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1.0    INTRODUCTION   

  
1  In the community and primary healthcare settings, long term urinary catheterisation is most 

used in the management of the elderly and patients and those with neurological conditions. 
There are approximately 1.2 million people in the UK who have indwelling catheters in situ 
(Shackley et al, 2017; Carr, 2019), with some community areas reporting as many as 40% 
of their patient caseload with an indwelling catheter. Catheters are more prevalent in males 
(Shackley et al 2017).  
  
Catheterisation is an invasive procedure that can cause embarrassment, physical injury 
and psychological discomfort and can affect patient’s self-image (European Association of 
Urology Nurses [EAUN] 2024). Catheterising patients increases the risk of acquiring a 
Urinary Tract Infection, known as a Catheter Associated Urinary Tract Infection (CAUTI). 
The risk of developing bacteriuria increases by 5% for each day of catheterisation. In acute 
care facilities, 20-30% of catheterised patients develop bacteriuria, of which 2-6% develop 
symptoms of CAUTI. Approximately 3% of those with CAUTI develop life threatening 
secondary infections such as bacteraemia or sepsis, where mortality rates range from 10% 
to 33% (Loveday et al 2014).  
 
The complications of catheterisation together with advances in the understanding of 
alternative treatments means that the use of a long-term catheter is now a last resort in 
treating urinary dysfunction and should be used only after alternative methods of 
management have been considered (National Institute for Clinical Excellence [NICE] 
2021). There is evidence that catheters are inserted without a clear clinical indication 
(Loveday et al 2014). Royal College of Nursing [RCN] 2025) state that nurses should never 
catheterise or continue catheter usage for nursing convenience.   
 
When catheterisation is being discussed as a treatment option, Clean Intermittent Self 
Catheterisation is always considered as a first option rather than indwelling catheterisation, 
providing this is a safe and acceptable alternative for the individual and carer(s) (NICE, 
2021).  
 
However, there are still some patients, for whom catheterisation is the most appropriate 
form of care, including people with difficulty in complete emptying of the bladder because 
of neurological disease or injury, those with outlet obstruction, people with chronic urinary 
incontinence for whom alternative methods are inappropriate or unsuccessful and in end-of 
life care, where continence care should be based on patient wishes and preferences 
whether a catheter or other containment measures or containment products are used.  
Do not assume anatomy based on gender or recorded sex – assess and document 
relevant anatomy and catheter history/ surgery and gender affirming surgery affecting 
urethra.  
 

   2.0    OBJECTIVES and AIMS    

  
2.1  
  
  

For all staff to have access to the most up to date and evidence-based practice for this 
aspect of care.  
 
For all staff to be aware of their roles and responsibilities in the delivery of this aspect of 
care. 
 

3.0  DUTIES, ROLES and RESPONSIBILITIES  
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3.1     Chief Executive Officer (CEO) 
Overall responsibility for the Trust’s procedural documents is held by the Chief Executive 
Officer.  

 
3.2     Executive Directors  

Responsibility for the identification, review, approval, implementation and monitoring of their 
relevant procedural documents (i.e. those procedural documents relevant to their portfolio). 
Appropriate personnel and financial resources are allocated to implement this policy and 
guidelines. This procedure is implemented throughout the Trust and is regularly reviewed. 
Reports are presented to the Board or committee with delegated responsibility identifying 
any issues that may require consideration at this level.  

  
3.3  Trust Secretary  

Overall responsibility for the Corporate Governance Team, who hold responsibility for 
quality assuring procedural documents, maintaining a document register, maintaining a 
document library, publication, and for maintaining and providing clinical and non-clinical 
document tracker and forecast reports.  

  
3.4  Document Owners / Subject Matter Experts   

This policy applies to all document owners at CPFT who are involved in the drafting, 
approval and publication of procedural documents. Document owners have responsibility to 
ensure that:   
 

• procedural documents are kept up to date and in line with changes to the law, best 
practice, national guidance and changes to any other associates Trust documents.  

• all procedural documents have followed the right governance process for approval.  

• procedural documents are kept in date and reviewed in a timely way in line with the 
agreed review date.  

• a risk assessment form is completed for any document past their review date; and 
communication of any change to procedural documents is overseen by the relevant 
oversight group and subsequently shared with staff 

 
3.5  Pharmacy Team  

For any clinical procedural document containing reference to the administration/ prescription 
of drugs, involvement from the Pharmacy Team and completion of the Pharmacy Quality 
Assurance Checklist is essential at initial stage of development.  

  
3.6  All Staff  

All staff have a duty to read procedural documents and guidance relevant to their practice 
and comply with them. Failure to do so may result in performance or disciplinary action 
being taken.  

  
3.7   Team Leads/ Managers   

• To ensure that appropriate training and updates are provided to all relevant staff 
groups.  

• All relevant groups are made aware of any changes to the guideline.  

• All relevant groups have access to appropriate equipment that complies with safety and 
maintenance requirement according to Trust policy.  

• Managers need to ensure that staff are aware and have access to policy guidelines and 
that the appropriate education, supervision, and mechanisms are in place to ensure 
safe practice. This will include education and training needs, to be highlighted and 
addressed; this can be done through appraisal or supervision and a record of 
competencies kept for audit and standard purposes.  



G06 - Urinary Catheterisation Guidance v5.1       Page 6 of 42 

 

  
   3.8   Healthcare Practitioner’s responsibilities:  

• It is important that every practitioner for whom this aspect of care is relevant is 
accountable for his/her own proficiency and must take appropriate steps if they believe 
they are not proficient to undertake a specific procedure.  

• To access training provided and complete Proficiency in Practice documentation and 
maintain updates as outlined in this guidance.   

• To adhere to the best practice outlined in this guidance.   

• To ensure documentation is completed as outlined in this guidance and as to Trust and 
Professional Bodies standards.  

  

4.0   TRAINING and PROFICIENCY   
  
4.1     Any Registered Nurse (RN), Nursing Associate (NA), Doctor, Band 3 and 4 Health Care 

Support Worker (HCSW) or Health Care Professional (HCP), such as Paramedics, who 
is both confident and proficient in this clinical procedure should be able to catheterise, 
undertake a Bladder Scan and a Trail Without Catheter (TWOC). Proficiency should be 
acquired through educational workshops provided by CPFT (see Bladder and Bowel 
Training Pathway below) followed by completion of the Proficiency in Practice 
documents for: Urinary Catheterisation, Bladder Scan and TWOC (accessed via Safe to 
Care Folder), which includes observation and supervision in the clinical setting. This 
should include learner observation of a minimum of 2 episodes of male, female, SP 
catheterisations followed by assessment in practice for a minimum of 2 episodes of 
each type of catheterisation relevant to role by a proficient registered practitioner who 
practices catheterisation and has attended catheter training within the last 3 years.  

 

 
The Training Pathway is accessed via CPFT Academy Find learning (cpft.nhs.uk)  

Line managers should ensure that any member of staff new to the Trust who will be 
performing urethral catheterisation and/or supra-pubic catheterisation and TWOC as part 
of their role should be familiar with this policy and undertake CPFT Continence Training 
Pathway, regardless of whether they have been undertaking this aspect of care elsewhere. 
This is to ensure that new staff have an awareness of local guidance and formularies.   
All practitioners undertaking this aspect of care are required to have the relevant skills and 
abilities and to maintain proficiency. Royal College of Nursing (RCN) (2025) states; you 
must regularly practise these skills; performing procedures once or twice annually is not 
acceptable to maintain competence and you must keep up to date with new knowledge 
and changes to procedures. It is CPFT guidance that all staff who undertake this aspect of 
care attend the Catheterisation Theory session every 3 years.  

   

5.0   PROCESS and CONTENT   

 
5.1      Registered Practitioners   
 
           First Catheterisation  

Registered Practitioners Band 5 and above, proficient in catheterising patients with male 
and female genitalia can make a clinical decision to undertake an initial urethral 
catheterisation. This includes a patient with male genitalia who is known to have an 
enlarged prostate or prostate cancer.  
 

Continence  
Assessment  

Continence  
Products Videos Bowel Care Urinary  

Catheterisation  
Continence  

Practical  
Session  

Bladder Scan  e - 
Learning 

https://learning.cpft.nhs.uk/totara/catalog/index.php?catalog_fts=continence&orderbykey=score&itemstyle=narrow
https://learning.cpft.nhs.uk/totara/catalog/index.php?catalog_fts=continence&orderbykey=score&itemstyle=narrow


G06 - Urinary Catheterisation Guidance v5.1       Page 7 of 42 

 

The Registered Practitioner should only make ONE attempt to catheterise the patient with 
male genitalia. 
 
Ideally, catheterisation should be performed following discussion with the patient’s General 
Practitioner (GP). If this is not possible, the GP should be informed that the patient has 
been catheterised in order that medical decision regarding subsequent treatment/care can 
be made. The decision to catheterise for the first time must be documented clearly in the 
patient’s notes.   
 

          Re-catheterisation  
Indwelling urinary catheters are widely used in clinical practice. In acute care settings 15-
25% of patients may have a catheter inserted, usually for surgery, urine output measuring, 
or urinary retention. Data suggests that more than 20% of these catheters are placed 
without a specific medical indication. Many patients are discharged from hospital with 
catheters in situ and often remain in place for longer than necessary. It is therefore 
important that the rationale for catheterisation should be documented as well as the 
anticipated date for removal.  
 
The risk of infection increases the longer the catheter is in place. It is therefore necessary 
to remove a catheter as soon as possible because timely removal reduces the risk of 
complications.   
 
When a catheter is already being used the HCP should consider if it is necessary. This can 
be established using the HOUDINI indicators:  
 
The HOUDINI protocol.  

H  Haematuria  

O  Obstruction, urinary  

U  Urological surgery  

D  Decubitus ulcers/ Pressure Ulcers  

I  Input/output measurements (in critical illness/haemodynamic instability)  

N  Neurogenic bladder dysfunction/chronic indwelling catheter  

I  Immobilization due to physical constraints  

 
If NO, make that urinary catheter disappears!  
 
The following advice deals with patients that have long term catheters on admission 
to an inpatient unit or admission onto a Community Nursing caseload.     
 
