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Catheterizing the female urinary bladder

Goal: The patient's urinary elimination will be maintained, with a urine output of at least 30 ml/hour, and the patient's bladder will not be distended. (For review of male catheterization, see your textbook)

*Indicates a critical behavior that must be performed in order to pass the skill successfully.

1. *Verify there is a primary care provider’s (PCP) order to insert a foley catheter. Indications are urinary retention and surgery.
2. *Perform hand hygiene.

3.  *Identify the patient ask for their name and date of birth while looking at their arm band. Ask if they have any allergies. 
4. *Discuss any allergies with patient, especially to iodine, shellfish, and latex.
5. *Discuss procedure with the patient and assess the patient's ability to assist with the procedure. 
6. Bring the catheter kit and other necessary equipment to bedside. Obtain assistance from another staff member, if
necessary. 
7. *Close curtains around bed and close door to room if possible.

8. Provide for good light. Artificial light is recommended (use of a flashlight requires an assistant to hold and position it). Place a trash receptacle within easy reach. 

9. Raise the bed to a comfortable working height. Stand on the patient's right side if you are right handed or on the
patient's left side if you are left handed.
10. Put on clean gloves. Raise the bed and assist the patient to lay down. Clean the perineal area with washcloth, skin cleanser, and warm water, using a different corner of the washcloth with each stroke. Wipe from above orifice downward toward sacrum (front to back). Rinse and dry. 
11. Remove gloves. Lower the bed, cover the patient and perform hand hygiene.
12. When you return to the bedside, assist patient to dorsal recumbent position with knees flexed, feet about 2 feet apart, with her legs abducted.
Alternately, the Sims', or lateral, position can be used. Place the patient's buttocks near the edge of the bed with her shoulders at the opposite edge and her knees drawn toward her chest. Allow the patient to lie on either side, depending on which position is easiest for the nurse and best for the patient's comfort. 

13. *Open sterile catheterization tray on a clean, dry, and waist-high overbed table using sterile technique.
14. Place wrapper from the package at the bottom of the bed for the cotton balls.

15. *Put on sterile gloves. 
16. Open all the supplies. Attach syringe attached to port. Ensure that drainage port on bag is closed.
17. Fluff cotton balls in tray before pouring antiseptic solution over them. Open lubricant.
18. Grasp upper corners of drape and unfold drape. Fold back a corner on each side to make a cuff over gloved hands. 
19. *Place sterile drape on bed as close to patient as possible while remaining sterile.

20. Move sterile trays on drape between patient's thighs.
21. *Place nondominant hand over vaginal area and lift while spreading index and middle finger to spread the labia. This will allow you to identify the urinary meatus. You must maintain separation of labia with this hand until catheter is inserted and urine is flowing well and continuously. 
If the patient is in the side-lying position, lift the upper buttock and labia to expose the urinary meatus.
22.  *Use your dominant hand to pick up the forceps. With the forceps, pick up one cotton ball at a time. Inform the patient that they will feel something wet and cool. Clean directly down the center over the meatus (from above the meatus down toward the rectum, but not touching the rectum), then discard the cotton ball. Using a new cotton ball for each stroke, continue to clean one labial fold, then the other labial fold. If you have cotton balls remaining, clean down the center again.
23. *With your dominant sterile hand, pick up the catheter (preattached to the sterile drainage bag) Lubricate 1" to 2" of catheter tip and ask the patient to take some slow, deep breaths. Insert the catheter slowly into the urethra, holding the catheter 1-2 inches from tip. Sterile glove cannot touch perineum. Advance the catheter until there is a return of urine. Once you see urine, advance catheter another 2" to 3". Do not force the catheter.
24. *Hold the catheter securely at the meatus with the fingers of your nondominant hand. Use your dominant hand to inflate the catheter balloon. Inject entire volume supplied in prefilled syringe. Maintain pressure on syringe plunger to prevent fluid from returning into syringe. Remove syringe.
25. Pull gently on catheter until you feel resistance. This indicated the balloon is inflated and acting as an anchor in the bladder.
26. *Secure drainage bag below the level of the bladder on foley hook. Check that drainage tubing is not kinked and that movement of side rails does not interfere with catheter or drainage bag.

27. Remove equipment and dispose of according to facility policy. Wash and dry the perineal area as needed.
28. *Remove gloves. Secure catheter tubing to the patient's inner thigh with Velcro leg strap. Leave some slack in catheter for leg movement.
29. *Assist the patient to a comfortable position. Cover the patient. Return bed to the lowest position. Ensure the call bell is in place, side rails are up and the bed is locked.
30. *Wash hands.

31. *Note amount and color of urine. If you note there is >800 to 1000 ml of urine in the bag and it is still flowing in the tubing, clamp the tube for 5 minutes. This prevents bladder spasms from emptying a large amount of urine too quickly. Be sure to unclamp the tube within 5 minutes!
32. *Document that you performed peri care, inserted a 16 fr foley catheter with a 5 mL balloon ( or 10 mL, if that’s the case), how the patient tolerated the procedure and the urine color, clarity a-nd amount.
Removal of Foley catheter

1. *Verify there is a PCP’s order to remove the foley catheter.
2. Gather necessary equipment (10 ml syringe, disposable drape, graduated cylinder, and urinal for a male or urine measuring device “hat” to place in the toilet for a female, two pairs of clean gloves.)

3. *Perform hand hygiene. Identify the patient ask for their name and date of birth while looking at their arm band. Ask if they have any allergies. 

4. *Discuss procedure with the patient.

5. *Pull curtain and close door to room.

6. Ensure trash can is nearby.

7. Put on clean gloves.

8. Empty urine from foley bag into graduated cylinder (placed on floor) noting the (COCA) color, amount clarity, and any foul odor. Pour urine into the toilet.
9. Remove gloves.

10. *Wash hands.

11. *Put on clean gloves.

12. Raise the bed. Place the drape under the patient’s buttocks and perineal area.
13. Take the foley out of the leg strap/holder. Remove leg strap/holder and discard.

14. *Hold catheter tubing and attach the syringe to the balloon port on the catheter tubing. Pull back to remove all the fluid. Empty syringe into trash can. Reattach to port and pull back to ensure all the fluid has been removed from the balloon.

15. Ask patient to take some slow breaths and gently pull out catheter. Wrap drape around catheter to avoid splashing urine. 

16. Place catheter, tubing, and bag in the trash. Provide peri care, if needed.
17. *Remove gloves.
18. *Assist the patient to a comfortable position. Cover the patient. Return bed to the lowest position. Ensure the call bell is in place, side rails are up and the bed is locked. 
19. *Perform hand hygiene.

20. Inform patient that you need to collect their first urine (either in the urinal or “hat”) to verify the ability to void. Ask them to urinate directly into the hat (or urinal) and to try to not get any tissue or BM in the hat. Tell them not to flush the urine and to ring their call bell immediately after they void.

21. *Document COCA of the urine, that you removed the 10 mL balloon, that you removed the foley catheter, and how the patient tolerated the procedure. Be sure to Include the time the patient is due to void 8 hours after removal, or per agency policy. Document the output in patient’s chart, and on the flowsheet and intake and output (I&O) sheet.
Adapted: Burton, M. & Smith, D (2023). Davis Advantage for Fundamentals of Nursing Care: Concepts, Connections, and Skills. Philadelphia, PA: FA Davis









