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Introduction

Urinary catheters are used by most medical and surgical specialties and are inserted and
managed across all healthcare settings by various professions, including medics, nurses and
healthcare support workers. It is recognised that urinary catheters have a huge impact, both
good and bad, on a patient’s quality of life.

Unfortunately, both catheter-associated urinary tract infections (CAUTIs) and blood stream
infections (BSIs) are leading causes of healthcare associated infections (HCAIs) in England.
Ensuring catheters are used for appropriate reasons and managed well are cornerstones
underpinning optimal care and ensuring positive patient outcomes.

Catheter care is frequently disjointed across primary, emergency and secondary care. Good
communication, shared decision making and patient empowerment are essential
components of best evidenced-based catheter care. We encourage the use of catheter
passports to facilitate good communication for patients, families and care partners, as well
as the healthcare professionals that care for them.

This document aims to showcase best practice in all areas of catheter care across all
healthcare settings, from secondary, urgent and emergency care (UEC), community and
primary care. It also aims to reduce the unwarranted variation currently seen across the
regions.

The guide shares expert knowledge and experience, developed pathways, checklists and
best practice, including case studies from urology nurses and associated professions across
England. We acknowledge that ICBs and services will have detailed clinical guidelines; this
document aims to showcase best practice and reduce unwarranted variation.

Ben Ayres, Chair of GIRFT urology UEC expert working group. Urology CRG Lead, London.
Clinical lead at St George’s University Hospitals NHS Trust

Mr Kieran O’Flynn, GIRFT National clinical co-lead for urology and consultant urologist at
the Northern Care Alliance NHS Foundation Trust

Mr John McGrath, GIRFT National clinical co-lead for urology and consultant urologist at
North Bristol NHS Trust

Maria Oyston, Head of nursing service delivery, Transformation and Resilience, NHS
England

Cora Presley, Deputy director - nursing service delivery, Transformation and Resilience,
NHS England



Delivery checklist

Avoid
unnecessary
indwelling
catheters and
reduce
infections

Use alternatives to catheterisation where possible.

Identify and document the clinical indication and consider
contraindications before inserting a catheter.

Review the necessity of catheters using protocols such as HOUDINI
and remove unnecessary catheters as soon as clinically possible.
Understand how to prevent CAUTIs and recognise symptoms.
Complete a catheter care bundle on discharge.

Community
Care

Do not use urine dipstick testing for patients with indwelling
catheters.

Ensure nurses and healthcare staff have access to training in daily
catheter care management and review patients with indwelling
catheters.

Build up institutional knowledge of locally commissioned services
that may be used for onwards referral.

Identify all housebound patients with indwelling catheters and
provide a comprehensive holistic review.

Ensure patients have a catheter passport in situ, detailing a
management plan, self-management plan and clear escalation
process when infection and complications arise.

Ensure Trial Without Catheter (TWOC) is included/used in
neighbourhood level specialist catheter response team or service
provision.

Provide guidance on locally used products, for example through your
local ICB formulary.

Work in partnership with community health care teams.

Urgent and
Emergency
Care &
Same Day
Emergency
Care

Manage catheter-related issues in the community through Urgent
Community Response services (UCR), district nurses, community
bladder and bowel services or in-reach teams from secondary care.
Ensure good communication links and pathways of care between
UCR/Same Day Emergency Care (SDEC)/urology on-call teams.
Establish good communication links between UEC/SDEC services
and other community providers such as community bladder and
bowel services or district nurses.

Work with care providers, including residential/nursing homes and
domiciliary care, to educate and troubleshoot catheter problems in
the community.

Follow SDEC/ambulatory pathways where appropriate.

Refer appropriate patients for SDEC directly from community,
primary care, NHS 111 or ambulance services, bypassing the
emergency department. SDEC should be empowered and equipped
to manage urinary catheter problems.

Resources and training should be available to all healthcare
professionals working within UEC/SDEC services.




e Commission an enhanced service specification to incentivise quality
improvement in primary care.

e Ensure primary care has access to bespoke training on review and
referral of patients with indwelling catheters.

e Standardise the practice or network’s approach to early identification
of patients with catheters, clinical coding and audit of patients

Primary care requiring review.

e Develop system leadership across primary care networks to ensure
comprehensive care and critical success factors are embedded as
best practice.

e Record patient/care partner consultations in catheter care and
management to ensuring continuity of care and clarity in onward
referral.

e Build skills and capacity among clinicians to improve understanding
of how to support high quality, leaner, lower carbon pathways by
avoiding unnecessary catheterisation, preventing CAUTI, managing
catheters closer to home and recognising when referral to specialist
services is necessary.

e Optimise the use of products and reduce packs with excessive
equipment to reduce unnecessary product use and waste. Embed
environmental sustainability as a guiding principle to clinical pathway
development and transformation, working collaboratively with the
multidisciplinary team and patients.

o Utilise the Environmental Lessons Learned and Applied (ELLA)
framework for identifying, prioritising and implementing
decarbonisation interventions in clinical care pathways.

Sustainability




1. Avoid unnecessary catheters and reduce infections
Key quality actions:

Use alternatives to catheterisation where possible.

Identify and document the clinical indication and consider contraindications before
inserting a catheter.

Review the necessity of catheters using protocols such as HOUDINI and remove
unnecessary catheters as soon as clinically possible.

Understand how to prevent CAUTIs and recognise symptoms.

Complete a catheter care bundle on discharge.

Reducing unnecessary catheterisations is the most effective way to avoid CAUTIs, which are
the most common preventable hospital and community acquired infection. Research
consistently highlights high rates of unnecessary catheterisation, and this has been the focus
of infection prevention campaigns in NHS hospitals, such as ‘No Catheter, No CAUTI’ and
‘Stop and Think’.

Appendix 1: Example Stop and
Think poster >

1.1 Use alternatives to catheters

Checklist 1: before deciding to catheterise consider whether:

Shared decision making has been undertaken and all options discussed.

All alternatives to manage the patient’s symptoms have been exhausted.

The underlying cause of bladder symptoms has been identified.

The patient’s specific risks have been considered, including previous history with

catheterisation and allergies (latex, chlorhexidine, lidocaine, cleansing products,
adhesives).

U O 0D DO

The patient, family or their care partner has the understanding and competence to
D manage the catheter. Consider any learning disabilities and cognitive issues that
may affect the ability to care for the catheter.

Catheterisation should only be used after considering alternative methods of management
and should be reconsidered/reviewed routinely. This includes alternative containment
products.