When considering long term catheterisation, a risk assessment should consider the 
patients quality of life, particularly:  
 
• The impact of the catheter on the patient  
• Their sexuality and body image  
• If they can manage the catheter independently at home and if not, what support needs 

to be arranged.  
• Clearly document the rational for the continuing use of a urinary catheter.  
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The registered practitioner should only make up to TWO attempts to re-catheterise a 
patient with male genitalia under gentle pressure in the following circumstances: -  
 
• Planned catheter change, where no previous difficulties have been encountered.  
• Subsequent catheterisation, for relief of incontinence, chronic retention of urine, or in 

the terminally ill patient to promote comfort.  
• To assess the volume of residual urine.   
• Where possible a portable bladder scanner should be used for this purpose, but it may 

still be necessary on occasions to pass an in and out catheter to assess residual 
volume.  

• To teach the patient clean intermittent self- catheterisation  
  

Registered Practitioners SHOULD NOT undertake URETHRAL Catheterisation for   
patients with male and female genitalia in the following circumstances:     
   
• Where the patient is in acute retention of urine  
• Where the patient is in chronic retention of urine 900mls and above indicated on the 

portable bladder scanner  
• Where there is a recent history of pelvic trauma  

• Where there is known difficulty in catheterising the patient • Where there has been 

failure to catheterise at the first attempt  
• Recent transgender surgery  
• For patients who have not undergone recent surgery the RCN (2025) state individuals 

who undergo treatment or surgery to alter their gender their internal urethral structure is 
altered, and this may affect the choice of catheter used. Careful assessment including 
Urology, GP and Bladder and Bowel Service input are required to ensure safety for the 
patient and the correct equipment and products are used. Use checklist in appendix  

  
Registered Practitioners MAY undertake SUPRA-PUBIC re-catheterisation in the 
following circumstances:  
 
• The initial catheterisation is performed by the Urology Team in hospital.  
• First supra-pubic catheter change is normally performed by the Urology Nurse in the 

Urology Outpatients Department.   
• In certain circumstances for example if a patient requires hoisting/frail and return to the 

hospital is particularly disruptive, then the first supra-pubic change may be undertaken 
by a proficient practitioner in the community following discussion with Bladder and 
Bowel Service/ Urologist.  

  
Registered Practitioners SHOULD NOT undertake SUPRA-PUBIC catheterisation in 
the following circumstances:  
 
• When the supra-pubic catheter blocks within 6 weeks of initial catheterisation. The 

patient will need their supra-pubic catheter changed by the urologist in hospital as there 
is a possibility of inadequate tract formation.  

• Where there is known difficulty in catheterising the patient. Seek medical advice or from 
the Bladder and Bowel Service.  

  
Any trained practitioner undertaking supra-pubic catheter changes must have undertaken 
sufficient supervised practice in the procedure and have been assessed as being proficient 
(NICE 2021). Subsequent catheter changes should be done at 4–12-week intervals 
depending on the type of catheter material used.  
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           HCSW, NA’s and Students  
HCSW’s, NA’s and Students can undertake this aspect of care as a delegated role 
following training and assessment of proficiency in practice as detailed above. All 
Registered Health Care Professionals who delegate aspects of Bladder and Bowel care to 
unregistered staff must be conversant with the Trust Delegation Policy and Professional 
Accountability and Responsibility:  
 

           When delegating tasks and duties regarding catheterisation, the delegating registered 
health care professional (HCP) should consider the wider patient assessment involved in a 
task.  

 
           For example, if care of a patient with a blocked or bypassing catheter is being delegated, 

then the knowledge and skills to assess the underlying cause of the problem, and plan and 
evaluate care to resolve the problem, should also be in the HCP’s sphere of competence, 
skills and knowledge. This would therefore not be appropriate to delegate to a health care 
assistant or assistant practitioner. Some organisations have found it helpful to agree a 
pathway for delegation of catheterisation for health care assistants. This allows clear 
inclusion and exclusion criteria to be agreed to ensure safe delegation. 

 
Accountability and delegation | Royal College of Nursing (rcn.org.uk)  
Accountability - The Nursing and Midwifery Council (nmc.org.uk)  
Delegation - The Nursing and Midwifery Council (nmc.org.uk)  
 
Services Clinical Skills Matrix and staff Training Needs Analysis (TNA) will identify if this an 
appropriate aspect of care for this role to undertake. Alongside attendance at the 3yrly  
Catheterisation Theory Session NA’s and HCSW’s must complete an Annual Proficiency in 
Practice with support from a proficient nurse within their team.  
 
A risk assessment form must be completed for each patient before the decision is made to 
delegate urinary catheterisation to an HCSW/NA.  The risk assessment is completed by 
RN who takes responsibility for the delegation of this aspect of care. The risk assessment 
can be found in System One on the Clinical Tree (See Appendix 1)  
 
Nursing Associates (NA)  
Urinary Catheterisation is not a NA standard, but if appropriate to the clinical area they can 
undertake routine catheterisation in patients who have male and female genitalia and 
supra-pubic urinary catheterisation and patients with male and female genitalia undertake 
intermittent Catheterisation (IC) as a Trust proficiency post-registration.   
 
See link for NMC standards for Nursing Associates:  
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-
ofproficiency-for-nursing-associates/   
 
Health Care Support Workers (HCSW) Band 3 and 4  
 
Urinary Catheterisation can be delegated to Band 3 and 4’s, NA’s where this appropriate 
for role and the patient has been risk assessed. Please see Table below.   

Band  Female  Female  
IC  

Male  S/Pubic  Bladder 
Scan  

TWOC  CMS  

3  Yes  Yes  No  No  Yes  Yes  Yes  

4  Yes  Yes  No  Yes  Yes  Yes  Yes  

NA  Yes  Yes  Yes  Yes  Yes  Yes  Yes  

  

https://www.rcn.org.uk/professional-development/accountability-and-delegation
https://www.rcn.org.uk/professional-development/accountability-and-delegation
https://www.nmc.org.uk/standards/code/code-in-action/accountability/
https://www.nmc.org.uk/standards/code/code-in-action/accountability/
https://www.nmc.org.uk/standards/code/code-in-action/accountability/
https://www.nmc.org.uk/standards/code/code-in-action/accountability/
https://www.nmc.org.uk/standards/code/code-in-action/delegation/
https://www.nmc.org.uk/standards/code/code-in-action/delegation/
https://www.nmc.org.uk/standards/code/code-in-action/delegation/
https://www.nmc.org.uk/standards/code/code-in-action/delegation/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
https://www.nmc.org.uk/standards/standards-for-nursing-associates/standards-of-proficiency-for-nursing-associates/
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NA’s and HCSW’s working in Community Nursing Teams cannot undertake unplanned 
appropriate for role visits unless the patient has been risk assessed and this is an identified 
un-planned element to their planned care day or night (evidence of a comprehensive 
assessment and Trouble Shooting has been completed). This must have RN oversight 
and reviews undertaken where issues arise on more than 2 occasions. 
 
Student nurses  
Student Nurses from Anglian Ruskin University (ARU) during their undergraduate nursing 
programme will, under supervision of a proficient Band 5 or above RN, be able to 
undertake the following skills in relation to female and male urethral catheterisation when 
able to demonstrate the understanding of the theory for this aspect of care while on 
placement with CPFT:  
 
• Select and use appropriate continence products.  
• Insert urinary catheters (uncomplicated male and female)  
• Manage urinary catheters.  
• Remove urinary catheters.  
• Assist with clean intermittent self-catheterisation when required.  
• Manage bladder drainage.  

  
Patient’s must be informed that a student will undertaking this aspect of care and obtain 
consent. The RN supervising the Student Nurse should risk assess each case for the 
degree of difficulty prior to the procedure being undertaken.   
 
Student Nurses cannot:  
• perform the FIRST urethral catheterisation in patients with male genitalia or female 

genitalia. 
• Perform catheterisation on patients that have recent or past transgender surgery. 
• undertake Supra-Pubic catheterisation (this can be performed post-registration)  
• Catheterise post TWOC.  

  
Catheterisation by relatives/carers  
A relative or carer may in some circumstances, be taught to undertake intermittent 
catheterisation, urethral or supra-pubic re-catheterisation in the patient`s best interest; if 
the patient wishes and has capacity to make the decision. The relative or carer will need be 
trained by a proficient RN, Band 5 and above.   
 
A full risk assessment should be performed prior to any training provided to check the 
suitability of delegating this role to a relative/carer. The RN must observe the patient`s 
relative/carer in performing the catheterisation procedure until they are confident that the 
relative/carer is competent to carry out the procedure independently and has the 
necessary knowledge to manage the catheter care including infection control. The RN is 
responsible in providing the patient with the catheterisation equipment, catheter passport 
and contact details of the Community Nursing Team. A care plan should be in place to 
reflect that the patient`s relative/carer is performing catheterisation, and it would be good 
practice for the RN to review the patient after three catheter changes.  
 
Intermittent catheterisation may be delegated to a patient carer on a named patient basis 
under the delegation of the Bladder and Bowel Service.  
 
Catheterisation in End of Life 
There is a lack of evidence on the role of catheters at End of life. Monitoring of urinary 
volume should be considered as routine part of EOL care, with consideration of an 
indwelling catheter to alleviate symptoms. 
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The nurse must assess the patient at the point of care and give family advice and guidance 
on when to call for assistance if they feel their relative is uncomfortable. A leaflet 
supporting this has been completed. 
 
A catheter could then be considered without using a bladder scan if not available.  
Please see RCN catheter guidance for end-of-life chapter 17.  
https://www.rcn.org.uk/Professional-Development/PDFs/RCN-Catheter-care-
guidance-uk-pub-010-988  

           
Infection Control:   
Nurses have a professional responsibility to be aware of the risk of infection related to 
catheterisation, failure to maintain proof of knowledge and proficiency, or failure to identify 
and minimise risk to patient could be viewed as failure to meet the standards set out in 
NMC The Code (2018):  
 
All staff involved in providing this aspect of care should:  

• Be educated about the standard principles of infection prevention and trained in hand 
decontamination, and the use of personal protective equipment (NICE 2021)  

• Have completed Mandatory Training for Infection Prevention and Control and 
completed their annual Handwashing Audit  

• Be aware of latex allergies / skin sensitivities of the patient and carer when using 
Personal Protective Equipment such as gloves.  

