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Abstract 

Whenever possible, indwelling urinary catheter use is restricted because of multiple adverse 

effects. However, there are numerous health conditions that lead to people requiring the 

indefinite use of a urinary catheter. In the absence of available or acceptable alternate treatment 

options, a suprapubic catheter offers an invaluable means of maintaining urinary drainage. 

However, well-focused, robust evidence-based practice guidance is limited for suprapubic 

catheter-related care. This study was undertaken to ascertain best practice specific to the 

healthcare needs of adults living at home with a long-term suprapubic catheter. Guided by the 

theory of social constructionism, a mixed-methods, two-phased study enabled the integration 

of experiences and opinions from two groups of experts for the development of a best practice 

guideline. 

The first group of experts comprised 10 people living with a suprapubic catheter at home. This 

group participated in individual semi-structured in-depth interviews. Six overarching themes 

were generated, each representing an area of healthcare need. The themes provided the question 

framework for the second phase of the study, a three-round Delphi survey. Twenty-three expert 

nurses who had provided care to people living with a suprapubic catheter at home participated 

in the Delphi. The first round elicited the respondents’ opinions on specific aspects of 

suprapubic catheter-related care. Using qualitative content analysis, practice statements were 

generated and used in subsequent survey rounds. The respondents rated their level of agreement 

to each statement. The guideline comprises the statements that achieved a consensus of 

agreement. 

Through social processes, a comprehensive holistic best practice guideline was developed that 

strongly promotes self-efficacy. The six elements of the guideline comprise psychological 

support needs, cystostomy site care, suprapubic catheter replacement, drainage equipment 

practices, complication avoidance and management, and planning ahead. This thesis 

contributes a substantial and considerate resource to guide health professionals, promoting 

standardised care for the optimal wellbeing of people living with a suprapubic catheter at home. 
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Chapter 1: Introduction 

This chapter introduces long-term suprapubic catheter (SPC) use in the home-care setting. A 

background to SPC use, including the associated implications and complications, is provided. 

The rationale for this investigation, study context and researcher position are explained. The 

study purpose, aims and objectives are stated and the study design is introduced. An outline of 

the organisation of the thesis concludes this chapter. 

1.1 Background 

An SPC is an invasive urological medical device used for the passive drainage of urine. An 

SPC is an alternative to the conventional urethral indwelling catheter (UIDC). Locating a 

catheter suprapubically away from the urogenital region reduces the risk of urethral trauma and 

some studies have reported improved patient comfort and satisfaction (Chapple et al., 2015; 

Sheriff et al., 1998). The initial placement of a SPC requires surgical insertion through the 

abdominal wall into the urinary bladder forming a suprapubic cystostomy (Harrison et al., 

2011). 

The SPC drainage system comprises a Foley balloon catheter that is connected to a drainable 

urine collection bag or urine release valve. The presence of the Foley catheter maintains the 

patency of this artificial urinary tract. A urinary catheter may be required in the short term in 

relation to an acute health event or long-term (> 30 days; Cottenden et al., 2017). Many people 

with a long-term catheter require catheters indefinitely. 

Long-term urinary catheters are used when a person’s bladder no longer empties sufficiently 

or when it is otherwise chosen as a better or preferred option for the management of severe 

urinary incontinence (Cottenden et al., 2017). Examples of disorders leading to long-term 

catheter use include neurological conditions, such as multiple sclerosis, Parkinson’s disease, 

diabetic neuropathy, spinal cord injury and stroke, chronic debilitating conditions causing loss 

of mobility or bladder outlet obstruction when surgery is not recommended (e.g., prostatism; 

Hunter et al., 2013; Wilde et al., 2013b). As the ageing process is one of the greatest risk factors 

for most chronic diseases, long-term catheter use is more common among elderly people 

(Arking, 2018; Forde & Barry, 2018; Gage et al., 2016; Getliffe, 1994; Gibson & Wagg, 2014; 

O’Donohue et al., 2010; Wilde et al., 2013b). 
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The prevalence of long-term SPC use for people living at home is not known (Gould et al., 

2009) because there is no specific surveillance system in place. However, catheter-related 

research suggests that there is a significant population of long-term catheter users at home. The 

literature also indicates an increasing tendency towards SPC use as opposed to the traditional 

UIDC (Chapple et al., 2013; Forde & Barry, 2018; Gage et al., 2016; Harrison et al., 2011; 

Jannings & Kelly, 2001; O’Donohue et al., 2010; Wilde et al., 2017). Anecdotally, long-term 

SPC use far outweighs UIDCs in the community-dwelling population of Tasmania. 