Alternatives to catheterisation

¢ Undertake a level 1 and, if appropriate, e Penile pouches.

a level 2 continence assessment. e Referral to pelvic health physiotherapy
e Support to mobilise to toilet or or continence service.
commode. e Referral to urology, if appropriate, for
e Commodes and male or female urinals, pharmacological treatment options.
including urinals with a bag attachment. e If suitable, consider intermittent
e Male urinary penile sheath systems. catheterisation.
e Male body worn appliances. e Continence products such as pads.

Case study: urinary sheath replacing catheter

A 78-year-old male patient had been admitted to hospital with cellulitis and had
experienced a short unresponsive episode. He had been catheterised during the
admission. Once medically fit, he was discharged back to his nursing home with the
indwelling catheter, but there were no documented plans for a potential trial without
catheter (TWOC).

The patient was referred by his GP to the hospital's bladder and bowel service for pain and
intermittent blocking of the catheter. Upon triage, advice was given to:
e ensure catheter maintenance, including utilising solution to flush when appropriate;
e undertake a TWOC and if successful consider the patient for a urinary sheath.

During the follow-up review it was discovered that the catheter maintenance solution had
not been administered as consent had not been given. Unfortunately, the intermittent
blocking and pain had continued. TWOC was discussed with the patient and a sheath
demonstrated. He consented to this plan.

The TWOC was successful and the patient has since been wearing the sheath. He no
longer has any pain related to this.

Example provided by Cambridgeshire and Peterborough NHS Foundation Trust.

1.2 Identify and document the clinical indication for catheterisation

It is essential that each patient’s clinical indications are fully assessed prior to decision to
catheterise. A list of clinical indications is suggested below under the HOUDINI protocol.
The list of indications should be continually reviewed as part of an ongoing clinical
assessment and to initiate the removal of catheters.

It is essential to check that:
e all other methods of managing patient's symptoms have been exhausted; and
e the underlying cause of bladder symptoms has been identified.



Assessment must consider:

e risk factors specific to the patient, associated with catheter insertion;

e potential allergies to catheter products;

e the patient’s history with previous catheterisations, if these have been difficult or
complex and if they have had associated complications such as infections,
blockages or pain;

e the patient, family member or care partner’s level of understanding and competence
to manage the catheter. Consider any learning disabilities and cognitive issues that
may affect the ability to care for the catheter.

‘HOUDINI’ (Adams et al, 2012) is a nurse-led catheter protocol, which lists clinical
indications for when it is appropriate for the insertion or continued use of a catheter. When a
catheter is inserted or continued, the rationale and clinical indication should be documented
with reference to one or more of the HOUDINI clinical indications. CAUTI rates have been
reduced in hospitals where the protocol is used.

HOUDINI protocol list of clinical indications

H Haematuria - only requires catheter if in clot retention.

Obstruction or retention.

U Urology surgery.
D Damaged skin - open sacral or perineal wound in an incontinent patient.
| Input and output, fluid monitoring.

N  Nursing care end of life or comfort care or neurogenic bladder.

| Immobility due to physical constraint, for example unstable fracture, and unable to
use bottles or bedpans.

Examples of inappropriate use

The following examples are not acceptable clinical indications for inserting a catheter and
should not be used as a rationale for catheterisation or maintaining an existing catheter.
[xI Substitution for nursing care of a patient with incontinence.

To obtain urine sample for culture in patients who can void voluntarily.

For prolonged post-operative duration without a clinical indication.

& & X

Routine use of indwelling catheters in intensive care unit without a clinical indication.


https://doi.org/10.1177/20499361251317900
https://doi.org/10.1177/20499361251317900

Stop CAUTI and Stop CAUTI, HOUDINI and
HOUDINI pocket card > catheter top tips poster >

Case study: Reduced CAUTI Case study: No catheter, no
rates with HOUDINI protocol > CAUTI programme >

1.3 Inserting a catheter

Checklist 2: when a catheter is clinically indicated
d
d
d
d
d
d

1.4 Managing a catheter

Checklist 3: when a catheter has been inserted

D The catheter is still clinically indicated and alternative methods of managing the
patients are not appropriate. TWOC has been considered.

Insertion rationale has been documented and is relevant.

Use the smallest catheter size possible and document gauge (size) used.

Use an aseptic non-touch technique. Document name, batch number and expiry
date of lubricating gel.

Label the catheter bag with the date of insertion.

Document any difficulties with the insertion and any specialist requirements.
Document amount of urine that drained on insertion.

Document when catheter should be reviewed again.

D A closed sterile drainage system is maintained.

D The catheter is kept secure using a stabilisation device.

D Ensure correct positioning of the catheter bag. Below the bladder and off the floor.

D Ensure there is an uninterrupted flow, check for kinks in tubing.

D The catheter bag is regularly checked and emptied.


https://www.england.nhs.uk/wp-content/uploads/2020/08/Stop_cauti_pocket_card.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/08/CAUTI_poster.pdf
https://www.gov.uk/government/case-studies/reducing-catheter-associated-uti-rates-in-hospital
https://www.england.nhs.uk/atlas_case_study/the-no-catheter-no-catheter-associated-urinary-tract-infection-programme/

1.5 Recognising the symptoms of infection

| & UK Health Security Agency m

Diagnostic decision tool for adults with a urinary catheter vl
who have a suspected catheter associated UTI (CAUTI)

Excludes adults with recurrent UTI. When using this tool, refer to the Backaround and the corresponding web text for more
information on clinical decision making and target groups.

Urinary symptoms/signs, abnormal temperature, non-specific signs of infection

- YES
Do ot perform urine dipsticks: Most adults with urinary catheter in place for more than one month, will have bacteria present in the |
bladder/urine without infection. Asymptomatic bacteriuria is not harmful, and although it causes a positive urine dipstick, antibictics
| are not beneficial and may cause harm
) - ALL

Consider Genitourinary Syndrome of Menopause (vulvovaginal atrophy), urethritis (caused by irritation or inflammation),
sexually transmitted infections, and prostatitis. Follow relevant management and safety-netting guidance

+

s THJNK SEPSIS - f:heck for symptoms/signs 2. If suspected sepsis OR pyelonephritis
using local or national tool such as NICE, RESTOREZ2 E’ » if urinary catheter for more than 7 days: consider

or NEWS2 changing (if possible remove) as scon as possible but
PYELONEPHRITIS - check for any new do not delay antibiotics

symptoms/signs * obtain urine specimen before antibiotics are taken

[ kidney pain/tenderness in back, under ribs and send for culture (from new catheter if changed), ——
[ flu-like illness* but f::j F:;wdﬂsti mﬁm'j; o