• Good hand-washing practice is essential before and after handling catheters and 
drainage systems to prevent cross infection (NICE 2021). 5 Moments of Hand Hygiene 
must be undertaken for each episode of care.  

• Catheterisation should always be performed using an aseptic non touch technique 
(Davis 2019) ANTT for indwelling urinary catheterisation.   

  
When carrying out clinical procedures in patients’ homes, the healthcare worker does not 
have specific equipment as in a hospital / clinic setting e.g., a dressing trolley. Therefore, 
adaptations and creativity are often required to ensure the environment is conducive to the 
procedure being performed and the equipment/ work surfaces remains sterile.  
 
Management of bacterial UTI in patients with catheters: -  
All patients with a long-term indwelling catheter are bacteriuric, often with two or more 
micro- organisms. The catheter provides a focus for bacterial biofilm formation.   
Asymptomatic bacteriuria – The presence of significant levels of bacteria in the urine with 
no symptoms of urinary tract infection (UTI).  
 
Catheter-associated urinary tract infection (CAUTI) – is defined as the presence of 
symptoms or signs compatible with a UTI in people with a catheter with no other identified 
source of infection plus significant levels of bacteria in a catheter or a midstream urine 
specimen when the catheter has been removed within the previous 48 hours (NICE 2018).  
  
Antibiotic prophylaxis   

• Is not recommended for the prevention of symptomatic UTI in catheterised patients 
(Scottish Intercollegiate Guideline Network [SIGN] 2020) and is not routinely needed for 
asymptomatic bacteriuria in people with a catheter (NICE 2018)  

• Consider antibiotic prophylaxis for patients who have a history of symptomatic urinary 
tract infection after catheter change or experience trauma during catheterisation (NICE 
2021). SIGN (2020) states a single dose of antibiotic (not a full course) each time the 
catheter is changed if required.  

https://www.rcn.org.uk/Professional-Development/PDFs/RCN-Catheter-care-guidance-uk-pub-010-988
https://www.rcn.org.uk/Professional-Development/PDFs/RCN-Catheter-care-guidance-uk-pub-010-988
https://www.antt.org/antt-procedure-guidelines.html
https://www.antt.org/antt-procedure-guidelines.html
https://www.antt.org/antt-procedure-guidelines.html
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• Dipstick testing should not be used to diagnose urinary tract infection in 
catheterised patients (SIGN 2020). This invariably gives a false positive result 
due to catheter colonisation.  

• NICE (2018) recommend removing the catheter or, if this cannot be done, changing the 
catheter as soon as possible in people with a CAUTI (see table 1: symptoms of a 
CAUTI) if it has been in place for more than 7 days. Do not allow catheter removal or 
change to delay antibiotic treatment.  

• For further information and guidance on UTIs associated with urinary catheters 
including recurrent UTIs. Management of Recurrent Urinary Tract Infections in Adults 
(aged 16 and above) Page 10. 

• Best Practice advises to obtain a urine sample before antibiotics are taken. Take the 
sample from the catheter, via a needle free sampling port, and use an aseptic 
technique. If the catheter has been changed, obtain the sample from the new catheter; 
if the catheter has been removed, obtain a midstream specimen of urine (NICE 2018)  

• In most cases, managing symptomatic CAUTI (see Table 1) will require antibiotics 
(NICE 2018). Refer people with CAUTI to hospital if they have any symptoms or signs 
suggesting a more serious illness or condition (e.g., sepsis). Consider referring or seek 
specialist advice for people who have recurrent CAUTI or have bacteria that are 
resistant to oral antibiotics (NICE 2018). Advise people with CAUTI about drinking 
enough fluids to avoid dehydration (NICE 2018)  

 

Table 1:  Symptoms of a CAUTI  

  
Fever  
Malaise  
Rigors  
Systemically unwell  
Visible blood in urine  
  

  
Uncharacteristic confusion or worsening confusion Pain – 
lower back, loin, lower abdominal or suprapubic area  
  

  
         Types of Urinary Catheterisation  

Indications for urethral catheterisation  

Drainage  Investigations  Instillation  

Prostatic hyperplasia 
Acute or chronic 
retention  
Hypotonic bladder Pre 
and post pelvic 
surgery.  
Measurement of urine 
output  
To empty the bladder  
during childbirth  
  

Determine residual urine 
volume. To obtain a sterile 
sample of urine In 
Urodynamic investigations 
X-ray investigations  
  

To irrigate the bladder  
Chemotherapy  
Cystitis  
  

Management of intractable incontinence, terminal illness for patient comfort.  
 

To allow skin healing where this is compromised by incontinence: To be used only 
when all other methods have been tried.  
 

  
          Contra-indications to urethral catheterisation:  

https://www.cpics.org.uk/download/guidelines-for-the-management-of-recurrent-urinary-tract-infections-in-adults.pdf?ver=7966&doc=docm93jijm4n3107
https://www.cpics.org.uk/download/guidelines-for-the-management-of-recurrent-urinary-tract-infections-in-adults.pdf?ver=7966&doc=docm93jijm4n3107
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• Urethral trauma or urethritis  

• Confusional states  

• Undiagnosed retention  

• Undiagnosed haematuria  

• Pelvic injury or trauma  

• Patient declines procedure  

• General Practitioner refuses procedure- if refuses refer to Bladder and Bowel Service 
for further advice.  

  
          Supra-pubic catheterisation  
 

A supra-pubic catheter is one that is inserted, through an artificial tract in the abdominal 
wall, just above the pubic bone, and into the dome of the bladder.  
Indications for supra-pubic catheterisation  
 
• Acute and chronic retention that cannot be adequately drained with a urethral catheter.  
• Preferred by patient due to patient needs e.g., wheelchair users, sexual issues.  
• Obstruction, stricture, abnormal urethral anatomy  
• Acute prostatitis  
• Pelvic trauma  
• Complications of long-term urethral catheterisation  
• Complex urethral or abdominal surgery  
• Voiding trials following gynaecological/urological procedure  

  
Contra-indications to supra-pubic catheterisation  
 
• Undiagnosed haematuria  
• Known or suspected carcinoma of the bladder  
• Very obese patients or confused patients.  
• Blood clotting disorders  
• Ascites  
• Suspicion of ovarian cyst  
• Previous lower abdominal surgery  

  
          Clean Intermittent Self Catheterisation (CISC)  
 

NICE (2012) recommends CISC as the gold standard for bladder drainage. CISC is a 
clinically clean procedure that can be undertaken by patient or carers. Where CISC is 
undertaken by Health Care Professionals, an aseptic technique must be used due to the 
risk of cross infection.  
 
Indications for CISC/Intermittent catheterisation  
 

• Neurological bladder dysfunction • Urinary retention or incomplete emptying  

• Post operative retention.   
• Bladder installations/irrigation  
• Pre surgery to ensure patient is willing and able to carry out CISC prior to surgical 

procedure that may leave them with poor bladder emptying either in the short or long 
term, e.g., Botox, Transvaginal tape (TVT)  

• Emptying the bladder following reconstruction/augmentation, continent diversion such 
as Mitrofanoff diversion  

• Intermittent dilatation for prevention of recurrence of stricture  
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Contra-Indications  
 
• The patient declines to perform the procedure.  
• Known urethral obstruction.  
• Prostatic/urethral stent in position  
• Artificial sphincter  
• Recent urethral trauma 
• Recent transgender surgery  

• For patients who have not undergone recent surgery the RCN (2025) state 
individuals who undergo treatment or surgery to alter their gender their internal urethral 
structure is altered, and this may affect the choice of catheter used. Careful 
assessment including Urology, GP and Bladder and Bowel Service input are required to 
ensure safety for the patient and the correct equipment and products are used. Use 
checklist. In appendix 1b. 
  

Caution should be exercised in the following conditions.  
• Active inflammation of the lower urinary tract, e.g., UTI, prostatitis, cystitis, or urethritis.  
• Recent radiotherapy to lower urinary tract.  
• Carcinoma of the lower urinary tract  
• Penile/vaginal pain  
• Undiagnosed haematuria  
• In spinal injured patients in view of risks of Autonomic Dysreflexia.   

 
Advantages  
 
• Provides alternative to indwelling catheters which can give freedom to express 

sexuality.  
• Less risk of problems related to indwelling catheters e.g., CAUTI, catheter encrustation 

etc.  
• To promote continence  
• Improvement in quality of life  
• Preserve renal function.  
• Restore normal voiding function.  
• Reduces the incidence of UTI due to increased residual urine volume.  
  

          Catheter Selection  
 

Dr F Foley designed the catheter in 1930 that now bears his name. The two-way Foley 
catheter has been developed with an inflated balloon to secure its place in the bladder. 
One channel is used for urine and one for the balloon. Three-way catheters are available 
with a third channel to facilitate continuous bladder irrigation. This catheter is primarily 
used following urological surgery or in case of bleeding from the bladder.  
It is important to choose the correct catheter for the individual patient. All urinary catheters 
are licensed for urethral use. However, not all catheters are licensed for supra-pubic use; 
therefore, it is important to check the license prior to insertion.  
All catheters should be used as instructed by the manufacturer. Deviation from this will 
create liability on the part of the nurse. All catheters should be checked for quality, CE mark 
and be within the expiry date.  
The following should be considered when choosing an Indwelling Catheter: the material, 
catheter tip, size, length, and balloon infill volume of the catheter.  
Please see link to Continence Formulary.  

     
Catheter Material  

https://www.cpics.org.uk/download.cfm?doc=docm93jijm4n2063.pdf&ver=4011
https://www.cpics.org.uk/download.cfm?doc=docm93jijm4n2063.pdf&ver=4011
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Catheter materials determine the length of time a catheter can remain in situ according to 
the manufacturer’s recommendations.  
 
Short/Medium Term Catheters  

Catheter Material  
  

Advantages  Disadvantages  

Teflon Coated Latex:  
Polytetrafluorethylene  
(PTFE)  
  
Recommended Usage:  
Up to 28 days.  
  

Smoother on external 
surfaces for insertion – 
reduces tissue 
damage.  

Unsuitable for patients allergic to latex.  
If left in situ too long Teflon coating 
wears thin.  
More resistant to encrustation  

Silver Alloy Catheters 
e.g., Bard Medical  
Bardex I.C  
  
Recommended Usage:  
Up to 28 days.  
  