1.1.1 Implications of SPC use 

Living with a long-term SPC brings significant change for a person, as they will need to learn 

to control their urinary elimination in a vastly different manner. Functional bladder control is 

a widely held individual and societal expectation. The psychosocial impact and associated 

susceptibility to the stigma of poor or absent bladder control (incontinence) is well documented 

(Avery et al., 2015; Buczak-Stec et al., 2020; Elstad et al., 2010; Mitteness & Barker, 1995; 

Paterson, 2000; Peake & Manderson, 2003; Roin & Nord, 2015; Wyman et al., 1990; Yip & 

Cardozo, 2007). It can take a person up to 12 months to adjust to life with a urinary catheter 

(Roe & Brocklehurst, 1987; Sweeney et al., 2007). Therefore, it is imperative, to aid a person’s 

self-care mastery and control, that people have ready access to explicit information and 

appropriate support from health professionals that will assist with adjustment to life with an 

SPC. In addition to the practical aspects of mastering bladder control with an SPC are 

psychological and physical adjustments. Although the creation of a suprapubic tract to the 

bladder, a small incision, could be considered a relatively minor body alteration, the addition 

of the drainage equipment creates a significant change to body appearance. The person will 

have a cystostomy above the pubic region with a large diameter catheter (16–20 French gauge) 

protruding from it. The Foley catheter, designed for transurethral use, when used 

suprapubically, sits awkwardly at a 45° angle to the lower abdomen. The catheter, typically 

40 cm long, is then anchored to the person’s body with a fixation device. There is also the 

further attachment of a urine collection bag or drainage valve that will be anchored to the body.  

A person’s changed body can affect their perception of self and body image. Altered body 

image can lead to concerns about sexuality and intimate relationships (Chapple et al., 2014). 

The presence of an SPC also becomes a tangible reminder of disease, signifying the loss or 

degeneration of a body function (Sweeney et al., 2007). In preparation for an SPC, a person 

will require intellectual and psychological support from health professionals to help adjust to 
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the changes. Psychological support is an aspect of adjustment to living with a urinary catheter 

that is often overlooked by health professionals (Chapple et al., 2014; Sweeney et al., 2007). 

Some people who have a long-term SPC will also have severe morbidity. These people, when 

living at home, may be dependent or partially dependent on a significant other, such as a 

spouse, to assist them with activities of daily living, including the daily management of their 

SPC. Therefore, an SPC also brings change for these informal carers. The use of a catheter has 

shown to be correlated with, and a signal of, increased caregiver burden (Wergeland Sorbye et 

al., 2005). Alongside these aspects of individual (and carer) adjustment is that having an SPC 

creates health-service dependency and catheter maintenance-related expenditure. People who 

have a long-term SPC at home require varying levels of healthcare support for the duration of 

catheter use. For example, the catheter requires replacement by appropriately skilled health 

professionals at routine intervals. Some people may also require assistance with the 

replacement of their urine drainage bag. There is an ongoing cost to individuals for the purchase 

of these healthcare services. Costs may vary according to service providers and funding 

differences in international contexts. In Australia, community nursing services funded through 

the Commonwealth Home Support Program require a person who receives a pension to 

contribute $A5 per nursing visit and non-pensioners $A20 per visit (Tasmanian Government, 

2020). In addition, there is the cost of replacing medical equipment. Equipment requirements 

include the replacement catheter, drainage bag or valve and associated attachment devices. 

As established, living in your own home and having a long-term SPC involves considerable 

physical, psychological and financial consequences for the person with the catheter and creates 

varying levels of health-service dependency (Chapple et al., 2013; O’Donohue et al., 2010; 

Sweeney et al., 2007; Wilde & Carrigan, 2003,). Undoubtedly, a person’s adjustment to life 

with their SPC will be influenced by their individuality and circumstances, such as their health 

status, social circumstances and access to appropriate healthcare services. Nonetheless, even 

under the best of circumstances, living with an SPC can be burdensome and often problematic. 

1.1.2 Complications of catheter use 

Although an SPC is invaluable in terms of maintaining the function of the lower urinary tract, 

long-term catheter use is seldom problem free. Common physiological problems associated 

with catheter use primarily revolve around urinary tract infection, catheter blockage, tissue 

injury and urine leakage (Feneley et al., 2011; Getliffe, 1994; O’Donohue et al., 2010; Wilde 
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et al., 2013b). These problems can be frequent, recurring and persistent. People may also 

experience more than one problem at a time. 

Bacteriuria is the foremost enduring challenge associated with catheter use (Albu et al., 2018; 

Bonkat et al., 2013; Hooten et al., 2010; Jacobsen et al., 2008). The incidence of bacteriuria 

increases at a rate of 3–10% per day of catheterisation, leading to all catheterised people 

becoming bacteriuric within four weeks (Garibaldi et al., 1982; Warren, 1997). Bacteria adhere 

to the catheter to form a biofilm that is resistant to antimicrobials and the immune system 

(Barford & Coates, 2009; Walker et al., 2019). The most common and problematic 

complications related to bacteriuria are symptomatic urinary tract infection and catheter 

blockage. Although bacteriuria is a precursor to infection and catheter blockage, not all people 

will develop symptoms that will require intervention (Getliffe, 1994; Tambayh & Maki, 2000; 

Walker et al., 2019). 

Conversely, symptomatic infection and catheter blockage cause many people to seek urgent 

additional health care (Maeda et al., 2013; O’Donohue et al., 2010; Wilde et al., 2013b), often 

from hospital emergency departments (Eds; O’Donohue et al., 2010; Tay et al., 2016) with 

many requiring hospital admissions (Ansell & Harari, 2017; Wilde et al., 2013b). These 

complications bring escalation of healthcare needs and more serious sequela. Life-threatening 

complications can progress from catheter-associated urinary tract infection (CAUTI). 