[ nauseafvomiting’ = immediat tart an ic/management for upper

[ shaking chills I{Frhiggors} OR temp over 37.9°C or 36°C UTV/sepsis using locel/national guidslines for sepsis or

pyelonephritis in CAUTI, considering resistance risk
= refer if symptoms/signs suggest further investigation
or hospitalisation is required

or below®
Trule out other causes - see box B below

- NO

3. CHECK ALL FOR NEW symptoms/signs of CAUTI 4. GAUTI LIKELY: share self-care and safety-netting

[ fever, this could be a temperature 1.5°C above ' advice using TARGET UTI leaflet

patient’s normal twice in the last 12 hours YES ' = if urinary catheter for over 7 days consider changing (if

1 new or worsening delinum/functional decline possible remove) as soon as possible, but do not

[1 new suprapubic pain delay antibiotics

[ visible hasmaturia * obtain urine specimen before antibictics are taken and
= if fever and deliium/functional decline only: exclude send for culture (from new catheter if changed)

ather infections before treating solely for CAUTI (box 6) * offer immediate antibiotics using local/national
» check for catheter blockage/outflow and consider prescrbing guidelines

catheter removal or replacement + review antibiotic choice with culture result

» see age specific UT| diagnostic decision tool for
additional symptoms to consider if catheter has been
removed in previous 48 hours

w NO

5. CHECK for other causes of deliium if relevant (PINCH ME) ' ) Consider other local/national resources for delirium
YES

management
1P Pan [ M: other Medication ) . ) o
1. otherinfecton®  [JE: Environment change 7. Give safety-netting advice about consulting if:
[ N: poor Nutrition * worsening symptoms
O] c: Constipation * no improvement 48 hrs after starting antibiotics o
I H: poor Hydration + signs of pyelonephritis
S * any symptom/sign of sepsis
} ¥ NO . ALL
6. CHECK ALL for other localised infection —— Follow local diagnostic and treatment guidance
*Some other sites of common infection might include: | YES
[ respiratory tract infection This list of causes
[1skin and soft tissue infection is not exhaustive. B. If worsening symptoms/signs consider: admission
[ gastrointestinal tract infaction or start/change antibiotic
A A
3o
Advise “watchful waiting/active monitoring” with further
investigation for mwgm% 9 ALL KEY: Suspected sepsis alert Action advised
UTI symptom (___)Other advice

Update published: May 2025  \ersion: 4.0

Supplied by the UK Health Security Agency
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1.6 Discharge planning for patients with a catheter

All patients with catheters, new or existing, should have a planned discharge catheter care
bundle in place. This will vary depending on local circumstances, but should consider the
following components:

e Information to the patient/relative/care partner on why they have a catheter and how
to manage it.

e A catheter passport (ideally digital/electronic if available). An example template is
available from the London region, including information, guidance and an
introductory video. This passport is an approved concise version of the NHS
England passport.

e A home pack of equipment such as leg bags and night bags.

e Timely referral to the appropriate community teams and GPs for onward review and
a plan of care including when to consider TWOC.

Template, guidance and video:
London catheter passport >

Checklist 4: discharging a patient with a catheter

D The patient has a fully completed and up-to-date catheter passport.

D A referral to the correct service has been completed (e.g. bladder and bowel
service, community nursing team or nursing home).

For newly catheterised patients, they or their care partner been provided with:
D Basic practical training on catheter management.

Patient information pack to include advice on hydration. Water and drinks if
D possible but can also have liquid in forms of soups and foods containing high
water content such as fruit and vegetables.
D A take-home catheter pack (with appropriate equipment such as leg bags and
night bags).

Checklist adapted from North Central London ICB.

11


https://learninghub.nhs.uk/catalogue/onelondoncatheterpassport
https://learninghub.nhs.uk/catalogue/onelondoncatheterpassport
https://learninghub.nhs.uk/catalogue/onelondoncatheterpassport

Example: discharge process diagram from Wirral bladder and bowel service.

The Wirral bladder and bowel service developed a discharge process to ensure a care
bundle is arranged for every patient with a catheter who is discharged from hospital.

Hospital Discharge Process for Patients with Urinary Catheters

Long-term Catheter [ Short-term Catheter

—_—

Patient has an established long-term Long-term catheter was newly inserted on this Newly inserted on this admission and
catheter that they came into hospital with admission and is to remain due to incomplete patient is suitable for a trial without
and are being discharged with catheter emptying of bladder (not suitable for TWOC) catheter (TWOC) in hospital or community

I ] :

Issue patient with 14-day supply:

Establish that patient has enough Issue patient with 7-day supply: «2 e bags
i * 1 leg bag

supplies at home? :
b * 7 night bags * 14 night bags

* 1 Catheter Passport (Bullens bag)

| * 1 Catheter Passport (Bullens bag)

YES N|0
No further Issue patient with 7-

supplies to be d .

i [ay supply:
given or ordered.

¢ 1leg bag
Ensure Catheter « 7nightb Nursing H
ni ags ursing Home
Passport has been i ; Bladder and Bowel Team Community Nursing Team o e L
| # 1 Catheter Passport i o i . o if discharge destination
updated with any llens b if patient is mabile if patient is housebound I
(Bullens bag) ?Complete details in discharge

changes. Complete referral on CERNER Complete referral on CERNER
referral?

Prescription will be picked up in the community by either the Community Nurses, Bladder and Bowel Team or Care Home

Developed by Wirral Continence Steering Group August 2025
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1.7 Patient self-removal of catheter

Consider self-removal of catheters for appropriate urological surgical patients.

Example SOP for self-removal

of a urinary catheter in male
patient.

The London Urology Clinical Team pathway is shown below.

6.Pathway: self-removal of catheters following urological
surgery|
'@

Mt
| Clinician identifies patients suitable for self-removal of catheter

. 4

Follow standard

Patient agrees and consents to self-removal of catheter NO ‘ TWOC clinic
pathway
ves
Written information given to patient with a link to demonstration video.
A demonstration of how to remove the catheter is given.
Follow

Patient attends for surgical procedure and is asked again if still standard
agreeable to self-removal of the catheter. Surgeon documents. NO - TWOC clinic

pathway

YES 'r

Patient is shown a demonstration again of removal of catheter and how to
deflate balloon with a syringe and written information is given again if needed.

TWOC patient Diary is given with date for self-removal and contact details of the
urology team for questions/issues ansing.

