation® reduce the risk of bleeding from the
cystostomy site.
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7.7  Urinary DrainageSystems

All indwelling catheters should be connected to a sterile closed drainage system or catheter
valve.Maintaining a sterile, continuously closed urinary drainage system is central to the
prevention of CAUTI (Pragt al,2007). Selection of an appropriatessgm must take into
account the reason for catheterisation, duration required, patient/carer preference and
other infection prevention measureRatients must be educated on their drainage system
prior to discharge home.

A wide range of drainage ba/devices are available:

1 Largenight drainagebags (2 litre} commonly used for immobile patients/overnight
drainage

Legbags (356750 ml- Permit greater mobility & can be worn undelothes
Urometer- designed to measure hourly ine output

Belly bag - commonly used for patients who mobilise in a wheelchair

Flip flow valves

= =4 -4

7.8 Drainage Bgs

1 The leg bag and/or night drainage bag, attached directly to the catheter, must be sterile
and form a closed system

1 The closed system should never be broken except for good clinical reason (Pratt et al
HANTOU® C2NJ SEI YL S OKIy3Iay3a G4KS OFGKSGSNI
instructions (normally every §7 days)Bags that are damaged, leaking or contain an
accumulation of debris or have been disconnected should be changed immediately

1 Night drainage bags should be connected to a stand that prevents the bag from coming
into contact with the floor (night bag stand banger).

1 To facilitate urinary drainage and prevent reflux to minimise infection risk and upper
urinary system damage, the drainage bag must be positioned below the level of the
bladder(Bellybags incorporate an tegral valve to prevent refluEvan2001).

1 All urinary catheters must be secured with a catheter fixation device or stragiréB)
to the thigh or abdomen to minimise the risk of catheter tugging and urethral trauma
which increases the risk of CAUTI

1 Leg drainage bags showdtsobe attached using saps or sleeves ascommended by
manufacturers.

o Care must be taken en assessing for a leg/nighé&g or valve and the following

should be taken into consideration:

o If there is a history of venous or arterial supply problems to the kbgs leg straps
must not be used. Alternatives to this would be to use a sleeve or valve. ltis
important that no one who has ischemia is supplied with straps as this can cause
necrosis.

Manual dexterityg can they use the tap / slide safely threir own.

o Cognitive functiorg is the patient/ carer able to comply with the instructions, can
they carry out emptying safely, are they aware how often they need to empty the

o
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bag, or is there a carer who could empty the bag for théB&eAppendix 2for
Procedure for Changing a Leag}

7.9 Emptying urinary drainage bags

Urinarydrainage bags should be emptiachen no more than 2/3 full tanaintain free
drainage, prevent reflux and maintain the dignity and comfort of pagent (NICE 2019

1 Healthcare staff emptying drainage bags should decontaminate their hands in
accordance with Trust Hand Hygiene Policy and wear appropriate perzatettive
equipment(PPE)

1 When emptying the drainage bag separate clean container should be used fattea
patient.

1 When emptying the drainage bagvoid contact between the drainage tap and the
container (Pratt et al 2007ry the outlet tap with a disposable wipe following emptying.

7.10 Catheter valves.

Catheter valves can be used as an alternative to a leg bag presuming no contraindications.
The valve is connected to the urinary catheter outlet to allow bladder filling and
intermittent emptying.

To prevent bladder ovedistension and urinary backflowyine should be drained at regular
intervals by opening the valve. Frequency of emptying will be determined by the patient
but should be at least every 3 to 4 hours. Following a longer period of catheterisation the
bladder may need to be emptied sooneitithis whilst the bladder is retrained. The

interval between emptying should be gradually increased until the patient can hold for 3 to
4 hours.Do not use a spigot as an alternative to a catheter valve.

In order to maintain the benefits of having a v@ldrainage bags are best avoided
overnight.However, if using with aight bag attach an overnight bag to the valve and once
the night bag is connected, the valve should be in the open position to allow urine to drain

Contraindications for valve use:

Renal impairment

Cognitive impairment and confusion
Ureteric reflux

Poor dexterity

Reduced bladder capacity

Detrusor over activity

Reduced bladder sensation

= =4 4 -4 8 9 -9

+ f gSa aKz2dzZ R 6S OKFIYy3ISR OO0O2NRAy3 G2 Yl ydzFl
days). The valve should baisposed of into clinical waste:
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1 Healthcare staff emptying drainage bags should decontaminate their hands in
accordance with Trust Hand Hgge Policy and wear appropriate personal protective
equipment (PPE).

When emptying the valve, a separate clean container should be used for each patient.
When emptying the valve, avoid contact between the tap and the container (Pratt et al
2007).Dry theoutlet tap with a disposable wipe following emptying.

= =4

7.11 Cathetersecuring devices

Best practice indicates a catheter securing device should be used to anchor the urethral

OF i KSGSNJ G2 GKS LI GASyiQdladdd dedkradnfaiudisecirad G 2  LIN
catheters can also lead to catheter movement, inflammation, and pain (NHSI, 2020). It is
preferable to use a strap system rather than a fixation dressing as this is kinder on the skin.