Infectious organisms are capable of ascending from the catheterised bladder to the kidney, 

entering the blood stream. Bacteraemia can lead to urosepsis with associated morbidity and 

mortality (Dellimore et al., 2013). 

The multiple adverse effects of catheterisation underpin the strong recommendation that long-

term catheter use only occur when all other management options have been rejected as 

unsatisfactory (Cottenden et al., 2017). Long-term catheterisation is an end-of-the-line 

management option for urinary bladder drainage and control. Notwithstanding this, certain 

people do require a urinary catheter. A growing number of people are living at home with a 

long-term SPC. 

1.1.3 Limited evidence to guide practice 

Although the complications of urinary catheter use have of interest to researchers since the 

early 1960s (Kunin and McCormack, 1966; Miller, 1960; Thornton and Andriole, 1970), many 

aspects of the effectiveness of catheter-related care require clarification. For example, it is 
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unclear which, if any, strategies may prevent the acquisition of catheter-associated bacteriuria 

(Nicolle, 2014; Warren, 2001). However, it is known that the longer a catheter remains in place, 

the greater the risk for complications (Gould et al., 2009). These issues associated with long-

term catheter use in the home setting, particularly the SPC, have received little scholarly 

attention. 

Further, the discourse concerning long-term catheter management in the home setting, for the 

most part, seldom delineates between an UIDC and SPC (Cooper et al., 2016). The 

management of the two types of catheter are often discussed as the same. The UIDC, 

historically the more commonly used catheter, particularly in hospital settings, dominates in 

the literature. It is acknowledged that there are management similarities between these two 

methods of catheterisation. Some practices may be transferable. However, it is argued here that 

there is a need to focus specifically on the SPC to more accurately reflect present-day long-

term catheter usage in the home setting and ascertain corresponding best practice. 

Nonetheless, for people living in the community setting with either a long-term UIDC or SPC, 

there is a lack of empirical evidence to guide practice. Central to this problem are the 

difficulties associated with conducting studies like randomised control trials with this group. 

Alongside the complexities of catheter use is the heterogeneity of catheter users, creating 

multiple control confounders (Cottenden et al., 2013). For example, people who have a long-

term catheter at home have diverse reasons for the device. Many have multiple, chronic or 

progressive health conditions. Further, there are wide-ranging individual, social and 

environmental circumstances that influence home healthcare practices and choices. 

Consequently, clinical guidelines for catheter management have mostly evolved from studies 

involving people who have short-term, transurethral catheters in hospital settings (Cottenden 

et al., 2017). The catheter type, duration of use and care environment are quite different to long-

term SPC use in a person’s own home. It is not appropriate to generalise short-term urethral 

catheter-related practices from acute-care contexts to people who have a long-term SPC in the 

home-care setting. This mismatch creates impracticality, leading to inconsistencies in practice. 

Further, unlike hospital settings, most day-to-day management of a long-term SPC in the home 

environment is conducted by the person themselves with external support from primary 

healthcare providers. Community nurses are at the forefront, providing direct catheter-related 

care and support to these people. The health care provided by community nurses includes 
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catheter-related self-care advice, the performance of clinical procedures such as SPC 

replacement and problem-solving.  

1.1.4 Researcher position 

The care of people at home who live with a long-term SPC is an important cause for concern. 

My interest in this study arises from my role as a specialist continence nurse in the community 

setting. The clinical role is historically aligned with the urologic medical specialty. Continence 

nurse specialists work at an advanced level of practice that includes active leadership 

engagement with community nurses in catheter-related client care. In addition to clinical care, 

I am involved in maintaining clinical practice guidelines specific to the specialty area. 

Daily, nurses working in the community provide considerable time and expertise managing 

and creatively problem-solving the clinical issues of long-term SPC use, where despite ‘best 

practice’, problems persist. The common presenting problems include symptomatic CAUTI, 

drainage obstruction including catheter blockage, cystostomy site complications and catheter-

replacement difficulties. These complications create additional unplanned episodes of 

healthcare provision of varying complexity (Ansell and Harari, 2017; O’Donohue et al., 2010). 

Problematic long-term SPC use at home affects the wellbeing of people with an SPC and for 

some, this includes their carer. The person’s day-to-day management of the device and support 

needs can escalate unpredictably, leaving people vulnerable to the complications of catheter 

use. The complications can be life-threatening. Many people who have a long-term SPC live a 

life of uncertainty and susceptibility. When complications arise, people are distressed, have 

variable intensities of discomfort and the need to seek additional health care is at best 

disruptive. These experiences amplify when urgent health care is required outside community 

service hours of operation. 

Unacceptably, long-term SPC management and preventative practices are confined by limited 

research. Many aspects of care are based on varied and unsubstantiated notions of best practice. 

The lack of empirical evidence creates a dilemma for clinicians who work in environments that 

aspire to the use of the best available evidence. Compounding the evidence deficit is a lack of 

consensus as to what constitutes best practice. An absence of consensus adversely leads to 

inconsistencies in practice, creating confusion for clinicians and clients. Clarity and a 

consensus of SPC-related clinical and at-home self-care practices are needed to minimise the 

complications and promote wellbeing.  
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1.2 Study Purpose, Aims and Objectives 

The purpose of this study is to clarify best practice and gain consensus for the care of adults 

living at home with a long-term SPC. Under investigation are the support needs of a person 

who is to have or has an SPC, cystostomy site care; tissue trauma minimisation strategies, SPC-

replacement practices, drainage bag or valve practices, strategies to minimise infection, 

symptomatic CAUTI identification and management practices, and catheter blockage 

management. 