Patient is given a syringe, continence pads and measuring jug.

\ 4

On day of self-removal patient removes catheter at time given.

Specialist Nurse telephones patients to ensure patient has removed catheter and
runs through checklist questions and the TWOC Diary

A 4 \ 4
Patient identified as not needing Patient identified as requiring a
any further clinical input review in clinic

A 3
Patient is asked to return
satisfaction questionnaire Patient is given details of where

) o to attend for clinic review that

Patient is informed that they can same day
call if any issues occur

13


https://future.nhs.uk/GIRFTNational/viewdocument?docid=276209893

Study: self-removal of catheter after robot-assisted radical prostatectomy

undertaken at University College London Hospital NHS Foundation Trust

e 129 male patients completed self-removal of their urinary catheter following robotic-
assisted radical prostatectomy.

e 112 of those completed a questionnaire regarding their experience.

e Self-removal was successful in all 112 men (100%).

e 99.1% of men were satisfied with self-removal at home.

e 20% reported no pain, 13% reported mild pain and 30.8% reported moderate pain.

e The carbon footprint calculated was 20 kg CO2 (assuming average engine sized
diesel/petrol cars and 10 kg CO2 for an average UK petrol hybrid car). The calculated
carbon offset per patient for diesel/petrol cars: £0.32, petrol hybrid: £0.16. Self-removal
of catheters for 80-160 patients will save the carbon emissions equivalent to that of a
passenger on a London-New York transatlantic flight. Self-TWOC is safe, affordable
and is sustainable to the environment.

1.8 Catheters after surgery

Teams should review whether catheters are clinically needed during and after surgery. Early
removal of urinary catheters following urology and non-urology surgery should be
undertaken as soon as clinically appropriate.

This would assist appropriate patients to be placed on enhanced recovery pathways and aid
Drinking Eating and Mobilising within 24 hrs (DrEaMing), which results in a reduced length of
stay.

14


https://doi.org/10.1007/s11701-023-01690-z

2. Community care
Key quality actions:

Shared decision making has been undertaken and all options discussed.

Do not use urine dipstick testing for patients with indwelling catheters.

Ensure nurses and healthcare staff have access to training in daily management and
review of patients with indwelling catheters. This should include staff in social care
accommodation.

Build up institutional knowledge of locally commissioned services that may be used
for onwards referral.

Identify all housebound patients with indwelling catheters and provide a
comprehensive holistic review.

Ensure patients have a catheter passport in situ, detailing a management plan, self-
management plan, and clear escalation process when infection and complications
arise.

Ensure Trial Without Catheter (TWOC) is included/used in neighbourhood level
specialist catheter response team or service provision.

Add locally commissioned pathways to the Directory of Services (DOS).

Provide guidance on locally used products, for example through a formulary.

The NICE quality statement (2023) mandates against the use of urine dipstick testing for
detecting UTls in adults with indwelling urinary catheters. Instead, signs and symptoms are

assessed to diagnose UTls, with urine culture and sensitivity testing to guide appropriate
treatment.

All staff who will be involved in catheter management, including daily management and
review of patients with indwelling catheters, should have access to a training programme
tailored to their role. These training programmes should be delivered online or face to face
locally. This should include social care providers.

In most areas there will be a variety of locally commissioned services, each covering
different levels of need with different professional skill mixes and over a specific area of
geographic responsibility. Examples include urgent response teams, intermediate and
secondary care teams. It is helpful to build up knowledge of locally commissioned services
that may be used for onwards referral of patients with catheters. This knowledge should be
‘institutional’, for example added to the Directory of Service and included in training or
materials kept on the ward.

Housebound patients with indwelling catheters should be proactively identified via primary
care registers or community nursing caseloads. A holistic review should be provided. This
will be specific to the patient but should usually include the areas set out in the checklist:

15


https://www.nice.org.uk/guidance/qs90/chapter/Quality-statement-2-Diagnosing-urinary-tract-infections-in-adults-with-catheters

Checklist 5: holistic review of housebound patient with indwelling catheter

Shared decision making between the clinician and the patient.
A catheter is still clinically indicated; alternatives are not clinically appropriate.
TWOC has been considered.

There are no signs of infection and infection risks are being managed.

The patient is adequately hydrated.

The patient is not constipated.

The patient’s wider health and wellbeing have been reviewed (e.g. skin integrity,
mobility, cognition, advance care planning and treatment thresholds).

The review has been documented in the patient’s catheter passport.

Any necessary referrals or plans for further management have been arranged.
(e.g. alternatives to indwelling catheter or removal where appropriate).

D00 0000000

The patient and/or care partner has been provided with information.

Patients who do not already have a catheter passport in situ should be issued one. NHS
England has developed a template catheter passport with input from experts and this has
been further developed by the London region. Many services adapt this to their own formats
or to use digitally.

Appendix 2 - Example of

Example .
electronic catheter

catheter passport >

documentation >

In areas with a community specialist catheter response team or same day care bladder and
bowel service, these teams can provide same-day troubleshooting, planned catheter
changes and TWOC clinics, reducing avoidable admissions and supporting timely TWOC
attempts.

A catheter product formulary should be available to community teams to reduce variation.
Example catheter formularies are available online, as listed in Appendix 3.

Appendix 3 - Examples of catheter

and continence formularies >

16


https://www.england.nhs.uk/patient-safety/urinary-catheter-tools/
https://learninghub.nhs.uk/catalogue/onelondoncatheterpassport
https://learninghub.nhs.uk/catalogue/onelondoncatheterpassport

3. Urgent emergency care and same day emergency care

Key quality actions:
Shared decision making has been undertaken and all options discussed.
Aim is to manage urinary catheter-related issues in the community via Urgent
Community Response services (UCR), district nurses, community bladder and bowel
services. In-reach from secondary care is useful.
Establish good communication links and pathways of care between UCR, SDEC and
urology on-call teams.
Establish good communication links between UEC/SDEC services and other
community providers such as community bladder and bowel services or district
nurses.
Work with care providers, including nursing homes, to educate and troubleshoot
catheter problems in the community.
When patients require secondary care input, referral to ‘hot clinics’ and SDEC
services is recommended rather than attendance at the Emergency Department.
Follow Same Day Emergency Care (SDEC)/ambulatory pathways where appropriate.
Refer appropriate patients for SDEC directly from community, primary care, NHS 111,
ambulance services. SDEC conditions should include urinary catheter problems.

Guidance on urgent emergency care (UEC) and same day emergency
care (SDEC) for catheter-related issues is included in the GIRFT
Urology Guide to UEC and Same Day Emergency Care.

