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	Urethral Catheterization—Female


Definition/Purpose: Urethral catheterization is the introduction of a rubber tube through the urethra and into the bladder to empty the urinary bladder when patient is unable to do so voluntarily, to detect presence of and/or monitor amount of residual urine to aid in diagnosis (through laboratory examination or culture analysis), or to facilitate the instillation of medication into the bladder.

Personnel Responsible: Performed by RN, LPN, or Medical Assistant

Equipment/Supplies Required:  

· Sterile disposable catheter set 

· Treatment sign for door

· Bath blanket or cover for patient

· Waterproof absorbent pad

Policy:

1. Obtain physician’s order for straight catheterization or insertion of indwelling catheter.

2. Strict surgical asepsis is to be maintained during this procedure.

3. When catheterizing for residual urine, do so immediately after patient has voided and record both amount of urine voided and amount withdrawn by catheter.

4. Before beginning procedure, assess patient’s allergy status.

Procedural Steps:

A. Identify patient and explain procedure to patient.

B. Ask patient about allergies to Betadine(.

C. Determine size and type of catheter to be used.

D. Provide for privacy. Drape patient and assist her with positioning as necessary. The lithotomy position is best for providing clear view of urinary meatus. This position may be modified by having patient flex only one knee and keep other leg flat on bed.

E. Expose perineal area. It may be necessary to bathe perineum with soap and water prior to procedure.

F. Wash hands thoroughly.

G. Open catheterization set and organize supplies on sterile field.

H. Place waterproof pad beneath patient, plastic side down. Touch only the corners.

I. Put on sterile gloves.

J. Place sterile tray between patient’s legs.

K. Place fenestrated drape over perineum so that meatal region is visible.

L. Prepare prep tray:

1. Saturate cotton balls/sponges with povidone-iodone. If patient is allergic to iodine, use Hibiclens( (chlorhexidine gluconate topical).

2. Apply water-soluble lubricant to catheter tip and up catheter approximately 4(. Use all lubricant provided.

3. If inserting indwelling catheter, test balloon by inflating and deflating.  Leave syringe attached to catheter.

M. With nondominant hand, separate labia with thumb and index finger, exposing the meatus. Do not use this hand on sterile tray hereafter. Continue to separate labia until catheter inserted.

N. Using forceps to hold cotton ball, and using new cotton ball each time, cleanse each inner labium twice, wiping front to back from clitoris to anus. Then clean meatus twice. Wipe with single downward motion. Do not contaminate this gloved hand.

O. Pick up catheter with sterile gloved dominant hand and carefully insert lubricated tip into meatus. Ask patient to breathe deeply and slowly to help relax sphincter and facilitate insertion.

P. Advance catheter about 2-3(, until urine begins to flow. Never force catheter. If inserting indwelling catheter, advance 1( further after urine begins to flow; this allows adequate space for inflation of balloon.

Q. If specimen ordered, catch some urine in specimen cup after initial flow has begun. Do not contaminate distal end of catheter. If indwelling catheter used, leave catheter connected and take specimen from clean bag.

R. Hold catheter in place while urine drains into collection container. If 
750 mL obtained, clamp for 30 minutes, then drain remainder. If more than 1000 mL withdrawn, observe closely for hematuria and/or changes in vital signs.

S. If straight catheterization is being done, remove catheter when urine ceases to flow. Measure and record amount and characteristics of urine withdrawn.

T. If indwelling catheter used:

1. Inflate balloon. Use all sterile water provided.

2. Gently withdraw catheter until resistance is felt.

3. Tape catheter to anterior thigh allowing some slack. This prevents inadvertent pulling on catheter that could cause injury to bladder or urethra.

4. Attach collection bag to bed frame.

5. Ensure continuous downhill urinary flow from catheter to bag at all times. Urine stasis or reflux may cause bladder contamination.

U. Dry perineum and leave patient comfortable. Discard disposable equipment in dirty utility room.

Patient/Caregiver Instructions: 

A. Explain to patient that a burning and/or pressure sensation may be experienced.

B. Caution patient against lying on tubing and raising catheter bag and tubing above hip level.

C. Notify nurse of changes in the color or turbidity.

Documentation:

A. Medical Records

Record type and size of catheter inserted, amount of fluid used to inflate balloon, characteristics of urine, amount of urine collected, reasons for catheterization, any specimen(s) sent to lab, patient’s response to procedure, and teaching done.

B. Billing 

Include appropriate charges for procedure (53670), supplies (catheterization tray, catheter), and lab tests to be done.
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