Pink (2013) asserts that unstable catheters cax kairritation of the detrusor, resulting in
of F RRSNJ aLJayYy Ay LI GASyGa 6A0GK 20SNJ I OGABS o
some cases actual expulsion.

As well as ensuring the urethral catheter itself is fixed to the leg any leg bag stiswilde
FGaGgr OKSR 2 GKS LI GASyidQa OFftF 2NJ 0KAIK dzaAy

Catheter securing devices, leg bag securing straps and catheter sleeves should be used to
help reduce the risk of urethral erosion. Urethral erosions are usualiyd in patients with
longterm catheters, this may be caused by not securing the catheter appropriately.
Alternating sites daily when securing the position of the catheter may help reduce the risk of
erosion. Take extra care when securing devices tol&agin to avoid skin damage and take
caution with patients having cognitive impairment.

7.12 Catheterhygiene

Routinehygieneis advisedas part of daily personal caveéhich helps to decrease the risk of
CAUT.ISelfcare should be encouraged, but carried out by a health care professional if the
patient is unableAll hospitalised patients must be advised to use prontoderm foam daily

For patients with urethral catheters:

1 Using soap and water, wash around theahes, startingat the entry point of the
catheter, being sure to wash strokes away from the entry point.

T Rinse well

1 Ensure foreskin is repladdin men)after cleaning.

For patients with suprapubic catheters:

1 the site should be cleaned daily wislhap and water
1 rinse well
1 Excessiveleaning is not required and may increase the risk of infection (EAU 2012)
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1 Dressings are best avoided (EAU 2012)
1 Ensure the site is observed for signs of infection aner granulation

There is no evidence that routine application of antimicrobial preparations around the
meatusor around the suprapubic sit@ill prevent infections (EAU 2012)

7.13 Cathetermaintenance:Indications for the use of catheter maintenance solutions

Eliminate simple mechanical obstruction first:

Bladder Spasm
Constipation

Kinked Tubing
Restrictive Clothing
Drainage Bag Full
Urinary tract infection

= =4 -8 8 -8 9

Systematic review of the evidence has failed to demonstrate any beneficial effect of bladder
instillation, irrigation or washout with a variety of antiseptic or antimicrobial agents in
preventing CAUTI (Pratt et al 2007). Therefore routine catheter washouts using antiseptic
solutions should not be undertaken.

Catheter maintenance solution should only imeed when all other options have been
considered. For catheters that regularly block due to encrustatignto establish the life of

the catheter This will establish a clear pattern. Once the pattern has been established and
a clear treatment plan haseen written, the use of the appropriate catheter maintenance
solution and planned catheter changes can be adopted.

Best practice in the treatment of encrustation is to use two solutions consecutively. Current
research supports the use of two sequentiatillations of a small volume are more

effective at dissolving encrustation (Getliffe, et al 2000RrBun UreTainer Twin, has two
chambers of 30mls solution, each chamber is instilled for 5 minutes and therefore you are
only breaking the closed draiga system the once. Alternative solutions would therefore
mean that you would have to break the closed drainage system twice to instil two solutions.
By limiting the amount of times that the closed drainage system is broken, reduces the risk
of introducinginfection.

When considering catheter maintenance solutions for blocked catheters, there must be
clear evidence to suggest that the patient may benieém:

1 one off use to relieve blocked catheter

1 planned use of catheter maintenance solution to extehd life of the urinary catheter

1 Theuse of catheter maintenance solution prior to removal of a urinary catheter to
dissolve crystal formation to prevent trauma.

Therefore it is essential that the catheter history is clearly documented.
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7.14 Cathetermaintenance solutions

1 Catheter maintenancenay be indicted to manage catheter obstructiorfSee
Appendix 3for procedure.

1 During office hours on call urology and urology nursing staff are available for advice for
patients with urological conditionand complex catheter problems.

Catheter Maintenance solutiss that can be used in DB&ke as follows:

1 Suby G Citric Acid 3.23@lIso known as Suby G)
o wSO2YYSYRSR AT GKS LI GASYd A& ARSYGATA
0 Maximum dose is twice daily.
o Ifirritation is experienced then treatment should be stopped.

1 Solution R Citric Acid 6%
0o WSO2YYSYRSR LINA2NJ G2 OFGdKSGSNI OKIFy3asS |
0 Solution R can be effective in clearing a catheter which is completely blocked
with encrustation.
o0 Prior to catheter removal it will help to dissolve crystals formed in and
around the catheter tip making removal less traumatic to delicate urethral
tissue.
0 A combination of Suby G and Solution R is also an option for persistent
Wof 201 SNBQOD
o Ifirritation is experienced then treatment should be stopped.

