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Intermittent self-catheterisation for managing urinary problems  
 
Intermittent self-catheterisation (ISC) is defined by Shah and Leach (1998) as 'passing a 
catheter into the bladder to remove urine when the patient cannot pass urine normally'. The 
procedure may be repeated every few hours if necessary and is viewed as an alternative 
technique to an indwelling catheter as a means of managing urinary problems. ISC is an 
established intervention (Addison, 2001) and is recognised as a safe and effective 
procedure (Moore, 1995). 
 
Lapides et al (1972, 1976) pioneered the clean technique for ISC, transforming it into a safe 
and simple technique to learn for the many people suffering from urinary incontinence or 
voiding difficulties. Haynes (1994) suggests that this allows a patient to gain control of their 
bladder, rather than their bladder controlling them. The use of ISC in patients with urinary 
frequency and urgency and those whose bladders do not empty properly has also been 
advocated (Herr, 1975; Perkash, 1975; Diokno et al, 1983). This is supported by Fowler 
(1998) who suggests that as there are no medications to improve bladder-emptying ISC 
would appear to be the best way of managing this problem. 
 
ISC can have many advantages over an indwelling catheter: patients have the opportunity to 
become self-caring, there is less demand in terms of equipment and the upper urinary tract is 
protected from reflux (Duffin, 1996; Pelosof et al, 1973; Perkash, 1978). Patients may also be 
able to return to a normal voiding pattern (Lapides et al, 1976; Skovdal et al, 1988). ISC 
patients are able to remain sexually active, which promotes well-being and a positive body 
image (Winder et al, 1997). Patients are also able to take more responsibility for their own 
care and, in the long term, require less nursing intervention (Doherty, 1999a). 
 
In this trust, from September 2000, ISC was initially offered as an alternative management 
option to patients in the urology department who failed their trial without catheter (TWOC). 
Many of these patients appeared to resume normal voiding within a short time span. ISC has 
since been introduced to patients with chronic urinary retention, detrusor failure, poor bladder 
emptying and intermittent self-dilatation for recurrent urethral strictures. 
 
Clinical governance demands that we achieve clinical effectiveness. One way of achieving 
this is by auditing practice and making the necessary changes to ensure its effectiveness. It 
therefore seemed pertinent to review current practice within the department. This paper 
discusses a review of the experiences of patients using this method of treatment to manage 
their voiding difficulties and urinary problems. 
 
The purpose of this review was to establish the most common reasons for ISC, the frequency 
with which patients were undertaking ISC and their concordance with treatment. The review 
also looked at the quality of the service provided and attempted to establish whether patients 
received sufficient support from the nurses. Finally the review was to be used to inform any 
changes made to the current service. 
 
Methodology 
A retrospective audit was undertaken of patients who had been taught ISC between 
September 2000 and December 2002. Working alphabetically using surnames, alternate 
patients were randomly selected. Of a total of 126 patients, 63 patients were therefore 
selected to take part in the review. Medical notes were retrieved to accrue data on the reason 
for ISC, the date the patients started their treatment and any changes made at their follow-up 
appointments. A questionnaire was given to patients who attended the urology clinic for 
review between October 2002 and December 2002 (or sent to them by post if they did not 
have an appointment during this time) to gauge their opinions and experience of ISC and the 
service they had received. 
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Results and discussion 
The age range of the 63 patients was 20-98 years (mean 59 years). Of these 81% (51) were 
male and 19% (12) were female. The main reason for undertaking ISC were identified and 
categorised into six groups (Box 1). Figure 1 shows the number of patients in each group. 
 
TWOC patients accounted for 40% (25) of all patients taught ISC in this time frame. Failed 
TWOC in patients who had initially been catheterised because of acute urinary retention was 
determined by the following: 
 
- Not being able to void after catheter removal 
 
- Voiding less than three times in a row with a voided volume of <150ml and a residual 
volume of >350ml. 
 
Research has shown that the experiences and outcomes for failed TWOC patients using ISC 
as an alternative to indwelling catheterisation are very good. Patel et al (2001) carried out a 
study that assessed the outcome of different forms of urinary drainage following acute urinary 
retention, with particular reference to patient preference. All patients had an indwelling 
catheter (50 in total) initially and were then taught to self-catheterise. Of these patients, 34 
were able to perform ISC and 16 had an indwelling catheter reinserted. 
 
Questionnaires asked the patients their preference on the method of urinary drainage and 29 
out of the 34 performing ISC preferred this to having an indwelling catheter. Another 
significant factor in this study refers to spontaneous voiding. Nineteen patients resumed 
normal voiding sufficiently to stop using ISC. This supports the findings of another small study 
carried out by Skovdal et al (1988) who investigated the possibility of intermittent 
catheterisation in postoperative urinary retention. They reported that eight patients required 
one single catheterisation to resume normal voiding function, while three required two 
catheterisations and four needed four such procedures, with the average number of 
catheterisations at 2.6 per patient. 
 