Reduces the incidence 
of  
asymptomatic  
bacteriuria but only for 
less than 1 week 
(Davenport and  
Keeley 2005)  

Unsuitable for patients allergic to latex  

  
Long Term Catheters  

 

Catheter Material  Advantages  Disadvantages  

Hydrogel Coated latex.  
  
Recommended usage:  
For up to 12 weeks  

More compatible with 
body tissue, because 
they are hydrophilic, 
they absorb fluid to 
form a soft cushion 
around the catheter 
and reduce friction 
and urethral irritation.  

Unsuitable for patients allergic to latex 
May be prone to encrustation. Hydrogel 
coated; latex catheters appear to be 
more successful than all-silicone 
catheters because of the difficulty in 
removing an all-silicone catheter in 
supra-pubic changes  

All Silicone  
  
Recommended usage:  
For up to 12 weeks  

Suitable for patients 
with latex allergy. 
Wide lumen for 
drainage reducing the 
risk of encrustation in 
long-term catheterised 
patients.  

Prone to slow balloon deflation as the 
sterile water inside the balloon diffuses 
through the balloon membrane which 
increases the risk of displacement.  
Formation of cuff on balloon deflation 
may cause difficulty on removal which 
can result in uncomfortable catheter 
removal, especially in patients with 
supra-pubic catheters.  
Some patients may complain that 
silicone catheters are firmer and cause 
more discomfort than softer latex 
catheters.  

   
Latex Allergy  
The consequence of choosing the wrong material is the main problem of a latex allergy 
(see Table 2). If any symptoms appear then discontinue the use of the latex catheter and/or 
gloves immediately and change to non-latex materials (Robinson 2004).   
 

Table 2: Symptoms of latex allergy    
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Anaphylaxis  Shock  Asthma  

Rhinitis  Vesicles  Scaling  

Local urticaria  Systemic urticaria  Pruritus 

Papules  Conjunctivitis  Bronchospasm  

  
     
 
          Catheter Tips  

The Standard tip catheter  Is round straight tip with 2 drainage eyes  
which are used for most planned catheterisation  

The Tiemann tip catheter  
  

Has a curved tip designed to be easier to introduce into 
the urethra in MEN with enlarged prostate or known 
stricture.  

The Open-ended catheter  Designed to allow the drainage of large amounts of debris 
or used when the catheter frequently blocks with 
encrustation  

  
Catheter size  
Catheter diameter sizes are measured in Charriere (Ch) also known as French Gauge 
(FG) and indicate the external diameter 1mm=3 CH.   
The smallest size should be chosen to provide adequate drainage and to minimise bladder 
neck and urethral trauma (EAUN 2012). Larger sizes can also cause irritation and 
bypassing of urine around the catheter.  
Sizes 20Ch and above are usually used post bladder/prostatic surgery and have a Triple 
Lumen which is used in Urology to irrigate the bladder.  Community nurses can remove 
these catheters as part of a TWOC and if patient requires catheterisation, then a size 12ch 
– 16ch catheter will be used.  
 
 

Charriere (Ch) sizing  

Ch size  Indication for use  Valve colour  

10Ch   Intermittent catheterisation  
  

Black  

12Ch  Urethral catheterisation   
Intermittent catheterisation  

White  

14Ch  
  

 Urethral catheterisation. Clear urine, no grit, 
debris, or haematuria  

Green  

16Ch  Initial urethral catheterisation (male genitalia) 
Clear or slightly cloudy urine. None or mild  
grit or debris. Light haematuria   
Supra-pubic catheterisation  

Orange  

 Intermittent catheterisation used in stricture 
therapy.  
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18Ch  
  
  
  
   

Initial catheterisation (with male genitalia) 
Moderate to heavy grit and debris.  
Haematuria with moderate clots  
Supra-pubic catheterisation  

Red  

       
Catheter length  
Standard Length – 40cms catheter length can be used for patient with male or female 
genitalia.   
 
Female length – 27cms. Female length catheters for urethral catheterisation are only 
suitable for ambulant females and should be used with caution.   
 
For Supra Pubic catheterisation standard length catheters should be used. However 
female length catheters are licensed for supra pubic use providing the person using the 
catheter has sufficient length to connect to a bag or valve. Consider: Obesity, mobility, and 
clothing (Association for Continence Advice [ACA] (2007).   
 
Urinary catheter lengths vary significantly based on the manufacturer. 
 

       Balloon size  
Inflate balloon according to manufactures instructions.   
 
10ml balloon inflate with 10mls of sterile water. Under or over inflation can cause occlusion 
of the drainage eyes, irritate the bladder wall, and lead to bladder spasms.  
 
There is no place for 30ml balloons in routine catheterisation and are only used in specific 
circumstances such as post prostatic surgery – large balloons can cause irritation to the 
bladder mucosa, bladder spasm, by-passing and damage the neck of the bladder.   
 

     Drainage Systems  
 

Leg bags  

• Leg bags are available in 350, 500, 750ml volumes with short, medium, long tube.    

• Outlet taps are available in different designs; lever tap and slide tap.   

• Most drainage bags have an anti-reflux valve, which prevents backflow of urine.   

• It is important to select a bag that the patient can manage especially in patients with 
reduced hand function.  

• Most companies advise that drainage bags should be positioned below the level of the 
bladder, except for the Belly Bag by Rusch, which is worn on the abdomen UP TO 28 

DAYS. • Leg bags should be changed according to manufacturer’s recommendations 

usually up to 7 days, if contaminated or after CMS administration.  

• Leg bags must be comfortably secured to prevent trauma and maintain privacy and 
dignity.  

  
Link system  

• A closed link system should be used to minimise the risk of urinary tract infection and 
applies to patients who require a leg bag by day and a 2-litre bag for night.   

• The leg bag is not disconnected from the catheter, but rather the night bag is connected 
to the drainage tap of the leg bag.   

• Many manufacturers recommend a 2 litre non-sterile single use night bag 
(Medicines and Healthcare Products Regulatory Agency 2013) to be used with a sterile 
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leg bag; unless the manufacturer concerned has given instructions in writing that their 
products can be washed and re-used (RCN 2012, RCN 2019)  

• Patients who are nursed in bed and do not require a leg bag then a sterile drainable 
night bag can be used and directly connected to the catheter and changed every 5-7 
days.  

• The night bag requires a stand for support and should not be in contact with the floor 
(NICE 2021)  

 
Emptying Drainage bags  

• The leg bag should be emptied when it is approximately two thirds full to prevent 
urethral damage or ureteric reflux.  

• Patients should be taught and encouraged to empty their own drainage bags whenever 
possible to maintain their own independence.  

• Where a patient is unable to empty their own catheter drainage bag, gloves and aprons 
should be worn by the nurse or carer to prevent cross infection. It is also important not 
to contaminate the tap by touch.  

• Nurse/carer must decontaminate their hands and wear a new pair of clean, nonsterile 
gloves before manipulating a patients catheter drainage bag and must decontaminate 
their hands after removing gloves (NICE 2021).  

• Use a separate, clean container for each patient when emptying the drainage bags.  

• Wipe the drainage tap after emptying with a detergent wipe (in-patient); patients own 
home instruct the patient to use a tissue or wet wipe.  

  
          Catheter Valves   

The catheter valves are an alternative to leg bags. The small valve is attached directly to 
the end of the catheter which is opened at regular intervals during the day to drain the 
bladder and have been shown to be more acceptable than leg bags for many users 
(German et al 1997); catheter valves are discreet and more comfortable. Another 
advantage is that they offer a potential for maintenance of bladder function, capacity, and 
tone by allowing the filling and emptying of the bladder, mimicking normal bladder function.  
Research has shown that using a catheter valve with four hourly releases (gradually 
build up if patient has long term catheter) is associated with reduced catheter 
blockage (Sabbuba et al 2005).  
Patients need to be assessed for their suitability to use the catheter valve.  
 
Considerations include:  
• Bladder capacity/overactivity  
• Sensation  
• Cognition  
• Dexterity  
• Reflux/Renal impairment.  
  

          Catheter stabilising devices  

• Helps to immobilise the catheter meaning comfort for the patient.  

• Prevents trauma and pain, all contributing to improve quality of life.  

• Reduces infection risks and the need for catheter replacement.  

• Prevents penile erosion.  

• There are different choices of fixation method, such as straps or sleeves which needs 
to be based on individual need.  

• Promote dignity.  
  
          Hygiene         
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          Meatal Cleansing  

• Bath or shower may be taken.  

• The meatus should be washed daily with water and soap. (NICE 2021). Ideally patients 
should be able to carry this out for themselves.  

• Swimming – is allowed in a swimming pool, however in open water consider 
environmental factors, suggest using a catheter valve if possible – patients should be 
warned that it does increase infection risk.  
  

Supra-public dressing  
Dressings can be used to contain discharge, however in general dressings are 
unnecessary and best avoided. Wherever possible patients should be encouraged to 
change their own dressings. Where there are copious amounts of discharge and/or signs 
of infection this will need to be addressed as to Wound Care Guidance.   

           Use of Lubricant gels in urinary catheterisation. 
 

Best-practice recommends that the procedure of urethral catheterisation requires an 
appropriate lubricant or anaesthetic gel from a sterile, single-use container (NICE 2021; 
Loveday et al 2014).   
 
Catheterisation can be painful. The use of anaesthetic lubricating gels is well recognised 
for catheterisation to minimise urethral trauma, discomfort, and infection (EAUN 2024).   
Health care professionals need to be aware of contra-indications and maximum dosing of 
lubricating gel with active ingredients. (See Continence formulary for further advice). It is 
essential to ask the patient if they have any sensitivity to lidocaine and chlorhexidine (MDA 
2012 safety alert reports the risk of anaphylactic reaction due to chlorhexidine allergy). 
Anaesthetic lubricating gels must not be used in patients who have damaged or bleeding 
mucous membranes because of the risk of systemic absorption of the lidocaine 
hydrochloride which may exacerbate ventricular arrhythmias and cause hypotension. In the 
event of a patient having a known contra-indication or allergy to anaesthetic lubricating gel, 
a plain lubricating gel should be used.  
 