1 Sodium Chloride NaCl 0.9%
0 Recommended to flush out debris and mucus
o It has a purely mechanical action.

Precautions/ Risk Factors

Known history of haematuria

Known cancer of urinary tract

Wherefistula is present

Recent radiotherapy to lower urinary tract

Urinary tract infection

Clients with spinal injuries. Observe for signs of autonomic dysreflexia (Addison
& Rew 1999)

= =4 4 4 -8 A

Continuous bladder irrigation is often required following certainlogical surgeries or for
some patients with haematuria with clots and is only to be used under instruction of a
urologist.
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7.15 Disposal of waste

The disposal of clinical waste from catheter care prared should adhere to the Trust
wastedisposal policy.

8 CATHETER INSERTION

8.1 Catheter insertion.

The procedure for catheter insertion is detailedle following clinical skills packages
available via ESR or via the HIVE training and education page

1 Male catheterisationEPGG/20/17
1 Female catheterisatiarEPGG/20/16

1 Changing suprapubic catheteESPGG/20/18

8.2  Collection of urine samples

A urinalysis is not recommended and should not be carried out for those with a urethral
catheter, suprapubic catheter or using intermittent catheters.

A Catheter specimen of urine (CSU) shauidl be sent for culture and sensitivities if

the patient issystemically unwell

patient has a high temperature

following lack of response to treatment

as part of a septic screen

has symptoms of a urinary tractfection (UTI).

= =4 -4 4 -4

The CSU must be collected before antibiotics are administered.

It is essential to maintain the closed urinary drainage system when collecting the sample.
Use the needldree sample port. Do not sample directly from the urinary catheter or
drainage bag.

Use an aseptitechnique to obtain the sampléSeeAppendix 4for CSU procedure).

8.3 Documentation of catheter insertion

Catheterinsertion details should be clearly documented in thl (i A iSopridsand
catheter care sheefThefollowing information should beecorded in accordance with The
Code(NMC 2018)
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1 Patient consent

1 Reason for catheterisatioand volume of urine drained

1 Type of catheter, batch number and expiry date

1 Catheter material, length and size

1 Make and type of lubricating gel used, batch number and expiry.date
1 Drainage system and method dfainage

1 Securing device being used and attachment.site

1 Date and time of insertion and by whom

1 Date of planned change/reassessment and expected duration

1 Ensure evidence that patient informati@nd guidance has been given
1 Interventions specific tadentified problems including rationale

1 Reviews/care given

9 CARE OF PATIENTS ADMED TO THE TRUSI W1 'b Lb
DWELLING URINARY GKTER

When a patient is @nitted into hospital with aurinary catheter irsitu from thecommunity,

the nursemust ensure thattheg 6 G I Ay | O2 LJ&athgtdr caielSiromdthé A Sy (i Q&
patient (catheter passport)f the patient is unable to provide the informatiphospital staff

should contact tha.Jl- (i A d@syfict Buing team via single point of accésobtain the

following information:

Reason for the catheter

Date oflastcatheterisation

Proposed date ohextcatheter change

Any problems experienced during catheterisation
Any prescribed catheter maintenance solutions.

GhowbPRE

This information should be documented the urinary catheter recordocument Points 1
3 are audited by the infection control team

At this point,CSU shouldnly be obtainedfor cultureand sensitivity if the patient isither

1 unwell with urknown cause
1 suspected CAUTI.

10 REMOVAL OF URINARXTEIETERS

Urinary catheters should be removed as soon as the catheter is no longer indicated using a
clean, nortouch technigie. Results of the TWOC should be documented inltfied A Sy (i &4 Q
records and on the discharge summary. If unsuccessful, results should be documented
GAGKAY GKS LI GASYyGQa OFGKSGSNI LI aaLR2NI FyR

All indwelling catheters must have the balloon deflated prior to removal and the catheter
must be removed swly to minimise trauma. When deflating the balloon, allow the syringe
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to naturally pull back as this prevents the catheter balloon collapsing in either a crease or a

ridge formation (Robinson 2003).

10.1 Indications for trial without catheters (TWOC)

Unnecessary continuation of indwelling catheterisation heightens the risk of catheter
associated urinary tract infection (UTI) or sepsis.

Timely removal of an indwelling catheter is essential to prevent unnecessary infections.

Trial without catheter (TWO@)a dza SR G2 | aasSaa LI GASyGaQ

their ability to effectively and successfully empty their bladder unaided.

Pre TWOC consideratians

o f

f / KSO1 ! NBI 9 9ftSOGNRteidisSa 0! 39Qa0 F2NJ Y2a
|.

o IfnorecentU® NBadzt Ga | GFAflo6fS FNNIFIy3S
A If U&E results were deranged pre catheterisation or remain deranged

seek advice from Urologyrior to TWOC
1 Check CSU results if appropriate.
o0 Arrange antibiotics with medical team if CSU results recormdramntibiotic
treatment and delay TWOfGr 24-48 hours.
Treat any constipation prior to TWOC
For male patientsvith benign prostatic enlargemerain Alpha blocker e.g

= =

Tamsulosin 400mcg nocte, should be considered and if appropgt&at®urs before

the TWOC.
9 Discuss TWOC process and obtain verbal consent from the patient.