While these are both relatively small studies, there is some evidence to support the continued 
use of ISC for patients who may resume spontaneous voiding within a relatively short period 
of time. In our review 15 of the 25 TWOC patients taking part resumed spontaneous voiding 
without the need for surgical intervention. 
 
Frequency of ISC 
Knowing the frequency of ISC is important to ensure that patients are catheterising as often 
as necessary, but not too often, in order to maintain a healthy bladder. There are a number of 
different formulas found in the literature to determine what the frequency of ISC should be. 
For example Hunt et al (1996) suggest that volume on catheterisation should not exceed 300-
400ml and that it is also important to consider the underlying aetiology, but in general 
catheterisation should be done frequently enough to avoid the bladder becoming over-
distended and to prevent incontinence. We use a simple formula, which is a rough guide for 
patients to use until they are familiar with ISC. This is shown in Table 1. 
 
The results of our review showed that patients self-catheterising once a day accounted for the 
largest group, with 10 of the TWOC patients falling into this group and resuming spontaneous 
voiding. There were three patients with a residual volume of up to 300ml doing ISC daily and 
three performing intermittent self-dilatation (ISD). One patient with chronic retention performs 
ISC daily, although his residual volumes are 600ml; he drinks over three litres of fluid a day 
and is a long-standing user who will not catheterise more frequently. The 15 other TWOC 
patients did ISC more frequently (five twice a day, six three times a day, and four four times a 
day) depending on their residual volumes. The patients who perform ISC four times a day are 
those with detrusor failure (five), chronic retention (two), post-TWOC (four) and one other (a 
woman who was catheterised while she had a urinary tract infection and had not been able to 
void afterwards). 
 
It might be useful to address the issue of the long-term patients whose residual volumes are 
over the recommended amounts at each catheterisation, but who refuse to catheterise more 
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frequently, and other long-term users of ISC. Their reasons for continuing this practice 
showed that they feel that it gives them the freedom to perform ISC when it suits them, 
without compromising their upper tract function, which in these long-term users is checked 
every six months. Other reasons for long-term use include those patients who use ISC for 
self-dilatation and have had more than one (most of them two) urethrotomy procedures and 
are not keen to have any further surgery. These patients account for 25% of the total number 
of patients in the review. 
 
Sixty-five per cent of patients stated that they were not tempted to give up ISC, suggesting 
that they believe ISC is an acceptable form of urinary management for those with long-term 
problems. It also suggests that concordance is high, with at least one-third of these patients 
facing the possibility of performing ISC for the rest of their lives. 
 
The aim of using ISC in TWOC patients is that they should eventually return to a normal 
voiding pattern. Of the TWOC patients in the review group the shortest period during which 
ISC was carried out was one week (after a urinary tract infection cleared) and the longest 13 
months (after spinal surgery). The other eight patients resumed normal voiding between three 
weeks and three months, with only one going on to have transurethral resection of prostate 
(TURP). 
 
Reasons for stopping ISC in the group were quite acceptable; it is not clinically effective for 
patients to continue doing ISC beyond clinical need. For example patients who are voiding 
and have three consecutive catheterisations of 150ml stopped performing ISC (25%), as this 
level means that normal bladder function had returned. One patient doing ISD for stricture 
therapy had recurrent urinary tract infections and stopped for this reason. 
 
Nursing support The patients were asked if they felt they had received enough support from 
the nurse. A positive response was recorded by 92% of patients, 2% said no and 6% made 
no reply. One patient did not feel that there was enough support, as she thought the doctor 
should be seeing her and not the nurse. No comments were made on how the nurse could be 
more supportive. 
 
The final question asked patients to comment on what changes were needed to the service 
currently provided to best meet their needs. Sixty-one per cent of the patients stated that the 
service currently offered met their needs, with many positive supporting comments about the 
service. Suggestions made by others included telephone follow up and a newsletter. 
 
The comments about the support offered by the nurse were very encouraging. Comments 
included: 'very helpful', 'supportive', 'always phones back' and 'always seems to know the 
answers'. 
 
Conclusion 
Intermittent self-catheterisation (ISC) has gained in popularity since the 1970s and with its 
advantages for self-care should be offered to all patients as an alternative to managing their 
bladder-emptying problems. Offering ISC to patients with voiding dysfunction or bladder-
emptying problems can enhance the quality of their life and give them the opportunity to 
resume normal voiding without the hindrance of an indwelling urinary catheter. The above 
results show that patients who chose ISC were happy to use this method of management for 
their urinary problems. The results of spontaneous voiding after failed TWOC is also 
supported by this review, with patients continuing to void spontaneously without the need for 
surgical intervention. (Patients are followed up for six months before being discharged and 
have not been re-referred by their GP.) 
 
From this review we can determine that ISC appears to be an effective, popular method 
of managing urinary problems, with a high percentage (68%) of patients who need to 
continue with this method of managing their voiding difficulties. Doherty (1999b) suggests that 
such use of intermittent catheterisation rather than indwelling catheterisation will become the 
norm. As far as our practice is concerned, changes will include setting up a telephone follow-
up service as an option for some patients. 
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