Most manufactures provide two volumes of a lubricant gel e.g., 6ml for female genitalia and 
11ml for male genitalia.  
 
Important safety information regarding the maximum dose of Opti lube Active:  
 

• For adult patients, the maximum single dosage is 16g of gel which contains 0.32g of 
lidocaine.  This is equivalent to 16ml of Opti lube Active.  

• For adult patients, the maximum dose of lidocaine in 12hours is 0.6g of lidocaine.  

• This is equivalent to 30ml of Opti lube Active.   

• 11ml of Opti lube Active contains 0.22g of lidocaine.  

• 6ml of Opti lube Active contains 0.12g of lidocaine.   

• Best practice is for lubricant gels to be documented on a RN MAR chart which is kept in 
patients’ home.   

• Stock of Opti lube active can be used by registered nurse and can be used as a one 
off, if called to unplanned catheter and no stock available in house. This must be 
documented in the patients System One electronic record.  

• Nursing Associates and Health Care Assistants can use Opti lube Active if no other 
supplies available and if a completed RN MAR chart is in the house.  NA/HCA can only 
use what is written on the RN MAR chart. For example, if 6ml Opti lube Active is 
prescribed and HCA/NA only has 11mls Opti lube Active then NA/HCA cannot complete 
the catheterisation.  

• If no RN MAR chart in the house, then the NA or HCA cannot complete catheterisation.   
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    Documentation  

The health care professional undertaking this aspect of care must document all details of 
the catheterisation within the patient’s System One electronic record using the catheter 
diary available.   
Details must include:  

• Reason for catheterisation or changing catheter  

• Route of catheterisation urethral or supra-pubic  

• Informed consent obtained  

• Date of insertion  

• Planned date for catheter removal or change  

• Catheter type  

• Charriere size  

• Length of catheter  

• Balloon size (including how much water withdrawn from catheter   balloon on deflation)  

• Expiry date of the catheter  

• Lot or batch number  

• Anaesthetic gel, quantity used, batch number and expiry date.  

• Description how the catheterisation procedure went, no problems or problems with 
catheter insertion. In male patient was the catheter inserted up to the bifurcation points 
before balloon inflated.   

Any pain during balloon inflation.  

• Description of the type of urine drained, clear, haematuria, offensive.  

• Drainage system attached  

• Document outcome of procedure and information given to patient/carer in the catheter 
passport.  

 
For catheter passport please see link:  
NHS England Catheter  Passport   

  
Procedure for Urinary Catheterisation   
Colleagues will need access to Royal Marsden via CPFT library services.  
Link to Royal Marsden for male genitalia catheterisation.  
Royal Marsden - Male Catheterisation  
  
Link to Royal Marsden for female genitalia catheterisation.  
Royal Marsden - Female Catheterisation  
  
Link to Royal Marsden for supra pubic catheterisation  
Royal Marsden - Suprapubic Catheterisation  
  
Link to Royal Marsden for teaching intermittent self-catheterisation. 
Royal Marsden- Intermittent self‐catheterisation  
  
Link to Urinary catheterisation: intermittent self‐catheterisation patient guidance: 
female genitalia  
Royal Marsden - Intermittent self-catheterisation - Female  
  
Link to Royal Marsden for obtaining a catheter specimen of urine. 
Royal Marsden - Catheter Specimen of Urine  

  
 

Autonomic Dysreflexia in Spinal Cord Injury Patients  

https://www.england.nhs.uk/wp-content/uploads/2023/11/Catheter-passport-v8-complete-patient-and-clinical-Nov-2023.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/11/Catheter-passport-v8-complete-patient-and-clinical-Nov-2023.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/11/Catheter-passport-v8-complete-patient-and-clinical-Nov-2023.pdf
https://www.rmmonline.co.uk/manual/c06-fea-0005?resultNumber=0&totalResults=21&start=0&q=male+catheter&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c06-fea-0005?resultNumber=0&totalResults=21&start=0&q=male+catheter&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c06-fea-0005?resultNumber=0&totalResults=21&start=0&q=male+catheter&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c06-fea-0005?resultNumber=0&totalResults=21&start=0&q=male+catheter&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c06-fea-0006
https://www.rmmonline.co.uk/manual/c06-fea-0006
https://www.rmmonline.co.uk/manual/c06-fea-0007?resultNumber=1&start=0&totalResults=11&q=suprapubic+pubic+catheterization&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c06-fea-0007?resultNumber=1&start=0&totalResults=11&q=suprapubic+pubic+catheterization&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c06-fea-0007?resultNumber=1&start=0&totalResults=11&q=suprapubic+pubic+catheterization&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c06-fea-0007?resultNumber=1&start=0&totalResults=11&q=suprapubic+pubic+catheterization&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c06-fea-0008
https://www.rmmonline.co.uk/manual/c06-fea-0008
https://www.rmmonline.co.uk/manual/c06-fea-0008
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c06-fea-0009
https://www.rmmonline.co.uk/manual/c13-fea-0025?resultNumber=0&totalResults=43&start=0&q=catheter+specimen&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c13-fea-0025?resultNumber=0&totalResults=43&start=0&q=catheter+specimen&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c13-fea-0025?resultNumber=0&totalResults=43&start=0&q=catheter+specimen&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c13-fea-0025?resultNumber=0&totalResults=43&start=0&q=catheter+specimen&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c13-fea-0025?resultNumber=0&totalResults=43&start=0&q=catheter+specimen&resultsPageSize=10&rows=10
https://www.rmmonline.co.uk/manual/c13-fea-0025?resultNumber=0&totalResults=43&start=0&q=catheter+specimen&resultsPageSize=10&rows=10
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Definition:  
Autonomic Dysreflexia is a syndrome is characterised by abrupt onset of excessively high 
blood pressure caused by uncontrolled sympathetic nervous system discharge in persons 
with spinal cord injury (SCI). Persons at risk of this syndrome generally have injury levels 
usually above T-6.   
 
Common causes Bladder  

• Distended bladder  

• A kink in the catheter  

• An over-full leg bag  

• Blockage or obstruction that prevents urine flowing from the bladder  

• Urinary tract infection or bladder spasms  

• Bladder stones  
 
Bowel  

• Distended bowel which can be due to a full rectum, constipation, or impaction  

• Haemorrhoids  

• Anal fissures  

• Stretching of rectum or anus or skin breakdown in the area Skin  

• Pressure ulcer, contact burn, scald, or sunburn  

• Ingrown toenail  

• Tight clothing/leg bag etc.  
 
Sexual activity  

• Over-stimulation during sexual activity  

• Ejaculation – can cause a dysreflexia episode, but this can be managed  
 
Gynaecological issues  

• Menstrual pain  

• Labour and delivery  
 
Other causes  

• Bone fractures, below the level of injury  

• Pain or trauma  

• Syringomyelia  

• Deep vein thrombosis (DVT)  

• Acute conditions such as gastric ulcer, appendicitis  

• Severe anxiety (eliminate all possible physiological factors first)  
 
Symptoms  
Symptoms may vary from one individual to another. The symptoms may start mild and 
gradually become more intense, or they may become very severe within the first one or 
two minutes.   
 
Mild Dysreflexia  

• Sweating   

• Mild Increase in Blood Pressure: Since the typical resting blood pressure (BP) for 
quadriplegic clients is 90/60 (which is low normal); even a BP of 120/80 could suggest 
dysreflexia.   

 
Severe Dysreflexia – A Medical Emergency   
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• Hypertension. A sudden change from low to very high blood pressure can lead to 
convulsions, stroke, haemorrhage, or even death. The BP can rise quickly during as 
episode of dysreflexia.  

• Pounding Headache.   

• Heart Rate Changes.   

• Flushing of the Face and Neck.   
 
Treatment:  

• The overriding principle is to identify and remove the offending stimuli whenever 
possible.   

• Treatment of autonomic dysreflexia must be initiated quickly to prevent complications.   

• Check bladder – if the bladder appears full catheterise immediately using an 
anaesthetic gel prior to insertion.  

• If the patient is catheterised check drainage equipment for any kinks.  

• If catheter appears to be blocked, change the catheter immediately. Do not use a 
Catheter Maintenance Solution  

• If infection is suspected commence antibiotic therapy  

• Check bowels and check for potential causes and treat appropriately.  

• Document Autonomic Dysreflexia episodes.  
  

Catheter maintenance solutions (CMS)  
Recurrent blockage is a commonly experienced problem, which occurs in around 40-50% 
of long-term permanent indwelling catheters (EAUN 2024). When a catheter blocks 
frequently the most common cause is encrustation. This occurs when the urine and 
catheter are colonized by microorganisms which can produce the enzyme `urease`. Urea 
is split which releases ammonia causing a rise in urinary ph. When the urine becomes 
alkaline, phosphate minerals precipitate, and the catheter can become encrusted by 
struvite (magnesium ammonium phosphate) and calcium phosphate deposits. One of the 
most common and potent urease-producers is Proteus mirabilis often present in the 
patient’s bowel flora. Proteus mirabilis is identified in 90 per cent of catheter encrustation 
episodes. As microorganisms colonize a catheter surface, they multiply rapidly forming a 
living layer or `Biofilm` which are highly resistant to treatment with antimicrobial agents 
(Getliffe 2002; EAUN 2024).   
 
The term `bladder washout` has been superseded by the more appropriate term `catheter 
maintenance solution`. The use of CMS has been widely explored and continues to be a 
contentious issue. There is evidence that support the use of CMS in certain circumstances 
(Getliffe et al 2000). The benefit of using a maintenance solution is to prolong the life of the 
catheter, thereby avoiding the trauma of re-catheterisation. The duration of time that the 
catheter can be left in place before it becomes blocked is referred to as the `catheter-life`.   
Based on the available evidence, most authors do not recommend the use of CMS to 
manage blockage of indwelling catheters; a blocked catheter should be replaced   
 
Patient Assessment for CMS  
Catheter maintenance solutions should not be a first-line treatment.  
When a catheter blocks a detailed assessment/history of both the client and the client’s 
catheter history must be completed. A more in-depth knowledge of potential causes of 
blockage will enable the nurse to work out why the catheter is blocking.   
 