The aim of the study was to ascertain what constitutes best practice through investigation of 

people’s experiences and expert opinions of long-term SPC-management practices at home. 

The experts in the context of this study include people who manage their own long-term SPCs 

at home and nurses with advanced knowledge and skill in relation to long-term SPC use in the 

home setting. The study objective is to develop a best practice guide specific to people who 

live at home with a long-term SPC. 

1.3 Study Design 

To investigate best practice, this study integrates the best available research evidence, client 

perspectives and clinician expertise (Sackett, 2000). This study examines jointly constructed 

phenomena from people’s shared experiences of reality in light of what is already known on 

the topic. The nature of this type of inquiry reflects a qualitative philosophical orientation 

(Schwandt, 1998). Qualitative mixed-methods were implemented allowing for the integration 

of information beyond the limits of what one method alone would achieve (Cresswell & 

Cresswell, 2018). It is acknowledged that there has been emerging debate over the last decade 

around defining a study as mixed methods or as multimethod. While some authors consider the 

terms synonymous, others express divergent conceptual views (Anguera et al., 2018). In this 

study the concept of mixed methods involved a sequential combining of exploratory findings 

and measurement of agreement using descriptive statistics (Creswell & Creswell, 2018), The 

study was guided by the theory of social constructionism. This qualitative design facilitated a 

framework to investigate and clarify shared assumptions through the thoughts and experiences 

of people that arise from people’s individual realities (Burr, 2015). 
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1.3.1 Social constructionism 

The broad tenets of social constructionism correspond with the origins, nature and aims of this 

study. Social constructionism encourages a critical stance on taken-for-granted knowledge 

(Burr, 2015; e.g., the appropriateness and generalisability of knowledge application across 

different contexts). This concept is at the core of this study. This research argues the 

appropriateness of the transferability of UIDC and short-term hospital-related catheter 

management practices to people with long-term SPCs in the community setting. For the social 

constructionist, the variability of context in the social world demands different ways of 

understanding and creating new knowledge (Burr, 2015). 

For the social constructionist, understanding and knowledge development is a social process 

sustained primarily through language. Knowledge is sustained and developed by people 

through shared versions of daily interactions and events. Through collaboration with others, 

new knowledge is co-constructed (Burr, 2015). A shared agreement informs the co-

construction of concepts and practices and, in this study, the development of guidelines that 

involve them. Within the social constructionism framework, it is also acknowledged that the 

position of the researcher will influence the co-construction process. Therefore, I was also 

integral to co-constructing the way forward (Burr, 2015). Where appropriate, for maximum 

clarity, first person active voice is used throughout this thesis (Shelton, 2015). 

1.3.2 Mixed methods 

The study was conducted in two phases. Phase 1 comprised semi-structured, in-depth 

interviews with people who lived at home with a long-term SPC. In a client-centred health 

environment, it was considered important that consumers of health care were included in 

matters that affect them (Australian Government, 2013). Interviews were undertaken to explore 

people’s catheter-related self-care practices and support needs. Interview transcripts were 

analysed using thematic analysis (Braun & Clarke, 2006). The findings from this first phase 

were used to inform the content of the second phase. 

Phase 2 comprised wide consultation with expert nurses who either provided care for people 

living at home with a long-term SPC or had published in the area of long-term catheter use at 

home. The Delphi survey technique was implemented to achieve expert consensus for long-

term SPC-related care practices at home. The strength of the Delphi survey approach is that the 

outcome consensus facilitates decisions for strategies when there is limited information 
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(Keeney et al., 2011). This study is the first to use the Delphi technique to address this health 

question. 

This two-phased, mixed-method combination enabled the research question to be analysed 

from the varied perspectives of experts, allowing for integration of knowledge to create the 

most complete representation of SPC-related needs and practices (Liamputtong, 2013). 

Combining consumer (expert) and (expert) clinician perspectives allowed a jointly constructed 

presentation of shared assumptions and realities. This approach is consistent with the theory of 

social constructionism (Burr, 2015). 

1.4 Study Significance 

The prevalence of long-term catheter use at home can be expected to rise accordingly with the 

ageing of the population. Therefore, it is increasingly important that SPC management and self-

care practices are ascertained to plan for and effectively meet the needs of this growing 

population. Self-care in the context of this study is about more than the activities that people 

need to undertake to self-manage their SPCs. Self-care includes the incorporation of the 

indefinite use of an SPC into everyday life (Loh, 2018; World Health Organisation, 2020). 

Long-term SPC-related self-care practices at home are unclear. There is limited research in this 

area to inform practice (Cooper et al., 2016; Cottenden et al., 2017; Hunter et al., 2013). Long-

term SPC use can bring serious complications that undermine the wellbeing of people and are 

costly in terms of healthcare resources (Chapple et al., 2013; Maeda et al., 2013; O’Donohue 

et al., 2010; Sweeney et al., 2007). There is a need to ascertain at-home SPC-related practices 

in a way that integrates knowledge from people’s experiences and associated contextualised 

effective interventions. This study addresses this knowledge gap. It is anticipated that the best 

practice guideline will lead to standardised practice to best meet the needs and preferred 

choices of people who live with a long-term SPC at home. 