Right patient, Right care setting

Urgent and same day emergency catheter care should ideally be
delivered in the most appropriate setting for the patient.

Data from SW London (CLEAR catheter study) reported that the

majority of catheter related problems attending emergency departments were unwell (low
NEWS 2 scores) but at least moderately frail (Clinical Frailty Score) patients. Nearly 70% of
London Ambulance call outs for catheter related problems are between 0800-2000 hours.

As a result, it is likely the majority of urinary catheter-related issues could potentially be
managed in the community by NHS UCR services, which offer a two-hour response time,
seven days a week between the hours of 08:00-20:00, or by district nurses, or community
bladder and bowel services, with collaborative in-reach support from secondary care where
available.

These services work best when patient information is readily shared across community,
primary and secondary care (for example using a catheter passport or digital solution),
patients and their care partners know who and when to call for help and access to the

17


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgettingitrightfirsttime.co.uk%2Fwp-content%2Fuploads%2F2025%2F03%2FFINAL-GIRFT-Urology-guide-to-UEC-and-SDEC-March-2025.pdf&data=05%7C02%7Cmaria.oyston1%40nhs.net%7C7fb4be8320e2487eaa9708dd7b4926be%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638802278065682853%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=g2P4Ziq0GGDWcY9BCzq%2BCFBTlaS67dPMs7yvt9%2FXMxI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgettingitrightfirsttime.co.uk%2Fwp-content%2Fuploads%2F2025%2F03%2FFINAL-GIRFT-Urology-guide-to-UEC-and-SDEC-March-2025.pdf&data=05%7C02%7Cmaria.oyston1%40nhs.net%7C7fb4be8320e2487eaa9708dd7b4926be%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638802278065682853%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=g2P4Ziq0GGDWcY9BCzq%2BCFBTlaS67dPMs7yvt9%2FXMxI%3D&reserved=0

service is easy for patients, care partners and clinicians (for example, a ‘hotline’ to the UCR
or urology specialist nurses or on-call team).

Standardising the sharing of information using a catheter passport is considered best
practice. The information should include indication for catheter, size and type of catheter,
date of last change and expected date of next change, special instructions for catheter
change (for example it might be challenging, needing special equipment or secondary care
environment), troubleshooting advice and emergency contact numbers for the patient and
care partners).

When patients require secondary care input, referral to ‘hot clinics’ (see below) and SDEC
services is recommended rather than attendance at the emergency department. Evidence
suggests that education and support for care homes around troubleshooting catheter
problems and using UCRs would reduce the pressure on ambulance services and
emergency departments.

Integrated in-reach services from secondary care into the community and UCR services
have also been successfully used in some areas. In-reach services can provide more care in
the community and develop a more flexible workforce, with upskilling of staff and benefits to
staff retention.

Nursing home residents represent a large cohort of patients with catheters in the community.
Enhanced education programmes about catheters and troubleshooting catheter problems
within nursing homes could reduce some of the burden on UEC services.

Hot clinics

Hot clinics support the ambulatory or SDEC approach to urgent and emergency care and
have been successfully introduced to support emergency urology pathways.

Hot clinics should be delivered by specialist urological nurses with support from the
urology on-call team, and within a Urology Investigation Unit or Surgical Admission Unit
with access to a procedure room, imaging and flexible cystoscopy.

Hot clinics could be provided on a network level if there is a digital platform to share
medical notes. It is essential that hot clinics have direct access to timely and/or dedicated
diagnostic slots and access to dedicated emergency urology lists or dedicated operating
slots.
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UEC/SDEC catheter problem flow chart

Problems Initial management Further management or onwards referral

Catheter problems
Urology, January 2025

Shaded blue — urology input normally
expected at these steps.

Encourage Does
General fluids: 2 — 3 litres

N Consider trial without catheter,
N » the patient need a No— .
advice per dfe:lyjli(c;f any atheter? with an alpha blocker Issues™N _,
Yes OR esolved?, information
indication is high pressure .
chronic retention Catheter should remain |
with renal impairment No

B‘ch;cl)ﬁi:r .| Consider flush / washout, Stones
N " ) . ;
in the urine Le.g. 0.9% sodium chlorlde‘ excluded =Yes: Advice & guidance
Bladder 4

Bypassing

("Check drainage bag level

Blockages—»{ and tubing not kinked or —;‘C“’Sjesd
L twisted )
]

spasms or
blockage:
Bladder
spasms and
blockages Consider anticholinergic Stones
Bladder__p|  medication if bladder confirmed
spasms spasms

[ Consider larger catheter ) Stones pathway

Bypassing 16Fr female / 18Fr male
only ’ (Risks urethral erosion
with long term use)

\ J
_Bladder High Voo Consider .
cﬂscomfort, — (_temperature? ) ——Yes—p rine infectiol —Yes— Antibiotics
painful urethra

A

& ' Patient informati
NHS IMPACTO@ Oo@ Managing catheter problems often comes down to BZG‘Z‘CQ}:E rll:racla‘l)'re] leaflet
Improving Patient Care Together | MaINtAINING a high urine output. https://www baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Catheter.pdf

Excerpt from the GIRFT Urology UEC & SDEC pathways.

Additional considerations

e Always check date of last catheter change, indications and any recorded challenges with
catheter change.

¢ Review whether the patient has any fluid restrictions when encouraging them to hydrate.
¢ |[f patients are struggling to hydrate, recommend food with high water content too.

¢ |f blockage has occurred: rule out constipation, check if the catheter stabilisation
device/encrustation/restrictive clothing could be blocking the drainage tube.

¢ |f bypassing: check if catheter is the appropriate size and appropriate product (open
tip/no tip, silicone for larger lumen).

¢ |f blockage/bypassing consider flush/change of catheter dependent on old the in-situ
catheter is.

¢ Some women may have urogenital syndrome of menopause (an indwelling catheter
could flare the underlying syndrome). Therefore, topical oestrogens should be
considered.
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4. Primary care
Key quality actions:

Shared decision making has been undertaken and all options discussed.

Do not use urine dipstick testing for patients with indwelling catheters.

Consider commissioning a designated enhanced service specification to incentivise
quality improvement in primary care.

Ensure primary care has access to bespoke training on review and referral of patients

with indwelling catheters.

Standardise the practice or network’s approach to early identification of patients with
catheters, clinical coding and audit of patients requiring review.

Develop comprehensive review at practice and network level, ensuring critical
success factors are included.