Accurate documentation and observation are paramount. The correct management of 
recurrent blockage is vital to increase catheter life and reduce the need for crisis 
management of acute catheter blockage. The management of recurrent catheter blockage 
is best achieved by identifying a pattern of life. If the catheter blocks after 3 weeks, it will 
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usually continue to block after 3 weeks. It is advisable to monitor the lives of the last three 
indwelling catheters using a catheter diary or passport. Catheter changes can be planned 
before blockage occurs. To see the extent of encrustation (crystals or debris) on the inside 
of the removed catheter, the catheter can be cut longitudinally, and a picture can be taken 
for the patient’s records.  
 
CMS can be prescribed where:  

• All other interventions have failed.  

• A catheter assessment questionnaire has been completed, which can be found in 
System one.  

• CMS must be documented on an RN MAR chart (unless one off treatment by a RN)  

• A Catheter Maintenance Solution checklist and must be completed and a discussion 
with Bladder and Bowel service clinician prior to any CMS being prescribed.  

• Standards of Competency and Proficiency Framework must be complete by all staff 
before performing CMS.   

 
Staff who can perform CMS.  

• Band 5 and above registered practitioners  

• Post registered Nursing Associates  

• Band 3 and 4 HCSW – under delegation by RN Band 5 and above. Best practice would 
be this to delegated where patients have been assessed and are well established on 
CMS. The RN must review the patient and the continued use of CMS on a regular 
basis e.g., every two months.  

 
There is no clear evidence of how often a catheter maintenance solution should be 
administered for it to be effective in keeping the catheter patent. The frequency of the 
instillation of the catheter maintenance solutions will depend on the clinical judgment of the 
RN, taking into consideration how often the catheter blocks and the extra risk of 
introducing infection. There are a variety of maintenance regimes suggested in the 
literature, for example, CMS should only be used if catheters are blocking more than once 
a month, where frequent catheter changes are painful/traumatic to patient. However, CMS 
should not be used more than 3 times a week and there should be a 24hr period before a 
subsequent CMS is administered. A course should be for 6-8 weeks then evaluated before 
continuing. If no effect either considers frequent catheter changes or contact your local 
Bladder and Bowel service for further advice.   
 
Types of Catheter Maintenance Solutions:  
Catheter Maintenance Solutions are classed as a medical device. Although it is acceptable 
to keep CMS as a stock item, best practice is to prescribe CMS for each patient and to 
keep them in the patient’s home.  
 
Catheter maintenance solutions must be written on a RN MAR chart in patient’s home and 
prescribed on medicines chart in in-patient settings.   
 
There are a few patients who cannot tolerate CMS. They usually complain of pain and 
discomfort on instillation of the solution. If this occurs the catheter must be changed 
frequently to prevent encrustation building up. Patients with a history of bladder carcinoma, 
haematuria, autonomic dysreflexia, and radiotherapy to the urinary tract may be unable to 
tolerate CMS.  
 
Catheter maintenance solutions must be administered according to manufacturer’s 
guidelines. Solutions come in 2 types of containers: these are the gravity feed container 
and the agitation type container.  



G06 - Urinary Catheterisation Guidance v5.1       Page 24 of 42 

 

Please see Continence formulary for more information on Catheter Maintenance solutions.  
  

Patient/Carer education:  
Catheter Care  
The purpose of patient/carer education in relation to catheter care is:  

• To enable patients to make informed choices.  

• To enable patients to understand the risk and how to minimise these.  

• To reduce dependence on health care workers and facilitate self-care.  

• To reduce infection risks by enabling patients to be self-caring  

• To adjust to life with long-term catheter usage whether indwelling or intermittent  

• Maintain an adequate fluid intake to help prevent UTIs and constipation.  

• Independence at work, holiday, and travel  

• How to obtain equipment – who will provide a prescription for equipment and where to 
take or send the prescription  

• How to Store equipment – all catheters should be stored flat, in their original boxes in a 
cool place away from direct sunlight and radiators.   

• Explain how to dispose of the equipment in household rubbish.  

• In case of emergency ensure there is a spare catheter and equipment in the patient’s 
home at all time and emergency contact details  

  
Diet and Fluids  
Unless restricted for medical reasons, adequate fluid intake should be encouraged. It is 
recommended that 1500mls-2000mls per day as this maintains a flow of urine through the 
bladder and helps prevent constipation. There is no evidence of long-term benefit or 
appropriate dosage of cranberry juice for use in long term catheters. Furthermore, caution 
should be exercised with patients taking warfarin. However, citrate-based drinks are 
recommended as these have found to affect the PH of urine in preventing encrustation. 
Advise patients to avoid too much caffeine as these may stimulate unstable bladder 
contractions.  
 
Sexual Issues  
EAUN (2024) recommends that sexual issues should be discussed; it should be a part of 
patient education. Adjusting in sexual activities can be a challenge for patients; they 
require support, open and sensitive communication from the health care professional.  
Patients (or partner) can be taught to remove the catheter and replace it after intercourse.  
A supra-pubic catheter, whenever possible rather than a urethral catheter should be used.  

   
Methods of providing patient related catheter care education  

• Local leaflet or booklet on catheter care, or one produced and provided by 
manufacturer of the products they are using.  

• Verbal information  

• Visualising and handling of sample equipment  

• Catheter Passport  
  

Procedure post discharge from acute hospital or Inpatient wards to Community  

• The District Nurse/ ward to contact the patient on receipt of referral and then to visit 
within 72 hours to check catheter type, give catheter advice, and to complete relevant 
documentation.  

• The acute hospitals are responsible for providing a home care pack for patient on 
discharge.  

• CPFT Inpatient wards are responsible for providing the patient with a weeks’ worth of 
equipment on discharge.  

https://www.cpics.org.uk/download.cfm?doc=docm93jijm4n2063.pdf&ver=4011
https://www.cpics.org.uk/download.cfm?doc=docm93jijm4n2063.pdf&ver=4011
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• If on assessment the community nurse finds that the following has not occurred, a Datix 
should be completed, and the hospital contacted for the relevant information:  

1. Lack of notification of the patient being discharged with a urinary catheter in situ 
to the relevant Neighbourhood community nursing team and GP.  

2. Lack of written information on date catheter inserted, rationale, type of catheter, 
balloon size and date of expected next catheter change.  

  
TRIAL WITHOUT Catheter (TWOC):  

• Community based patients can have TWOC after discussion with their GP or Urologist     

• In the community, the catheter should be removed as early in the day as possible, and 
the patient monitored through the day to make sure they remain comfortable and are 
passing urine.  

• Patient should be given advice on fluid management.  

• Patient must be given TWOC Leaflet- these available in Safe to Care folder.  

• Patient given Community Nurse and/or Bladder and Bowel Service contact details in 
case the patient experiences any pain or discomfort.  

• The Community Nurse or Continence Specialist Nurse will visit the patient in the 
afternoon to perform a bladder scan.  

• All trained nurses should be aware of the guidelines for performing a bladder scan post 
catheter removal and seek advice from the Bladder and Bowel Service as required.  

• Adult and Older People Mental Health wards should liaise with Bladder and Bowel 
Service for support.  

• TWOC care plans and TWOC Questionnaire part 1 to 4 are to be completed on System 
One during the TWOC procedure.   

  
  

TWOC - Inclusion Criteria  
 

Neighbourhood Teams/Inpatient Units.  

• Patients with known satisfactory voiding function prior to catheterisation. • History of 

straightforward catheterisation  

• Post operative retention.   

• Underlying cause treated such as: Constipation, Urinary Tract infection, Pressure 
ulcers.  

  
TWOC – Exclusion Criteria:  

• History of difficult urinary catheterisation 

• Frank/severe haematuria (liaise with GP)  

• Patient does not give consent.  
 

Patient`s with proven Catheter Associated Urinary Tract Infection (CAUTI) should 
have antibiotics for 48 hours, specifically for CAUTI, prior to a TWOC  

  
Things to consider prior to TWOC:  

• Prostatic enlargement is the most common cause of an outflow obstruction in men and 
alpha-blocking drugs can help men with prostate enlargement to void following an 
episode of urinary retention. If the male patient has been prescribed an alpha-blocker 
medication; ensure that he has been taking it for at least 48 hours prior to the TWOC.  

• Catheter valve if the patient is suitable to use a catheter valve e.g., no cognitive 
problems and the catheter has been in situ for more than 1- 2 weeks, using a catheter 
valve for 1-2 days prior to catheter removal may help as a catheter valve improves 
bladder tone and bladder capacity (Addison and Rigby 1998).  

• Ensure that a bladder scanner unit is available and booked out correctly.  
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• Ensure correct paperwork i.e., TWOC Patient Information Leaflet which includes the 
input and output chart and give the paperwork to patient on the first visit.  

• Ensure you check patient literacy and understanding.  

• Ensure patient has a plastic measuring jug for measuring input/output is available.  

• Ensure that the patient has catheter equipment in case the patient fails the TWOC and 
needs to be re-catheterised.  

• Ensure that the patient has capacity to understand the procedure, if not is there a 
family member/carer who could help.  

• Check for constipation (will need to rearrange TWOC, once constipation is resolved)  
  

A clinical procedure should be followed to achieve optimum outcomes and to ensure that 
patient safety is maintained. This procedure must be performed by a trained competent 
person who must be competent to use the scanning equipment and be able to interpret the 
results. Consultation regarding the removal of the catheter must be taken in collaboration 
with the patients and health care staff responsible for their care. Patient education can 
assist in a successful outcome and reduce levels of anxiety. It is essential that you explain 
to the patient using the TWOC patient information leaflet.  
 

• the reason for catheter removal and that they may experience some discomfort when 
the catheter is removed.  

• the procedure and expectations post removal regarding drinking and measuring urine 
passed.  

• possible complications, including the potential risk for being re-catheterised.  

• Provide the patient with a contact number in case problems occur.  
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 Trial without catheter Flow Chart  
  

                                                                         

 
 

 

Things to consider prior to undertaking a TWOC.  
Men with enlarged prostate - Alpha-blocker >48 hours  
Use of Catheter valve 1-2 days  
Treat known UTI/Constipation  
Book out bladder scanner.  
TWOC paperwork/ Care Plans – Care plan part 1  
Catheter equipment required available.  
Measuring jug available Arrange 
date/time.  
Check patient capacity.  
Family/carer to help with TWOC.  
 