1.5 Conclusion and Organisation of Thesis 

This chapter introduced long-term SPC use in the community setting. The implications of 

catheter use, including the complications, were described and the knowledge gap clarified. The 

researcher’s position in this study was stated and the study purpose, aims, objective and design, 

including the significance of the study, were provided. This chapter concludes with an outline 

of the organisation of the thesis. 
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The overall structure of this thesis takes the form of seven chapters. Chapter 2 provides a review 

of the literature relevant to this study. Critical analysis of the literature helped guide the choice 

of methodology to best answer the research question. Chapter 3 describes the study design. An 

explanation is provided for the choice of social constructionism as the theory used to guide this 

study. Methods are explained, including the measures taken to maintain ethics. The results of 

Phase 1, the thematic analysis of the interview data with the people who had an SPC, is 

provided in Chapter 4. The results of the Delphi survey that involved the expert nurse group, 

Phase 2, is presented in Chapter 5. A discussion of the main findings, including the limitations, 

is provided in Chapter 6. Chapter 7 concludes the thesis.  
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Chapter 2: Literature Review 

Chapter 1 introduced this study. In this chapter, a review of the literature relevant to people 

who live with a long-term SPC at home is presented. This section includes an overview of the 

state of the evidence, the literature search strategy, bacteriuria as it relates to symptomatic 

CAUTI and catheter blockage, SPC replacement, cystostomy site care, drainage equipment 

practices and patient experience. 

2.1 State of the Evidence 

The impact of long-term catheter use in the community setting is an important and serious 

health issue. It is described as an aspect of health care for which there is an ‘immediate need to 

improve rates of adverse effects and optimise patient quality of life, patient and carer 

satisfaction and resource management associated with long-term catheter use’ (Cooper et al., 

2016, p. 7). Long-term catheter use has been the subject of much systematic investigation. 

However, concluding results from four systematic reviews published through the Cochrane 

Collaboration from 2012–2017 consistently report insufficient evidence to support 

recommendations for long-term catheter use. The systematic reviews, discussed later in this 

chapter, have attempted to determine the effectiveness of multiple aspects of long-term catheter 

use, including the effectiveness of different  policies for catheter replacement (Cooper et al., 

2016), washout policies as a method of preventing catheter blockage (Shepherd et al., 2017), 

which type of catheter is best for long-term use (Jahn et al., 2012) and if certain catheter policies 

are preferable to others in terms of effectiveness, complications, quality of life and cost-

effectiveness (Niel-Weise et al., 2012). It is also stated several policies are in place for which 

there is no trial data (Cooper et al., 2016). 

As introduced in Chapter 1, many aspects of long-term catheter use are difficult to study in the 

home setting because of multiple confounders. Therefore, the Cochrane approach to systematic 

appraisal of randomised or quasi-randomised controlled trials appears limited for this group of 

people. Even so, a scoping review of all related literature comparing suprapubic catheterisation 

with any other type of drainage in relation to complications, satisfaction and quality of life 

conducted by Hunter and colleagues (2013) also identified multiple issues beyond the urologic 

focus that require further study. For example, no studies have addressed care of the cystostomy 

site or skin care. Further evidence gaps included the need for more studies from the perspectives 
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of SPC users. In addition, and importantly, the scoping review reported that people who lived 

with an SPC conveyed a perception that health professionals may be lacking in knowledge 

about SPC management. 

Impeding health professionals’ understanding and management of the complexities of long-

term SPC use at home is that the knowledge base is entrenched in historical and institutional-

based practices. Key catheter-related policy emanates from studies conducted more than 50 

years ago and is further extrapolated from studies that investigated transurethral catheters. 

From these foundations, a considerable volume of literature has been published on catheter use 

and its complications. A growing body of literature is emerging from research conducted in 

community settings. These studies, as will be discussed, at times reveal incongruences with 

established recommended practices. 

2.2 Literature Search Strategy 

Corresponding with the breadth of the research topic an integrative review of the literature was 

implemented to allow for the inclusion of a diverse body of literature that is contextually 

relevant to this study and its purpose (Toronto & Remington, 2020). This style of review 

enabled a holistic view of the topic through presenting the state of the evidence, including the 

practical consequences of the findings, which is shaped by the reviewer’s previous expert 

experience (Toronto & Remington, 2020). This review highlights the knowledge gaps, deepens 

reader’s understanding of long-term SPC use in the home setting and why the social 

constructionist methodology was selected (Greenhalgh et al. 2018, Toronto & Remington, 

2020).    

 

A search of the literature was conducted using the databases of CINAHL, Embase, PubMed 

and the Cochrane library. Studies of catheter management including the SPC first appeared in 

the early 1950s. Therefore, the literature search included studies published in English from 

1950–April 2020. Inclusion criteria for retrieval of publications identified during the search 

were articles that were peer-reviewed, significantly relevant to the topic of long-term SPC use 

in the home setting, and qualitative and quantitative, including expert opinion. 