10.2 Timing of TWOC

There is currently no evidence to support removing catheter at any particular time i.e.

midnight removal or early morning removal. Factors which should be comsideclude:

1 Availability of appropriate healthcare professionals to assess success or failure of

TWOC.

1 Ensuring that appropriate healthcare professionals will be available if the patient is

unable to void urine.
Patient preference.

= =4

early morning.
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10.3 Problematic catheter removal

1 Ensure the patient is relaxed and bladder/ urinaphincter is not in spasm, allow
the patient time to relax for a few minutes.
1 If balloon cuff formation suspected
o ReinflateOl § KSGSNJ ol ftf22y 6AGK Hmo Yfa 27F ¢
2005). If catheter still cannot be removed seek more experienced help.
1 If unable to deflate the catheter balloon (This is a rare complication):
o Never cut the catheter or try to burstthelfaR 2y 6@ 2 SNITAY FE I (A
water. If the balloon fails to deflate follow the following steps (EAUN 2005).
AtflIO0S I aeNRy3aS Ay (KS AyTFillaAzy @t
balloon may deflate during this time.
A If channel obstruction is suspectede to crystal formation, squeeze
the visible catheter tubing to try to displace the crystals.
A If you are still unable to deflatéde catheter balloon, urology
assistance should be sought. An ultrasounchsoay beneeded to
ensure that the catheter balloois deflated and if necessary the
balloon can be deflated suprapubically by a trained radiology
healthcare professional.

10.4 Documentation of catheter removal

91 Date and time of catheter removal should be recordeth@urinary catheter care
sheetwith the reason for removal.

1 Document if the balloon was fully deflated, noting if the catheter tip and balloon
were intact and any encrustation or debris was visible on the catheter tip.

1 Any adverse event during or following the procedure e.g. pain or uaétileeding

etc.

Time of review of voiding pattern

Signature and status of healthcare professional removing the catheter

= =

10.5 TWOC procedure

Prior to TWOC, assess if extra support would be needed for mobilising/toileting and
ensure a plan is in place tprevent potential fallsand reassess every 24 hours

Consider patient location in relation to toilets e@onsideiif a physiotherapy/mobility assessmeist

requiredif the patient has deconditioned/decreased mobility due to catheter use whilst in tadspi
However, this assessment should not delay the TWOC.

TWOC must be terminated immediately in the event that:
1 Bleeding is of concern

1 Painis of concern
9 Urine has not been passed within 6 hours
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TWOC first 4 hours

1 The patient should be asked to pass urine into a measuring container or
uroflowmetry machine if available.

Bladder scan should be performed immediately after each void.

If patient has voided twice (at least 150ml) within the first 4 hours and bladder scan
is less than 150ml, the patient can be discharged home if TWOC is in a clinic setting.

= =4

4 hours after TWOC

Check patient has no discomfort since catheter was removed.

Ensure patient has been drinking the recommended amounts

Perform bladder scan if naime passed

If no concerns rescan in 2 hours

If at any time the patient becomes uncomfortable and is unable to void consider

teaching intermittent seklcatheterisation (ISC) or consider an indwelling catheter if
ISC is not appropriate

= =4 -8 4 -4

6 hours after TWOC

1 Check patient has no discomfort since catheter was removed,
1 Ensure patient has been drinking the recommended amounts
1 Perform bladder scan after each void,

o Bladder scan less than 150ard patient passes urine in good amounts
(above 100mls)
A TWOC isuccessful

A Advise patient on signs of retention and when to seek medical advice.

o Bladder scan between 16800mls
A If patient is asyrptomatic of urinary retention g. has no pain or
discomfort and /or has had a poor fluid intake during the TWOC
procedure, arange a followup bladder scan the next day.

o Bladder scan more than 300mls

A Consider teaching intermittent ISGee appendix 1)

If ISC inappropriatesonsider recatheterisationwith a urethral
catheter.

Consider using a flip flow valve if appropriate

Document outcome within the catheter IPOC

> >

> >
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10.6 Failure to void following TWOC

On Discharge:

1 If unsuccessful TWOC ensure a catheter passport is completed and given to the
patient. A referral to the Community Continence Service should be madefddioe
up and a 2nd TWOC

11 DISCHARGE OF PATIENWITH A URINARY GMTER

When a catleterised patient is dischargettansferred from hospital, the discharging nurse
must ensure that a cathetatischarge form/district nurse referral c/ompletedand emailed
through to the appropriate single point of access team (district nyr3éss should state for
follow-up care and consideration of trial without catheter if appropriate.

The district nurses will then visit the patient as soon as possible atterviag the referral
to ensure thatthe patient has furtheequipment and to identify any problems or concerns
that the patient may have following discharge.

11.1 Catheter passport

Ensure the patient has a completeopy of the catheter passport which is a patient held
record for each catheter change and documents any problems during changes and any
prescribed catheter maintenance.