Record patient/care partner consultations in catheter care and management to
ensuring continuity of care and clarity in onward referral.

GP practices and primary care networks can be incentivised to support quality assurance
and quality improvement as part of a DES (Designated enhanced service specification) to
reduce unwarranted variation in patient care and optimise safeguarding processes safety
netting and risk management procedures.

Ensure GP practices and primary care networks have access to bespoke training
programmes for GPs, nurses and AHPs in comprehensive review and referral of patients/
care partners with indwelling catheters.

A comprehensive review should include the critical success factors for catheter
management:

e Reviewing current patient status and the continuing need for a catheter, including
call and recall requirements built into practice systems.

e Adopting medication review: Type of products in use, their viability, sustainability
and current prescriptions.

e Ensuring patients have a catheter passport in situ, detailing a management plan,
self-management plan, and clear escalation process when infection and
complications arise.

e Knowledge of locally commissioned services, current provision and access
arrangements for primary and secondary teams.

Introduce a standardised approach at practice and network level to early identification of
patients with catheters, encompassing use of one SNOMED code at practice level, so that
comprehensive audit of patients requiring review can be undertaken. A drive for national
standardised coding should be undertaken.
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Case study: comprehensive review of all patients in practice with catheters

With a list size of 11,600, Dr May Cabhill undertook an audit at her practice to identify
patients requiring comprehensive review.

Eleven patients were identified, five of whom had indwelling catheters and the others using
intermittent self-catheterisation or dilation. Four out of the five patients with indwelling
catheters had attended the emergency department in the past year with catheter related
issues and one had attended four times in the past year. None of the patients were noted
to have a catheter passport.

The review used accurate SNOMED codes to support and facilitate timely discussion and
consultation with patients and care partners, ensuring updated assessment of current
prescribing products. The use of the catheter passport was a recommended output of the
audit, to ensure continuity of care review across an integrated system.

Case study shared by Dr May Cahill, The London Fields Medical Centre

Appendix 4 - Example

‘top tips’ poster sent to GP
practices >
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5. Sustainability

Key quality actions:

e Optimise the use of products and reduce packs with excessive equipment to reduce
unnecessary product use and waste.
Build skills and capacity among clinicians to improve understanding of how to support

high quality, leaner, lower carbon pathways by avoiding unnecessary catheterisation,
preventing CAUTI, managing catheters closer to home and recognising when referral in
to specialist services is necessary.

Utilise the ELLA framework for identifying, prioritising and implementing
decarbonisation interventions in clinical care pathways.

Climate change is a major threat to health in the UK and globally, impacting systems,
hindering health improvement, and widening inequalities. In this context it is important we
reduce the climate pollution (decarbonise) associated with healthcare and use this as an
opportunity to drive high quality, equitable, climate resilient care now and in the future.

In the context of catheter care, best practice embedding environmental sustainability can be
considered in three key areas:

Products: when products need to be used, optimise their use and consider whether
all opportunities to reduce unnecessary and wasteful practices have been explored,
and whether there is there a reusable or lower carbon product available. For example,
use catheter packs that do not have excessive amounts of equipment within them.
Teams can ensure they have the right product available in the right setting to reduce
unnecessarily using multiple products within short spaces of time (swapping between
catheter bags, for example). In some instances, a reusable product may be clinically
appropriate and acceptable to the patient, for example use of washable continence
products. Finally, ensure disposal of products follows appropriate waste segregation
and management processes, and where appropriate maximise opportunities for
recycling.

Clinical decision making: consider whether the intervention or product is clinically
required and clinically appropriate. For example, what evidence supports the decision
to catheterise and can patients be supported with elimination in a different way? (see
example in section 1.1 on page 6). Once a catheter is in in-situ, preventing CAUTI,
high quality signposting and ensuring patients are empowered, educated and
informed can reduce complications and supports a more sustainable approach.

Well-designed services including lean pathways: explore whether care can be
arranged closer to home (see example in section 1.7 on page 13). Has any
duplication been reduced within a pathway, and are staff educated, skilled and
supported to deliver high quality evidenced based and environmentally sustainable
care required within their settings? Within the pathway ensure that patients and
service users have clarity of their next steps and that effective safety netting has been
included. In addition, consideration should be given to optimising service resilience
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and planning for service provision during extreme weather conditions, including heat
waves and flooding.

The government has a legally binding duty to achieve net zero by 2050, and the NHS in
England has both net zero and adaptation commitments supported by statutory guidance,
the 10-year plan and regulators. Environmental sustainability can be viewed as an
opportunity to drive high-quality, equitable, climate resilient and efficient health and social
care now and in the future. Principles of lower carbon care include prevention, patient
empowerment and self-care, lean care systems and low carbon alternatives. In addition,
ensuring services are resilient to a changing climate is vital. Decarbonisation approaches
recognise the need for interventions to address wider system issues, be co-developed with
staff, patients and result in wider co-benefits - for example, patient experience (from a
streamlined pathway) or reduced costs which can then be reinvested in the health service.

Capturing the impact of any intervention is important; identifying and addressing unintended
outcomes, and noting carbon reduction alongside other domains of quality. Consider using
the ELLA framework, or elements of it, to understand and decarbonise pathways:
Environmental Lessons Learned and Applied (ELLA): a new framework for identifying,
prioritising and implementing decarbonisation interventions in clinical care pathways This
framework is a useful tool when looking to decarbonise at a clinical pathway level and
supports a multidisciplinary, co-developed approach to clinical transformation.

23


https://commonslibrary.parliament.uk/research-briefings/cbp-9888/
https://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2022/07/B1728-delivering-a-net-zero-nhs-july-2022.pdf
https://www.cqc.org.uk/guidance-regulation/providers/assessment/single-assessment-framework/well-led/environmental-sustainability
https://iris.who.int/bitstream/handle/10665/373837/9789240081888-eng.pdf?sequence=1
https://blogs.bmj.com/bmj/2013/07/08/frances-mortimer-sustainable-clinical-practice/
https://www.health.org.uk/sites/default/files/pdf/2023-01/2023%20-%20Climate%20change.pdf
https://ebm.bmj.com/content/ebmed/early/2025/12/18/bmjebm-2025-113911.full.pdf
https://ebm.bmj.com/content/ebmed/early/2025/12/18/bmjebm-2025-113911.full.pdf

Catheter checklists

Checklist 1: before deciding to catheterise

(] Shared decision making has been undertaken and all options discussed.

[ Allalternatives to manage the patient's symptoms have been exhausted.

[0 The underlying cause of bladder symptoms has been identified.