The search was conducted using combinations of general search terms: ‘suprapubic catheter’, 

‘urinary catheter’, ‘indwelling catheter’, ‘long-term’, ‘at home’, ‘community dwelling’, 
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‘community nurse’, ‘management’, ‘CAUTI’, ‘urinary tract infection’, ‘blockage’, ‘stoma’, 

‘trauma’, ‘replacement’, ‘urinary drainage bag’, ‘quality of life’, ‘satisfaction’ and ‘support’. 

A hand search of the literature was also undertaken using publication reference lists, conference 

proceedings, texts and web resources. As the search yielded little literature specific to people 

living at home with a long-term SPC, I turned to the pertinent literature that was inclusive of 

long-term urethral and SPCs. As certain aspects of urethral catheter use did not lend themselves 

to this study, not all have been included. Also, to provide the best representation of knowledge 

on the topic, in the absence of recent studies, older papers were included. 

Also reviewed were catheter-related guidelines, including clinical practice guidelines (CPGs). 

The CPGs selected for review were considered representative of catheter-related clinical 

practices in Western countries. These include catheter guidelines from the Australian and New 

Zealand Urological Nurses Society (ANZUNS; 2013), the United States Wound, Ostomy and 

Continence Nurses Society (WOCN; 2016), European Association of Urology Nurses (EAUN; 

2012), Royal College of Nursing (RCN; 2019) and the Strategy for the control of Antimicrobial 

Resistance in Ireland guidelines for the Prevention of CAUTI (SARI; 2011). A summary of 

these CPGs that illustrate similarities, diversity and limitations is appended (see Appendix 1). 

The scope of this literature review includes clinical practices in relation to CAUTI and catheter 

blockage, SPC replacement, cystostomy site care, drainage equipment practices and the patient 

experience. The reviewed literature is presented in the sequence outlined in this paragraph.  

However, as catheter-related practices mostly correlate with the avoidance and management of 

the persistent challenges of bacteriuria, this review begins with a background outlining the 

mechanisms of catheter-associated bacteriuria, pathophysiology, infection susceptibility and 

infection minimisation strategies. 

2.3 Catheter-Associated Bacteriuria 

2.3.1 Mechanisms of bacteriuria 

Uropathogens bring the most common physiologic catheter-related adverse effects: CAUTI 

and catheter blockage. The presence of a urinary catheter alters the bacterial defence 

mechanisms of the lower urinary tract, while simultaneously providing a means of bacterial 

entry and a surface for bacterial colonisation (Jacobsen et al., 2008; Stickler, 2014; Warren, 

1991). In a non-catheterised person, the urinary bladder is relatively inhospitable to bacteria 
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(Jacobsen et al., 2008; Stickler, 2014; Warren, 1991). However, when a person’s bladder is 

catheterised, bacteria gain access via one or more of three main routes. These bacterial access 

routes comprise internal contamination, external contamination and direct inoculation (Barford 

& Coates, 2009; Tambayh et al., 1999). 

2.3.1.1 Internal route 

The internal route refers to bacteria ascending to the bladder from within a contaminated 

drainage device. For example, a drainage collection bag becomes internally contaminated from 

the transfer of bacteria from a person’s hands. This type of contamination may occur when 

opening the outlet tap to empty urine from the drainage bag or when disconnecting the drainage 

bag from the catheter to replace it. 

2.3.1.2 External route 

The external contamination route refers to bacteria migrating alongside the external interface 

of the urinary tract and catheter into the bladder. The source of external bacterial contamination, 

as with the internal route, may occur when handling the drainage equipment or be from the 

person’s own flora. 

2.3.1.3 Direct inoculation 

Inoculation refers to the direct transportation of bacteria to the bladder on a contaminated 

catheter. This mode occurs, for example, when bacteria transfer to the catheter as it passes 

through the cystostomy tract and are carried inside the bladder during catheter replacement 

(Bonkat et al., 2013). 

A fourth mode of bacterial access to the bladder for a person who has an SPC is through the 

urethra. Initially, it was thought that locating a catheter suprapubically away from the perineal 

flora, as opposed to a catheter placed in the urethra, would reduce CAUTI. However, later 

studies have refuted this, reporting no difference in infection rates (Bonkat et al., 2013; Kranz 

et al., 2020). Gram-negative bacteria, such as uropathic Escherichia spp. from the 

gastrointestinal tract, continue to be the most common cause of urinary tract infection (Bonkat 

et al., 2013; Foxman, 2010). When an SPC is in place, the protective urethral flushing 

mechanism that occurs with voiding is diverted to the SPC, thereby compromising the first line 

of bacterial defence against ascending peri-urethral bacteria (Bonkat et al., 2013). 
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2.3.2 Pathophysiology 

CAUTIs are classified as complicated infections because the defence mechanisms of the 

urinary tract are compromised by the catheter and the bacteria attached to the catheter (Flores-

Mireles et al., 2015).  Once migrated to the bladder, the bacteria need to adhere to either the 

catheter or urinary tract to establish and multiply. Each bacterium species has unique virulence 

and adaptive characteristics that facilitate adhesion to a catheter (Flores-Mireles et al., 2015). 