WPRnhumber:WPR46420

Available in urology if unavailable at the time of discharge.

11.2 Patient/carer educationand support

1 The aim of patient/carer education is to reduce the risk of complications and
common problems of catheterisation. Patients/carers should be given written
information to support information given verbalfpatient education booklet
available in discharge home pack)

1 Patients and their carers should be educated about and trained in the correct
technique of hand hygiene

1 Attention should be paid to personal hygiene using soap and water, particularly
around the urethral meatus, and the catheter tube there is no evidence to support
the use of antiseptic solutions (Pratt et al 2007)

T tFGASYyGa yR GKSANI OF NBNDRa akKz2dzZ R | f
drainage system is central in reducing tliekrof catheter associated infection. It is
therefore important to keep manipulation of the closed system to a minimum; this
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includes unnecessary emptying, changing therdngj bags or taking samples of

urine.

Patients and carers should be instructedhe correct use of the support devices for
the drainage bags, and given advice to empty catheter leg bags when no more than
three quarters full. This will help prevent trauma, discomfort and haematuria

It must also be reiterated that all drainage bags prescribed for individual patient

use and are single use items of equipment. Once disconnected, the drainage bag
must be discarded to reduce the riskinfection (DOH, 200@ratt et al 2007).

Advice should be given to patient/carer on how to store amspdse of catheter
equipment appropriately in the home.

Avoidance/treatment of constipation

Ensuring drainage equipment is secured below the height of the bladder avoiding
kinks in tubing.

Ensuring catheter bag is emptied frequently enough to avoideurgflux(2/3 full).
Unless medically contraindicated, a daily minimum of 1500mis of fluid intake should
be encouraged.

Discharging with catheter equipment

Patients that are newly catheterised and are todischargedwvith the cathetershould be
given the relevanequipment to take homevhich will be sufficient for 1 weeld catheter
home pack is available on all wards which contain

= =4 4 -4 -8 -

1 x night bag

1x leg bag

2 X leg bag straps

1 x night bag hanger

1 x patient education booklet

If unable tolocate this item please contact the urology suitbo can provide this.

The discharging nurse wallsoneed to gather and provide:

12

1 x catheter of the same size and material for the next chamdpch must be in a
catheter box(including 10ml water fothe balloon)

1 x dressing pack

1 x tube of anaesthetic jelly

1 x sachet of normal Saline

2 x 10ml luesslip syringes

TRAININGAND EDUCATION

The training requirements of all staff whlé identifiedthrough a training needs analysis.
Role specific education will be delivered by the service lead or nominated person. Please
refer to the mandatory and statutory training policy (CORP/EMP29) for details of the
training needs analysis, as staff will requdifferent levels of training.
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1 Urology nurse practitioner 642537/643249 (within working hours)
9 Clinical skills team

13 MONITORING COMPLIAE®VITH THE PROCEDURA
DOCUMENT
What is being | Who will carry How often How Reviewed/
Monitored out the Where Reported
Monitoring to
Datixreporting | Urology Monthly AnyDatix reports
governance reviewed by
Urology
governance
Catheter care | Urology rurse | Brannually 10 patients
sheets team catheter care
sheetsreviewed
and reported to
urology
governance

The policy will
be reviewed in
the following

circumstances

Urology team

Every 3 years routinely, unless:
When new national or
international guidance are
received

When newly published evidence
demonstrates needor change to
current practice

Action required from Root Cause
Analysis Serious Investigation

Report

14

DEFINITIONS

Catheter Associatedrivary Tract Infection(CAUTI)

CatheterSpecimen bUrine (CSU)

Department of Health (DOH)
HealthcareAssociated Infectio(HCAI)
LowerUrinary Trac{LUT)
Nationallnstitute for Clinical Excellen¢BlICE)
PersonaProtective EquipmentPPE)

PrimaryCare Trus{PCT)

Royal College of Nursing (RCN)

TrialWithout Cathete TWOC)
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TrustWide Governance Commigg TWGC)
Urinary Tract infection (UTI)

AsepticNon Touch Techniqu@NTT)
Institute Of Healthcare Improvement (IHI)

Best Interestdecisions

Best Interest isletermined on an individudlasis. All factors relevant to the decision must be
taken intoaccount, family and friends should be consulted, and the decision should be in the
Best interest of the individual. Please see S5 of the MCA code of practice for further
information.

15 EQUALITY IMPACT ASSMENT

The Trust aims to design and implemeantsces, policies and measures that meet the
diverse needs of our service, population and workforce, ensuring that none are
disadvantaged over others. Our objectives and responsibilities relating to equality and
diversity are outlined within our equalischemes. When considering the needs and
assessing the impact of a procedural document any discriminatory factors must be
identified.

An Equality Impact Assessment (EIA) has been conducted on this procedural document in
line with the principles of the Equality Analysis Policy (CORP/EMP 27) and the Fair
Treatmentfor All Policy (CORP/EMP 4).