 

  

  

  

No clinical reason   for urethral  catheter   asks   GP for permission to undertake TWOC.   

Discharge  summary from hospital recommends  TWOC.   

  

  

  

  

  

  

  

  

  

  

     

  

  

  

2 ,  First visit  –   before 9am   

Verbal consent   

Chaperone   

Explain TWOC procedure using the patient information  
leaflet.   

Remove catheter as per procedure guideline. Fill in TWOC  
questionnaire part 2.    Contact details.   

.  3 Contact patient after 3 - 4   hours to check progress.  
TWOC questionnaire Part 3.   

Ask the following questions:  -   

Have you passed urine?   

Good flow or a dribble   

How frequent   

Volume passed & intake. Any pain or discomfort   

  

4 .  Second visit:  -   No later than 3pm   

If contact by patient < 6 hours due to pain, unable to pass urine, haematuria. Visit, bladder scan, / - re - catheterise.    

Or   

No problems reported, visit 6 hours following catheter  remova l.   

View input/output chart.   

Bladder scan  –   TWOC questionnaire part 4   
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OPMH Catheter Admission and TWOC Process. 
 
On admission establish the rational for an insertion of catheter and date of 
initial insertion. Refer to the Bladder and Bowel service. 

 
 

Establish any plans for Trial without catheter or any 
further appointments.  Contact Bladder and Bowel service to book TWOC and 
commence TWOC Questionnaire (1). 

 
 
Date for next catheter change and put in ward diary. 

 
 

Check type of catheter, size of catheter, drainage system 
used and strapping, and catheter is patent on admission. 

 
 
Personalise the catheter care plan a on System one and fill in a catheter 
passport to take to every catheter change. 

 

Address any issues such as blocking or bypassing immediately. 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

  

  

  

All drainage systems to be dated and changed weekly  
unless contaminated.   
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OPMH Physical Health Inpatient wards  
   
On admission establish the rational for an inserted catheter and initial 
insertion date. Personalise Catheter care plan including next change date. 

    
                                                                   

 
Check type of catheter, size of catheter, drainage system used, strapping and 
catheter is patent on admission.   

   
  
  Personalise the catheter care plan on system one and fill in a catheter passport  
  for every change. Needs to stay with patient.  All drainage systems to be dated  
  and changed weekly unless contaminated. 
 

  
Establish any plans for trial without catheter or any further appointments. 

Liaise with ward GP/Consultant.  
                                                                   

 
Book a date for TWOC and commence Questionnaire (1). 
Any concerns contact Bladder and Bowel service.   

    

 
 
 
 
 

 

TWOC Questionnaire (4) complete after 6 hours post catheter removal. If patient fails TWOC, re-
catheterise and update care plan. Patients can have up to 2 TWOCs on the ward, if any more 
required see advice from the Bladder and Bowel service.  
 
 

  

TWOC Questionnaire (3) review 3-4 hours post removal of catheter. If in pain 

commence TWOC Questionnaire (4) immediately 

 

 



G06 - Urinary Catheterisation Guidance v5.1       Page 30 of 42 

 

Successful trial without catheter:  

• The patient can pass urine comfortably without pain/ discomfort, in good volumes.   

• Residual volume <300mls.  

• GP informed.  

• Documentation completed.   
  

 Failed trial without catheter:    
The Practitioner must be familiar with the signs and symptoms of urinary retention. These 
can include discomfort, pain, unable to pass urine at all, or only passing very small dribbles 
and poor urine output.  
 

• Residual 300mls > - re-catheterise NB:  Residual volumes > 1litre patients must attend 
Emergency Department  

• Patient in pain and passing small volumes frequently.  

• Re-catheterised  

• Documentation – including catheter passport.  

• Inform GP  

• Consider a future TWOC (twice only)– if appropriate  

• Liaise with Bladder and Bowel Service if patient suitable for CISC.  
  
Potential problems following removal of a urinary catheter (TWOC)   

  

Problem  Cause  Suggested action  

Frequency and 
dysuria  

Inflammation of the 
urethral mucosa  

Ensure fluid intake of 2-3 litres per day. 
Advise the patient that frequency and 
dysuria is common but will usually be 
resolved once micturition has occurred 
at least three times. Inform medical staff 
if the problem persists.  

Retention of urine  Inability of the bladder to 
empty. Patient anxiety  

Advise patient to take a warm bath to 
promote relaxation. If unsuccessful 
perform a bladder scan and inform 
medical staff if the problem persists as 
the patient may require re 
catheterisation  

Urinary tract 
infection  

Resulting in frequency 
and dysuria  

Encourage fluid intake of 2-3 litres a 
day to promote flushing of the bladder. 
Collect a specimen of urine if symptoms 
persist and inform medical staff. 
Administer prescribed antibiotics  

Small amounts of 
blood at the start,  

Minor damage of tissue in 
urethra  

Encourage the patient to increase fluid 
intake. Reassure  

throughout or at the 
end of the patient`s 
urine stream.  

 patient that the condition is harmless. 
Inform patient of signs of UTI  
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The urge to urinate 
and not get to the 
bathroom in time  

  Explain to the patient this resolves 
mostly within the first 24-48hrs. If not: 
inform medical staff.  
  

Dribbling. This 
problem should 
subside within 
several days  

  Teach pelvic floor exercises. Explain 
that this is mostly a short-term 
complication as result of the catheter.  
  

  
Ultrasound Bladder Scan  
Ultrasound bladder scanning is a non-invasive procedure that measures urinary bladder 
volume. It is now a standard component of a continence assessment. Appropriate and 
timely use of the portable bladder scanner can help diagnose bladder dysfunction and 
urinary retention. It avoids the need for unnecessary catheterisation to estimate the 
residual urine, therefore reducing the incidence of catheter associated urinary tract 
infections.   
 
Please complete the bladder scan training on academy for bladder scanning and complete 
competencies.   
 

    

6.0 ASSOCIATED DOCUMENTS 

  
Chaperone Policy for Adults and Children  
Standard Operating Guidelines for The Provision of Continence Aids   
Cambridgeshire and Peterborough Formulary -   
https://www.cpics.org.uk/download/urinary-continence-formulary-
adults.pdf?ver=7537&doc=docm93jijm4n2063  
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7.0 MONITORING COMPLIANCE 
 

 
 

  
Document Section  
  

  
Control  

  
Check to be 
carried out   
  

  
How often will 
the check be 
carried out  
  

  
Responsible 
for carrying out 
the check  

  
Results of check 
reported to  

  
Frequency  
of reporting  

  
Page  
  

  
Section  

  
WHAT?  

  
HOW?  

  
WHEN?  

  
WHO?  

  
WHERE?  

  
WHEN?  

 7  
  
  

 4   Training Compliance – 
via training records   

 Bladder and Bowel 
Team to monitor 
training compliance.  
  
Essential Skills 
Dashboard when  
available   

 Annual    Bladder and  
Bowel Team  
  
Clinical Leads/  
Managers  

SLR  
  
ADON  

 Annual   

 All  
  
  

 All  Incidents reported via 
DATIX  

Monitoring of  
incidents submitted   

Daily   Quality Matron /  
ADON/ HON  

Patient Safety  
Team and ADON  

Daily/ as  
reported   
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 APPENDIX 1:  Risk assessment for urinary catheterisation by a Healthcare 
Assistant/Assistant Practitioner/Integrated Care Worker   

  
A risk assessment must be completed for each patient before the decision is made to delegate urinary catheterisation 
to an HCA/AP/ICW. The risk assessment is completed by the registered nurse (RN) who takes responsibility for 
delegation of the task.   
Ensure the HCA/AP/ICW to whom urinary catheterisation is delegated is proficient to undertake this aspect of care 
identified for this patient.   

  
Patient Name_______________________ NHS Number_______________________   

  
Type of urinary catheter __________________________________________   

  

If the answer is No to any of the questions below do not delegate and 
undertake a comprehensive review                      

Yes/No  

1  Has a full assessment for the need of the Urinary Catheter been 
completed by a RN?  

  

2  Does the Urinary Catheter remain appropriate?    

3  Is there a personalised plan of care, including identification of 
allergies, completed by a RN in place?  

  

4  Are Fundamental Assessments completed and up to date?    

5  Has the patient got a completed Catheter Passport?    

6  Has the Catheter Diary been completed in full for at least the last 2 
catheter changes?  

  

7  Have any unplanned changes/ complications been investigated?    

8  Has the patient been informed of this aspect of care being delegated?    

9  Has the patient given their informed consent for this aspect of care to 
be delegated?  

  

10  Is there a suitable supply of appropriate equipment available?    

If the answer is Yes to any of the questions below DO NOT delegate     

1  Are there any known complications to undertaking this aspect of 
care?  
e.g., adhesion, bleeding, pain, Autonomic Dysreflexia, complex  
Manual Handling needs, anxiety  

  

2  Is a Tiemann Tip Catheter prescribed/ insitu?    

3  Are there any safeguarding concerns?    
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4  Is the delegation of this aspect of care detrimental to the patient’s 
care delivery?  

  

5  Are there any situations where the RN would need to be contacted 
urgently?   

  

  
All aspects of the risk assessment have been completed and control measures achieved.   
 
Patient’s risk assessment and care plan have been documented on the electronic record.   
 
 
 
RN Signature……………………… Print…………………………. Date……………………   
 
The risk assessment must be reviewed on …………………………(date) or whenever there are any changes to the 
patient’s clinical condition or medication.  
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APPENDIX 1b:   GUIDELINES FOR TRANSGENDER PATIENTS 

 
Guidelines for Transgender patients who have had gender reassignment surgery. 
RCN (2025) state – individuals who undergo treatment or surgery to alter their gender. Their 
internal urethral structure is altered, and this may affect the choice of catheter used. Careful 
assessment and sensitive questions are required to ensure the correct equipment and products 
are used. 
 
Caution is therefore required with catheterisation; the procedure must be adjusted to the individual. 
In all cases, check with the service user discreetly, not in the hearing of others. 
 
RCN Fair Care to Trans people (2017) state: 
 
Trans women can be catheterised as with other women, although do bear in mind that the 
physiological markers may be less evident than in other women.  
 
Trans men will need to be catheterised based on their genital presentation. Trans men with a 
phalloplasty can be catheterised, as with other men. 
 