The insertion of a catheter, a foreign body, stimulates the body’s immune response, which leads 

to fibrinogen release and accumulation on the catheter. These fibrinogen-coated catheter 

surfaces are ideal for the attachment of bacteria that express fibrinogen-binding proteins 

(Flores-Mireles et al., 2015). As a result, a catheter, being an inanimate object, provides an 

unopposed surface for bacterial colonisation. 

The presence of bacterial infection induces neutrophil infiltration (Flores-Mireles et al., 2015). 

However, following the adhesion of bacteria to the catheter, bacterial colonies on the catheter 

surface rapidly multiply within a host immune and antimicrobial resistant biofilm (Barford & 

Coates, 2009; Flores-Mireles et al., 2015). Bacteria within a catheter biofilm are up to 1,000 

times more resistant to antimicrobials than the same species of bacteria in urine (Bonkat et al., 

2013). 

Within 30 days at a rate of 3–10% per day, all people who have an indwelling urinary catheter 

will have catheter-associated bacteriuria (Garibaldi et al., 1982; Warren, 1997). Most people, 

for reasons that are not well understood, will not develop symptoms of infection. For others, 

lower urinary tract infection and associated cystitis occur as the bacteria release toxins while 

extracting nutrition from the host’s uro-epithelial cells. These people are likely to develop what 

is termed symptomatic CAUTI. The infection can ascend to the kidneys, causing further toxin-

related tissue damage. This type of upper urinary tract infection, pyelonephritis, if left 

untreated, can cross the tubular epithelial cell barrier and progress to bacteraemia (Flores-

Mireles et al., 2015). 

2.3.3 Infection susceptibility 

2.3.3.1 Tissue injury 

Susceptibility to bacterial infection is augmented by the physical presence of the catheter and 

the drainage system. Multiple elements of the catheter drainage system have the potential to 
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compromise the integrity of the bladder mucosa. Direct tissue injury allows bacteria to bypass 

lower urinary tract defence mechanisms (Barford and Coates, 2009). Infection susceptibility 

increases by way of the diminished protective mechanism of an intact bladder mucosa (Feneley 

et al., 2011; Gray, 2008; Warren, 2001). 

Examples of catheter-related tissue injury include the catheter tip pressing or rubbing against 

the adjacent bladder wall. A catheterised bladder that is on continuous urine drainage collapses 

around the catheter, which can irritate or cause direct trauma to the bladder mucosa (Bonkat et 

al., 2013; Gray, 2008; Warren, 2001). Another form of pressure injury and tissue impairment 

can arise from the weight of urine accumulation in a drainage collection bag that is inadequately 

supported or anchored to the body (Gray, 2008). 

The anchorage of drainage equipment also needs to consider an additional device to stabilise 

the catheter (Holroyd, 2019). Catheter movement needs to be minimised. For example, friction 

injury arises from the piston-like action of the catheter during an everyday activity, such as 

walking. Securing and anchoring the catheter also protects the bladder and suprapubic tract 

from accidental trauma, such as tissue tear or traumatic catheter displacement. Traumatic injury 

of this nature can result from the drainage equipment inadvertently catching on an object during 

a manoeuvre, such as a transfer. Anchorage or securement devices are typically a form of 

elasticised strap, holster or adhesive device that is applied to the upper thigh or abdomen. 

Haemorrhagic pseudo-polyp formation is also associated with catheter-related tissue injury. 

This type of injury relates to the positioning of the drainage collection bag distal to the bladder. 

When a drainage bag is 40 cm or more below the level of the bladder, negative pressure 

gradients cause suction of the delicate bladder mucosa into the drainage eyes of the catheter 

(Barford & Coates, 2009; Egede Glahn et al., 1988; Lowthian, 1991). The polyp formations 

temporarily obstruct urine drainage. However, as the bladder fills, the pressure gradient again 

alters, causing release of the mucosa with resultant bleeding from the injured tissue. This 

phenomenon is problematic given that most Foley catheters are typically 40 cm long, becoming 

further elongated with the additional length of the drainage bag and tubing. 

2.3.3.2 Obstructed urine flow 

Compounding the problem of bacterial ease of access to the urinary tract is that the catheterised 

bladder environment is conducive to bacterial growth. A design characteristic and criticism of 

the Foley balloon catheter is that the retaining balloon impedes complete drainage of urine from 
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the bladder vesicle (Feneley et al., 2011). The retaining balloon, typically inflated with 10 ml 

of sterile water, creates an obstruction to the drainage outlet holes proximal to the balloon. A 

small residual accumulation of urine beyond the catheter drainage eyes, likely infected, is left 

behind, providing an unopposed medium conducive to further bacterial proliferation (Feneley 

et al., 2011; Garcia et al., 2007; Warren, 2001). 

Other modes of compromised urine drainage include mechanical obstruction attributed to 

kinked tubing or an overfull drainage bag (Cottenden et al., 2017). Shedding of mucous 

membrane or debris build-up may also occlude the catheter drainage lumen (Cottenden et al., 

2017). However, complete catheter blockage as a result of bacteria-related crystalline biofilm 

formation is the most problematic obstruction to flow, affecting at least 50% of people who use 

a long-term catheter (Getliffe, 1994). As first described by Lapides et al. (1972), obstructed 

urine drainage creates bladder over-distension, leading to compromised intra-vesical tissue 

perfusion, increasing susceptibility to bacterial urothelial tissue invasion. Catheter blockage is 

discussed in greater detail later in this chapter. 