The purpose of the EIA is to minimise ahpassible remove any disproportionate impact
on employees on the grounds of race, sex, disability, age, sexual orientation or religious
belief. No detriment was identifiedSeeAppendix5.

17 ASSOCIATED TRUST EEDURAL DOCUMENTS

This policy mudbe used in conjunction with:

PAT/IC 5 Hand Hygiene

PAT/IC 19 Standard Infection Control Precautions
PAT/PA 1™ental Capacity Act 2005 Policy and Procedure, including Deprivation of Liberty
Safeguards (DoLS)

PAT/PA 28 Privacy and Dignity Policy

PATPA 2 consent to examination or treatment policy
PAT/PS 7 Patient identification policy

PAT/IC 6 MRSA screening

CORP/EMP dFair Treatment for All Policy
CORP/EMP 27Equality Analysis Policy
CORP/HSFS 17(A) Waste Management
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18 DATA PROTECTION

Anypersonaldataprocessingssociatedvith this policywill be carriedout under®/ dzZNNB y (i
dataprotectiont S 3 A adsih thelDatgPebtectionAct2018andthe UKGeneraData
ProtectionRegulationGDPR2021.

For further information on data processing carried out by the trust, please refer to our
Privacy Notices and other information which you can find on the trust website:
https://www.dbth.nhs.uk/aboutus/our-publications/informationgovernance/
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APPENDIX 1PROCEDURE FOR INTERMNT CATHETRISAY(C5C)

PROTOCOL FORITIONNTERMITTENSELEATHETERISATION

If procedure igperformed by a member of the healthcare team, then it must be performed
as an aseptic techniqusy a member of staff who has completed the catheterisation clinical
skills packageThe Healthcare member must wear personal protective clothing as
appropriateand procedure must adhere to hospital policy for urethral catheterisation.

If procedure is carried out by the patient or carer then it is a clean procedure.

OBJECTIVES
The health care professional will:

See those patients who condition would bendfam performing ISC.

Make sure the patient is sufficiently dextrous and motivated to perform the

procedure

1 Ensure the patient is fully counselled and aware of the reason for performing the
procedure and any possible alternatives to this treatment.

1 Ensure the patient is aware of possible complications which can occur when
performing ISC and that they are aware of the consequences 6f non
compliance/concordance.

1 Ensure the patient is able to perform ISC using a clean technique and is fully aware of
the treatment regime.

1 Ensure the patient is aware of how to lubricate the catheters and any requisites for

storage.

Ensure the patient is offered a variety of catheters and delivery services.

Arrange follow up the patient on a regular basis to ensure iooied concordance

with treatment.

1 Identify any changes to patients condition and treat/investigate as appropriate

1
1

il
1

PRIOR TO DISCHARGE FROM THE WARD/DEPARTMENT
The health care professional will:

Ensure that the patient is competent performing ISC

Ensure that the patient has an adequate supply of catheters.

Arrange home delivery service if necessary.

Arrange follow up appointment.

Give out information boklets and nurse contact numbers.

Arrange community follow up if appropriate.

Dictate a letterto patients GP with a copy to be sent to community continence team
and patient

= =4 4 -4 8 -9 -9
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ISC PATHWAY

1 All patients will be seen by a health care professional and full explanation given re
the reason for ISC, and possible other treatment options available.

1 The HCP will assess patient dexterity and show and explain the catheters most
suitable for the individual.

1 The HCP will explain intermittent selfitheterisation using a patient information
booklet designed for the specific catheter of choice and answgrgueries or
concerns they may have.

1 The HCP will guide/observe tpatient throughperformingthe 1st catheterisation
independently if possibleexplaining anatomy and procedure through. The HCP
will identify any aids which will be of benefit to tipatient during the procedure.

1 If the patient is required to repeat the proceduf@ competence reasons, theyust
remain on the ward/in the clinic until they have drunk sufficiently to repeat the ISC.
(the patients may leave the clinic and return wheryhthave a full bladder)

1 The HCP will ensure the patient has a full understanding of the equipment and
hygiene issues surrounding ISC, and the methods of receiving further supplies of
equipment

1 If the patient feels competent the HCP will arrange followhypthe appropriate
team. This may be urology, gynaecology, or the continence or district nursing service
as appropriate.

Intermittent self-catheterisation Procedure guidelines for patients

Equipment
1 Mirror (for female patients).
1 Appropriately size@atheters for male/female patients.
1 Lubricating gel.
1 Clean container (e.g. plastic envelope) for catheter.

FEMALE INTERMITTENT SELF CATHETERISATION
Procedure

Action Rationale

Wash hands using soap and water ||To reduce the risk of cross infection

Take up a comfortable position, To facilitate insertion of intermittent
depending on mobility (e.g. sitting on||catheter

the toilet, standing with one foot on
toilet seat, lying in bed.