0 The patient’s specific risks have been considered, including previous history with catheterisation and
allergies (latex, chlorhexidine, lidocaine, cleansing products, adhesives).
The patient, family or their care partner has the understanding and competence to manage the

[ catheter. Consider any learning disabilities and cognitive issues that may affect the ability to care for
the catheter.

Checklist 2: when a catheter is clinically indicated

] Insertion rationale has been documented and is relevant.

Use the smallest catheter size possible and document gauge used.

Use an aseptic non-touch technique. Document batch number and expiry date of lubricating gel.

Label the catheter bag with the date of insertion.

Document any difficulties with the insertion and any specialist requirements.

000|010

Document when catheter should be reviewed again.

Checklist 3: when a catheter has been inserted

The catheter is still clinically indicated and alternative methods of managing the patients are not
appropriate. TWOC has been considered.

A closed sterile drainage system is maintained.

The catheter is kept secure using a stabilisation device.

Ensure correct positioning of the catheter bag, below the bladder and off the floor.

Ensure there is an uninterrupted flow, check for kinks in tubing.

00000 0

The catheter bag is regularly checked and emptied.

Checklist 4: discharging a patient with a catheter

The patient has a fully completed and up-to-date catheter passport.

A referral to the correct service has been completed (e.g. bladder and bowel service, community
nursing team or nursing home).

For newly catheterised patients, they or their care partner has been provided with:

(.

() Basic practical training on catheter management.

0 Patient information pack to include advice on hydration. Water and drinks if possible but can also have
liquid in forms of soups and foods containing high water content such as fruit or vegetables.

[ Take-home catheter pack (with appropriate equipment such as leg bags and night bags).
Checklist 5: holistic review of housebound patient with indwelling catheter

Shared decision making between the clinician and the patient.

A catheter is still clinically indicated, alternatives are not clinically appropriate.
TWOC has been considered.
There are no signs of infection and infection risks are being managed.

The patient is adequately hydrated.

The patient is not constipated.

The patient’s wider health and wellbeing have been reviewed (e.g. skin integrity, mobility, cognition,
advance care planning and treatment thresholds).

The review has been documented in the patient’s catheter passport.

Any necessary referrals or plans for further management have been arranged.
(e.g. alternatives to indwelling catheter or removal where appropriate).

The patient and/or care partner has been provided with information.

U000 000000
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Glossary

CAUTI Catheter associated urinary
tract infection

ELLA Environmental Lessons
Learned and applied

HOUDINI  List of clinical indications

IDC Indwelling catheter

ISC Intermittent self-catheterisation

Further information

Recommended

Author

SDEC Same day emergency care

SNOMED  Structured clinical terminology
for electronic healthcare record

TWOC Trial without catheter

UEC Urgent and emergency care

UTI Urinary tract infection

UCR Urgent Community Response

service

Overview

document

GIRFT Urology guide to

GIRFT guide and pathways for urgent and
emergency care and same day emergency

UEC & SDEC GIRFT care in urology, including a catheter problems
flow chart.
Template A&G response Template Advice and Guidance response on
on catheter problems GIRFT catheter problems.
: Royal College of Nursing detailed guidance for
Catheter Care guidance RCN health care professionals on catheter care.
London catheter passport NHS London Templat_e catheter passport and supporting
Region information.
Example catheter and ICBs and A colllectlon of Zxamfple calthgter ar(;d id
continence formularies contlnen.ce product formularies and guidance
Trusts from various ICBs and trusts.
. . : . NICE quality standard on urinary tract
gglunlflsr\?érggtollnfectlons L NICE infections in adults including diagnosing UTls
in adults with catheters.
Indwelling catheters in
adults
Male external catheter Evidence based guidelines developed by the
EAUN European Association of Urology Nurses.
Urethral intermittent
catheterisation in adults
British Association of Urological Surgeons
Management of a urethral L . :
BAUS patient information leaflet on looking after a
catheter
bladder catheter.
Implementation of a Michelle Observational study finding that

nurse-driven protocol for
IDC removal

Kamel, Nichole
Harris et al.

implementation of a nurse-driven protocol for
urinary catheter removal led to a reduced
CAUTI rate.
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Appendices

Appendix 1 — Example Stop and Think poster
B &b 0

Cambridgeshire and

Catheter Always e oo 1

Event

- |s there a clinical need for this catheter and
clearly documented in patients’ records?

« Has all other containment measures been reviewed?

» Check HOUDINI Protocol for Indication for Urinary
Catheter

* |s the patient on any medication that might increase

patient’s bleeding risk?

with competencies. Ensure documentation is completed. Use equipment on CCG local formulary for the

T TASK: Follow CPFT, Royal Marsden, RCN and NICE guidelines for insertion of catheter. Keep up to date
procedure.

HELP AND ADVICE: Advise the patient/carer how to care for the catheter on a daily basis. Use Catheter
Passport. Contact supervisor if clinical support required, such as unexplained bleeding.

INFECTION: Follow ANTT guidelines and five points of hand hygiene. Change catheter 48 hours after
starting antibiotics.

NEVER just accept a blocking catheter. Assess for bowel habits, bladder spasm, correct size, catheter tip,
N fluids intake and put treatment plan in place.

KEEP reviewing the need for catheterisation every day on the ward and every change in the community
and consider altemative management.

If any further advice, please contact your Link Nurse or

Bladder and Bowel service on 0330 7260077
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Appendix 2 - Example of electronic catheter documentation.

). ¥ Wirral Catheter Pathway

k|
| Catheter Pathway Pa1  Catheter Pathway Pg2

Catheter Pathway Page 10f 2
L@ Wirral Skin Integrity Check List * NEWS2 - National Early Warning Signs Accessibility & Inclusion Information
:+ R for Catheteri (inc who can perform change) 45 infection Status
| Catheter V4 Core Risk assessments not required for this patient O &
| Venue of Catheter Change
l @I Catheter procedure Y 4
| Please document:
! A) Reason for Catheterisation a
| B) Whether Assistant Practitioners can perform catheter changes
EI Route of Catheterisation
f Insertion of cath >
| Hote ot settion of cathetcs L Route of Catheterisation ~| &
| SUPPLY AND ADMINISTER MEDICATION FROM PGD & PeD's Catheter equipment order plan ~ | &

| If there are problems with catheterising patient at home or manual handling issues requiring more than one person, male nurses attending, create a
4 reminder with the detail.