Please carry out a holistic assessment with the patient enquiring their date and type of surgery. 
 

• Any discussion with GP or referrals from Urology. 
 

• Usual place of catheterisation. 
 

• If CISC how frequent. 
 

• Any problems with CISC or catheterisation. 
 

• Refer to the Bladder and Bowel service for further guidance and support. 
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 APPENDIX 2:  EQUALITY AND DIVERSITY IMPACT ASSESSMENT  

  
An Equality and Diversity Impact Assessment has been completed to assess the potential impact 
this policy might have upon protected groups or how it is likely to influence the Trust’s ability to 
comply with the Public Sector Equality Duty.  
  

The author of this document has considered any potential impacts. There are no specific adverse 
impacts for people with protected characteristics identified.  
  

If you require this policy in a different format (e.g. larger print, Braille, different language, or audio) 
please contact the Corporate Governance Team (corporategovernance@cpft.nhs.uk).  
  

Who will be affected by the content 
of this document? (e.g. staff, patients, 
service users etc.)  

Staff, patients, service users  

What are the desired outcomes of 
this document?  

The provision of evidenced based urinary catheterisation and 
management   

What does this policy, function, 
process link to in terms of wider 
business plans and objectives?  

Safe and effective care delivery  
  

  
  

  
Evidence Considered:  
  

See Reference list. 6.0 ASSOCIATED DOCUMENTS  

  
When assessing potential impacts of this document on equality groups, the following has 
been demonstrated, in accordance with General Duty of the Equality Act 2010: (Please tick 
the appropriate boxes)  

   

 

Age 
Consider age ranges 
on old and younger 
people. This can 
include safeguarding, 
consent and child 
welfare. 

 
 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
Older adults are more likely to require 
catheterisation and may have 
comorbidities or cognitive impairment. 
The policy stresses respectful 
communication, capacity assessment, 
and safeguarding. Younger patients 
above 18 years (the guidance excludes 
those under 18 as they don’t come 
under our scope of care) may require 
additional reassurance. No 
disproportionate negative impact 
identified. 
 

 

Disability ☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
Patients with physical disabilities, 
neurological conditions, dementia, or 
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Consider any 
attitudinal, physical 
and social barriers. 

 
 

neurodivergence may require 
reasonable adjustments, communication 
support, or additional time. The policy 
explicitly promotes individual 
assessment, consent, and tailored care, 
mitigating potential disadvantage. 
 

 

Gender Identify or 
Reassignment 
Consider transgender 
and transsexual people. 
This can include issues 
such as privacy of data 
and harassment. 
 
 

☒  

Positive 

☐ 

Neutral 
☐ 

Negative 

☒ Comment 
Specific guidance is included for 
transgender and non-binary patients, 
including not assuming anatomy, using 
inclusive language, and undertaking 
sensitive assessment. Appendix 1b 
provides clear clinical guidance, 
reducing risk of discrimination. 
 

 

Marriage and 
Civil Partnership 
Consider if the policy 
unjustifiably treat 
people differently 
based on marital 
status. Are there 
hidden assumptions 
favouring married 
couples over single 
people. 

 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
Whilst the guidance does not directly 
identify the process of managing 
intimate relationships, the assessment 
process does address the possibility of 
patients asking about sex with a 
catheter and guidance is discussed and 
provided. The guidance does highlight 
the need for non-assumptive care 
provision. 
 

 

Pregnancy and 
Maternity 
Consider working 
arrangements, part-
time working, infant 
caring 
responsibilities. 
 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
This guidance excludes pregnancy as 
this patient groups is managed within 
the maternity services. 
 

 

Race 
Consider difference 
ethnic groups, 
nationalities, Roma 
gypsies, Irish 
travellers, language 
barriers. 
 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
No direct adverse impact identified. The 
policy highlights the need for 
interpreters, culturally sensitive 
communication, and respect for cultural 
norms during intimate care, aligning with 
PCREF principles. 
 

 

Religion or 
Belief 
Consider people with 
different religions, 
beliefs or no belief 
 
 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
Some faiths may have preferences 
regarding who provides intimate care. 
The policy supports accommodating 
reasonable requests and adjustment, 
maintaining dignity where possible.  
 

 

Sex (Gender) 
Consider men and 
women (potential to 
link to carers below). 
 
 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
Catheterisation is recognised as an 
intimate procedure. The policy 
emphasises dignity, consent, 
chaperones where appropriate, and 



G06 - Urinary Catheterisation Guidance v5.1       Page 39 of 42 

 

sensitivity to patient preferences, 
ensuring equitable care for all sexes. 
 

 

Sexual 
Orientation 
Consider 
heterosexual people 
as well as lesbian, 
gay and bi-sexual 
people. 
 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
No direct clinical impact identified. The 
policy promotes non-assumptive, 
respectful communication and patient 
dignity. 
 

 

Other 
Consider and include the source of any evidence on different socio-economic groups, area inequality, income, 
resident status (migrants) and other groups experiencing disadvantage and barriers to access.  

 
 

Armed Forces 
Community 
Consider different 
socio-economic 
groups, area 
inequality, income, 
resident status and 
other groups 
experiencing 
disadvantage and 
barriers to access. 
 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
Veterans may have complex physical or 
psychological needs (e.g. trauma, 
PTSD). The policy supports 
trauma-informed, respectful care and 
signposting to additional support where 
appropriate. 
 

Other  
Consider and include 
the source of any 
evidence on other 
groups experiencing 
disadvantage and 
barriers to access.  

 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
Bank and agency staff are required to 
meet the same training, competency, 
and equality standards as substantive 
staff, ensuring consistent and safe 
practice. Bank and agency staff are 
managed in the community team as the 
bladder and bowel service is a highly 
specialist service. 
 

 

Carers 
Consider part-time 
working, shift-
patterns, general 
caring 
responsibilities. 
 
 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
Carers may be involved (with consent) 
in catheter care. The policy supports 
education and involvement of carers 
where appropriate, improving continuity 
and safety of care. 
 

PCREF Consider 

additional barriers for 
racialised communities 
accessing mental 
health services. How 
might the policy impact 
different ethnic minority 
groups' experiences 
and outcomes. See 
Trust website for the 
Patient and Carer Race 
Equality Framework for 
more information on 
how to identify potential 

☐  

Positive 

☒ 

Neutral 

☐ 

Negative 

☒ Comment 
The policy recognises that cultural 
misunderstanding during intimate care 
can cause distress or inequity. Use of 
interpreters and culturally competent 
practice supports equitable outcomes for 
racialised communities. More time is 
given for those appointments that require 
a translator to ensure a full equitable 
assessment is achieved. 
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impacts for racialised 
communities. Patient 
and Carer Race 
Equality Framework | 
CPFT NHS Trust 

 

  
Engagement and involvement  
Have you consulted or engaged stakeholders in testing and/or gathering evidence to 
support the content of this policy? Yes 
If so, with whom? Isobel Wilkerson / Sam Henderson / Emma Williams / Sally-Anne Bradford / 
LGBTQ+ Staff Networks / EDI   
If not, why not? NA  

  
If any box is marked as ‘Negative’, or ‘Unknown’, please escalate to the Equality and Diversity 
Team (EDI@cpft.nhs.uk) for further support and development of an action plan. Please then 
sign the box below:  

 
Action Planning for Improvement:  

  

 Action/s required to address gap:  Target Date  Executive Lead  

Gaps and Challenges   No negative or unknown impacts 
identified. 
If future monitoring identifies 
disproportionate impact on any 
protected group, the Equality, 
Diversity and Inclusion Team will be a 
resource to support any action 
planning. 
 

 Ongoing   

Monitoring, evaluating & 
reviewing   

 Incident monitoring via DATIX 
 

 Ongoing   

  
 

Agreement by:  
  

Signature:  Date:  

 Equality, Diversity, and Inclusion Lead (if required)   Jo Wallis EDI Lead  27/02/2026 

  
  
  
  
  
 

  

https://www.cpft.nhs.uk/patient-and-carer-race-equality-framework/
https://www.cpft.nhs.uk/patient-and-carer-race-equality-framework/
https://www.cpft.nhs.uk/patient-and-carer-race-equality-framework/
https://www.cpft.nhs.uk/patient-and-carer-race-equality-framework/
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APPENDIX 3:  QUALITY ASSURANCE CHECKLIST 
 

 

TO BE COMPLETED BY THE CORPORATE GOVERNANCE TEAM  
 

  Y/N or N/A if not 

applicable 

Comments 

1. Title of document 

Is the title clear and unambiguous Y  

2. Type of document (e.g. policy, guideline etc) 

Is it clear whether the document is a policy, guideline or 

procedure? 

Y  

3. Introduction 

Is the introduction clear? Y  

Are reasons for the development of the document 

clearly stated? 

Y  

4. Content 

Is the correct corporate template used? Y  

Is the document in the correct format? Y  

- Paragraphs numbered consecutively? Y  

- Headers: logo on front page only? Y  

- Footers: on every page except front page? Y  

Are the version control numbers correct on the front 

page and in footer? 

Y  

Are objectives/aims clearly stated? Y  

Are duties, roles and responsibilities clearly explained? 

(Policies only) 

N/A  

Are definitions of terms clearly explained? Y  

Does this document concern the handling, moving or 

storage of personal identifiable or commercially 

sensitive information? If yes, has there been 

engagement with the Information Governance Team? 

Y  

5. Evidence Base 

Is the type of evidence to support the document 

explicitly identified? 

Y  

Are associated documents referenced? Y  

6. Approval 

Does the document identify which Oversight Working 

Group is responsible for reviewing the content? 

Y  

Does the document identify which Exec Led Approval 

Group is responsible for ratification? 

Y  

Does the document identify which NED led Committee 

Group is responsible for formal sign off? 

Y  

7. Review Date 

Is the review date identified and 3 years (max) following 

initial development (sign off by Oversight Working 

Group)? 

Y  

8. Equality and Diversity 

Is a completed Equality Impact Assessment attached? Y  

9. Monitoring Compliance 

Has section ‘Monitoring Compliance’ been completed? Y  
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If answers to any of the above questions is ‘no’, then this document is not ready for approval and 

needs further review. 
 

 

 

 

   