Spread the labia and wash genitalia ||To reduce the risk of introducing infectio
from front to back with soap and wate
then dry

Open catheter packaging or containe||To prepare catheter and to ease insertio
Fd LISNJ YI ydzFl O dzN
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If using a coated catheter preoak as
per manufad dzZNB NR & Ay a i

Find the urethral opening above the
vagina. A mirror can be used to help
identify the urethral opening. Gently
insert the catheter into the urethra,
taking care not to touch the part of thi
catheter entering the body

To reduce the risk of introducing infectio

Drain the urine into the toilet or
suitable container. When the urine
stops flowing slowly remove the
catheter, halting if more urine starts t
flow.

To ensure the bladder is congpély
emptied

Before removing the catheter from th
urethra put a finger over the funnel el
of the catheter and then remove the
catheter from the urethra.

To trap urine in the catheter and prevent
spillage on to clothing/bedding or the flog

Hold thecatheter over the toilet or
suitable container and remove finger
from the funnel end to release the
trapped urine.

To prevent spillage on to clothing/beddin
or the floor

If using a coated catheter, disposea
lidded orange clinical waste bin.

To prevent environmental contamination

Wash hands with soap and water.

|To reduce the risk of infection

MALE INTERMITTENT SELF CATHETERISATION

Procedure

Action

Rationale

Wash hands using soap and water

|To reduce the risk of cross infection

Take up a comfortable position,
depending on mobility (e.g. sitting on
the toilet, standing with one foot on
toilet seat, lying in bed)

To facilitate insertion of intermittent
catheter

Clean glans penis with soap and watf
If the foreskin covers the pes it will
need to be held back during the
procedure

To reduce the risk of introducing infectio

Open catheter packaging or containe
Fa LISNIJ Yl ydzFl Ol dz
If using a coated catheter preoak as

LISNJ Y I ydzF I Ol dzNB NI

To prepare catheter and to ease insertio
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Hold the penis in the nodominant
hand, upwards towards thetomach
Standing in front of a mirror is useful |
men with a large abdomen

To prevent trauma to the penoscrotal
junction
To enable a clear view tfe penis

Hold the catheter with the dominant
hand, being careful not to touch the
part of the catheter entering the body
and gently insert it into the opening o]
the urethra.

Advance the catheter into the bladde|
There will be a change of feelingtae
catheter passes through the prostate
gland and into the bladder.

It may be a little sore on the first few
occasions only. If there is any
resistance, do not continue, withdraw
the catheter and contact your
urology/continence/district nurses.

To redice the risk of introducing an
infection

The prostate gland surrounds the urethra
(water pipe) just below the bladder and
consists of much firmer tissue.

The prostate can enlarge and cause an
obstruction to the water pipe especially i
older men.

Drainthe urine into the toilet or
suitable container. When the urine
stops flowing slowly remove the
catheter, halting if more urine starts tq
flow.

To ensure the bladder is completely
emptied

Before removing the catheter from th
urethra put a finger over the funnel ef
of the catheter and then remove the
catheter from the urethra.

To trap urine in the catheter and prevent
spillage on to clothing/bedding or the flog

Hold the catheter overtte toilet or
suitable container and remove finger
from the funnel end to release the
trapped urine.

To prevent spillage on to clothing/beddin
or the floor

Dispose of the catheter in a lidded
orange clinical waste bin.

To prevent environmental contaméation

|Wash hands with soap and water.

||To reduce the risk of infection
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APPENDIX 2PROCEDURE FOR CHANGA LEG BAG

Equipment
i Sterile dressing pack containing galipotsaarindented plastic tray, losnting
swabs or medical foam, gloves (sterile aruh-sterile),sterile field anddisposable
bag
New leg bag

Receptacle for old leg bag

= =4 A

Appropriate fixing to support leg bag

Action

Rationale

Explain and discuss the procedungth
the patient
Use suitable privatarea

To ensire the patient understands the
procedure and gives informed consent.

Wash haxs using liquid soap ardty
thoroughly with paper towels.

To prevent crosinfection

Puton apron, open sterile dressinqack
and apply sterile gloves.

Toprevent crosgnfection

Placesterile towel under connection
between catheter and bag.

To maintain an aseptic technique.

Sepaate leg bag from catheter usirgg
gauzeswab and insert the new legag
immediately without touching thend
of the new leg bag.

To reduce risk of contamination and to
minimise thelength of time drainage
systemis broken.

Secure new leg bag with chosen
method of support.

To prevent tension on the catheter by
weight of urine.

Risk assesses the need to wgaggles.
Enpty urine in the night bag intsluice
toilet and discard night bag in
appropriate waste stream.

To prevent crosinfection
To prevent splash back

Remove and dispose of gloves and
apron in the appropriate waste strean
Wash hands using liqugbg and di
thoroughly with papetowels.

To prevent crosinfection

Document the amount of urindrained
and the date of the nexthange in the
LI GASYyGaQ NBO2NRS3
Document the date of change on the
Catheterbag.