11 Create Reminder

First Catheterisation Only Consi Exclusion Criteria

Medication

1) A history of complicated catheterisations or unsuccessful attempts of catheterisation
2) Advanced prostate cancer

3) Advanced bladder cancer

4) Post urological surgery

5) Lymphoedema

6) Known uretheral congenital abnormalities /false passages

7) Urethral obstruction

8) A history of urethral bleeding or with undiagnosed haematuria

9) Male clients where foreskin is stenosed and the meatus cannot be seen <@ Wirral Medication
10) Acute retention

1 @ BNF
[ Past medical history r 4

Consider medication related to the management of
urinary tract symptoms which may impact on catheter
care. Please access Medication template to record
patient Medication and / or Drug Sensitivities and
Allergies.

B, Drug & Appliance Browser...

[% Hospital Admission Avoided

} Event Details Information Print Suspend Ok Cancel Show Incomplete Fields
1 ¥ Wirral Catheter Pathway
4
| Catheter Pathway P01 Catheter Pathway Pg2
Catheter Pathway Page 1 0of 2
7@@ Wirral Skin Integrity Check List * NEWS2 - National Early Warning Signs Accessibility & Inclusion Information
: R forC isation (inc who can perform change) 43 Infection Status
| Catheter ¥ 4 Core Risk assessments not required for this patient O &
| Venue of Catheter Change
| @I Catheter procedure Y 4
| Please document:
! A) Reason for Catheterisation a
| B) Whether Assistant Practitioners can perform catheter changes
EI Route of Catheterisation
f Insertion of cath >
| Hote a) NiSe o F et cathelcs L4 Route of Catheterisation ~| &
| SUPPLY AND ADMINISTER MEDICATION FROM PGD & roD's Catheter equipment order plan ~| &

If there are problems with catheterising patient at home or manual handling issues requiring more than one person, male nurses attending, create a
reminder with the detail.

11 Create Reminder

First Catheterisation Only Consi Exclusion Criteria

Medication

1) A history of complicated catheterisations or unsuccessful attempts of catheterisation
2) Advanced prostate cancer

3) Advanced bladder cancer

4) Post urological surgery

5) Lymphoedema

6) Known uretheral congenital abnormalities /false passages

7) Urethral obstruction

8) A history of urethral bleeding or with undiagnosed haematuria

9) Male clients where foreskin is stenosed and the meatus cannot be seen @ Wirral Medication
10) Acute retention

1 @ BnF
[ Past medical history r 4

Consider medication related to the management of
urinary tract symptoms which may impact on catheter
care. Please access Medication template to record
patient Medication and / or Drug Sensitivities and
Allergies.

Q Drug & Appliance Browser...

[E% Hospital Admission Avoided

(=

Event Details Information Print Suspend Ok Cancel Show Incomplete Fields
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¥ Wirral Catheter Change Record

Catheter Change
Catheter Change Record
Q Wirral Skin Integrity Check List

~||#
Ifthere has been 3 or more re-catheterisations within this patients usual

change period, please check ifthere is a current B&B individual plan for the
patient. Ifthere is not, please complete datix and refer to B&B

¢ Wirral Integrated Assessment

Date of Change of urethral catheter

Date of Change of suprapubic catheter

If the individual plan has been followed and no improvement noted, please
re-refer back to B&B

SUPPLY AND ADMINISTER MEDICATION FROM PGD @ PGD's

Catheter Details
Catheter

Lubrication ¥ 4
Leg bag ’ Bed bag only ’
Catheter Supporting Device ¥ 4
Procedure

Hospital admission avoided

* NEWS2 - National Early Warning Signs £ Infection Status

Reason for Catheterisation? ’
Venue of Change X ’
Reason for Change b ,’
Date of Next Change
Date of next Catheter Change ’
Catheter valve ’
Catheter equipment order plan it ’
Catheter Passport ,
ce of urethral catheter in bladder r 4

Need for the Catheterisation been reviewed?

Please ensure the Patient has adequate catheter
supplies - complete ordering form if required

E_E'J Catheter Prescription Ordering Form

Appendix 3 — Examples of catheter and continence formularies

All the examples below are also available through the FutureNHS platform.

e North Yorkshire CCG

e North East and North Cumbria ICB

e North East London ICB

e Bridgewater Community Healthcare NHS Foundation Trust

e Hertfordshire ICB

e Greater Glasgow and Clyde primary care urology formulary

e Norfolk and Waveney ICB
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https://future.nhs.uk/GIRFTNational/view?objectId=69123056
https://northyorkshireccg.nhs.uk/wp-content/uploads/2022/07/2019-Catheter-Formulary-Handbook-PRINT-V3.pdf
https://ntag.nhs.uk/wp-content/uploads/2024/01/NoTGNC-Catheter-Formulary-2023-V7.pdf
https://primarycare.northeastlondon.icb.nhs.uk/wp-content/uploads/2023/12/Continence-formulary.pdf
https://web.archive.org/web/20231118195727/https:/bridgewater.nhs.uk/wp-content/uploads/2023/07/Continence-Catheter-Care-Formulary.pdf
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=3334&checksum=331316d4efb44682092a006307b9ae3a
https://ggcmedicines.org.uk/media/gcwjwbe3/urology-formulary-2309.pdf
https://nwknowledgenow.nhs.uk/wp-content/uploads/2026/03/Continence-Formulary-March-2026.pdf

|
Appendix 4 — Example ‘top tips’ poster sent to GP practices

Cornwall Partnership m

MH3 Foundation Trust

Top Tips for Catheter Care

Educate residents and families about proper catheter care.
Encourage patients to use of the Catheter Passport.

Ensure optimum daily fluid intake.

Don’t administer routine antimicrobial prophylaxis.

Don’t routinely screen for asymptomatic bacteriuria (ASB).
Don’t dip test urine from a catheter bag.

Refer to community team at the outset including telling the patient/family how
to contact them, their hours and what to do at other times. An early chat with
the community nurse (“what are your worries”, “this is what to do if....” etc) is
necessary.

Ensure that the patient has supply of their catheter system components and a
spare catheter at home. The patient needs te know what’s what, what
alternatives there are, how to get hold of items and how they work (including
frequency of change).

Aim to remove the catheter as soon as possible. Trial without catheter
(TWOC) opportunities should be encouraged. For men, check that the patient
is on an alpha blocker for at least 48 hours prior to TWOC (refer to BNF).

All drainable day and night bags must be changed at least every seven days,
in line with manufacturer’s guidelines.

Resources for further information: (to be hyperlinked)
Catheter Passport

CFT Trial without Catheter Guidance
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