Comprehensie data for protection of
nursecarrying outprocedure and patient
receivingthe procedure.
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Equipment

T
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Sterile dressing pack containing galipotsarindented plastic tray, lownting swabs or

medical foam, gloves (sterile amdn-sterile),sterile field and disposable bag

New leg bag

1
1 Receptacle for old leg bag
1

Appropriate fixing to support leg bag

Action

Rationale

Explain and discuss the procedure wi
the patient
Usesuitable private area

To ensure the patient understands the
procedure and gives informed consent.

Wash hands using liquid soap and dr
thoroughly with paper towels.

To prevent crosinfection

Put on apron, open sterile dressing p
and apply sterile Igves.

To prevent crosinfection

Put pulp receptacle / jug under tap
ensuring the tap does not come into
contact with the jug. Open the tap an|
allow urine to drain until the bag is
empty.

To prevent crosinfection and ensure
complete emptying of the

Close the tap and clean with
gauzeltissue

To prevent leakage and prevent cross
infection

Risk assesses the need to wear gogg
Dispose of urine in the sluice / toilet.

Assess risk of splash back.
To prevent crosinfection.

Dispose of pulp receptacle using an
appropriate waste stream.

To prevent crosinfection

Remove and dispose of gloves and
apron in the appropriate waste strean
Wash hands using liquid soap and dr
thoroughly with paper towels.

To prevent crosinfection

Document urine measurement in fluic
balance chart

To maintain accurate fluid balance
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APPENDIX 4PROCEDURE FOR COILE¥G ACATHETER SPECIME
OF URINE (CSU)

Action

Rationale

Confirm patients identity

To avoid error in patient identification

Explain and discuss the procedure with
patient

To ensure that the patient understands the
procedure and gives their valid consent

Wash hands using liquid soap and wate
(Refer to Hand Hygiene Policy)

To reduce risk of cross infection

Put on a disposable plastic apron

To reduce risk of crogafection from microe
organisms on uniform

Screen the bedr chair, or ensure
appropriate measures in place

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

If there is no urine visible in the cathetel
tubing then a clamp may be placed a fe)
centimetres distal to the sampling port

Toensure sufficient sample has been collected
accurate sampling

Once there is sufficient urin@sible in the
drainage tube above the clamp, then wi
the sampling port with an alcohol swab
and allow to dry

To decontaminate sapling port and prevent
falsepositive results

Insert a sterile syringe into the neediee
sampling port

To reduce the ris of sharps injuries

Aspirate the required amount of urine
(approx. 10ml) and transfer specimen i
sterile specimen pot

To avoid contamination and allow for accurate
microbial processing

Wipe sampling port with an alcohol swa
and allow to dry

Toreduce contaminatiorof access port and to
reduce risk of cross contamination

Unclamp the drainage tubing |

To allow drainage to continue

Dispose of all waste aterials according t
trust policy

To ensure correct clinical waste management &
reduce riskof crossinfection

Wash hands using liquid soap and wate
(Refer to Hand Hygiene Policy)

To reduce risk of cross infection

Complete ICE requeand label sample aj
per policy

To provide accurate information for laboratory
analysis

Dispatch thespecimen to the laboratory

To ensure the best possible conditions for
microbial analysis and to prevent mieooganism
proliferation.

Document procedure in patient records

To ensure timely and accurate records
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APPENDIX 5EQUALITY IMPAGASSESSMENT PART IITINL SCREENING

Service/Function/Policy/Project/

Strategy

Division

Assessor (S)

New or Existing Service ol
Policy?

Date of Assessmen|

Catheterpolicy

Surgery and Cancer

Vivek Kumar

New

April 2022

1)

Who is responsible for this policyMName of Division/DirectorateSurgery

2)

Describe the purpose of the service / function / policy / project/ strategy®ho is it intended to benefit? What are the intended outcom&samprove

knowledge of staff and improve care of catheterised patients

3) Arethere any associated objectivedzgislation, targets national expectation, standatdsachieve national standards
4) What factors contribute or detract from achieving intended outcomeg®/a
5) Does the policy have an impact in terms of age, ragdisability, gender, gender reassignment, sexual orientation, marriage/civil partnership,
maternity/pregnancy and religion/beliefDetails: [sedequality Impact Assessment Guidahnceo
T If yes,please describe current or planned activities to address thgact [e.g. Monitoring, consultationg
6) Is there any scope for neweasures which would promote equalityfany actions to be taken]
7) Are any of the following groups adversely affected by the policy?
Protected Characteristics Affected? Impact
a) Age X
b) Disability X
c) Gender X
d) Gender Reassignment X
e) Marriage/Civil Partnership X
f) Maternity/Pregnancy X
g) Race X
h) Religion/Belief X
i) Sexual Orientation X

8) Provide the Equality Rating of the service / function /policy / project / strategyick ) outcome box

Outcome 1

| Outcome 2

Outcome 3

Outcome 4

*If you have rated the policy as having an outcome of 2, 3 or 4, it is necessary to carry out a detailed assessmentetachBmtgiled Equality Analysis forgsee CORP/EMP 27.

Date fornext review: April 2025

Checked by:

J PLACE

Date: 6/4/22
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