2.3.4 Infection minimisation strategies 

While the mechanisms contributing to bacterial access to the urinary tract are well recognised, 

validated effective practices that minimise infection risk, particularly for people who use a 

long-term SPC in the home setting, are less well known (Jahn et al., 2012; Gould et al., 2009; 

Niel-Weise et al., 2012). Bacteriuria is an inevitable consequence of catheter use and 

complication risk increases the longer that a catheter remains in place. Not surprisingly, the 

two key recommendations emphasised in the literature for the prevention of CAUTI include 

avoidance of catheters when possible and removal of catheters at the earliest opportunity 

(Gould et al., 2009). These recommendations, however, fail to address infection prevention 

strategies for people who do not have a feasible alternative to the use of a catheter. For the 

person with a long-term SPC, catheter-related care practices aim to minimise bacterial 

contamination. Maintaining a closed urinary drainage system is the principal strategy to 

minimise the introduction of bacteria to the bladder. 

The origins of the knowledge related to bacterial access to a catheterised bladder emanates 

from studies conducted from 1957 to the mid-1960s (Garibaldi et al., 1974; Kunin & 

McCormack, 1966; Miller, 1960; Thornton & Andriole, 1970). The most significant finding of 

the time was the advent of the ‘closed system’. The closed system comprises three key 
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elements: 1) a sterile catheter and drainage collection device that with each 2) aseptic insertion 

3) remains attached with no disconnections or interruptions to the system (Gould et al., 2009). 

Thus, the drainage system is closed to ascending environmental contaminants. The closed 

system superseded a rubber tubing apparatus connected to a catheter that drained into an open 

receptacle at the bedside (Miller, 1960). It brought a means of delaying infection (Garibaldi et 

al., 1974; Kunin & McCormack, 1966; Miller, 1960; Thornton & Andriole, 1970). 

Notwithstanding, there is an absence of evidence to support the effectiveness of maintaining a 

closed system for people who live at home with a long-term catheter. Even so, the closed 

system continues to be the mainstay, underpinning all indwelling catheter-related management 

today. Section 2.4 addresses symptomatic CAUTI. 

2.4 Catheter-Associated Urinary Tract Infection 

No studies were located that exclusively examined CAUTI among people who used a long-

term SPC in the community setting. The included literature comprises sample populations who 

had either an SPC or UIDC. Delineation between the two types of catheter was not consistently 

reported. Unlike in short-term catheter use in acute healthcare settings, surveillance for CAUTI 

in the community setting does not occur. Nonetheless, without exception, the retrieved 

literature reflected symptomatic CAUTI as a significant complication in the home-care setting. 

2.4.1 Prevalence 

Several studies report symptomatic CAUTI to be the most frequently occurring catheter-related 

complication and it is often a recurring event for many people. Episodes of CAUTI were 

reported by Wilde et al. (2017) to occur at least once by 57% of people (n = 202) over a 12-

month study period. For this 110 people, there were 268 CAUTI events, with each person 

experiencing 1–11 CAUTIs. Study participants included people who had a UIDC or SPC. At 

baseline, 41% of participants had an SPC, increasing to 48% as some participants changed 

from a UIDC over the 12-month period. The authors reported no correlation between the 

catheter type, IDC or SPC and CAUTI outcomes. 

CAUTI was reported as the most common (62%) catheter issue (n = 62) over a 24-month study 

period by O’Donohue et al. (2010). More than one-third of participants had at least one CAUTI 

recurrence. Most participants (79%) had used an SPC. The highest reported incidence of 

CAUTI over the 6-month period was 72% of 22 home-care clients (Maeda et al., 2013). Wilde 
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et al. (2010a) also reported a higher than expected incidence of catheter-associated 

complications over an 8-month period, with 70% of people (n = 43) reporting CAUTI. A 

further study conducted over a 2-month period (Wilde et al., 2013b) reported a 31% CAUTI 

rate. In this study, 44% of participants (n = 202) used an SPC and were described as largely 

highly disabled. Some participants (60%) had difficulty bathing, toileting or rising out of bed 

and some (19%) required assistance with eating. This study sample reflects a population with 

high care complexity and needs that are amplified in the presence of infection. 

2.4.2 Symptoms 

The presentation of CAUTI symptoms are variable for individuals and range from mild to 

extreme. For some, the severity of symptoms causes them to seek urgent medical treatment. As 

shown in O’Donohue et al. (2010), one in three people presented to a hospital ED in the past 

year for catheter-related concerns. Many (27%) had sought help from an ED on more than one 

occasion. 

The severity of CAUTI symptoms can necessitate hospital admission, as shown by Wilde et al. 

(2013b). This study revealed that 17 people of the 63 who experienced CAUTI (n = 202) during 

the 2-month study period were hospitalised in relation to their infection for a total of 165 days. 

Further, the severity of their symptoms as an indicator for treatment with antibiotics was 

reported as unreliable. Participants had rated symptom severity from one to ten, with one being 

very mild, and 10 being the most severe pain the participant could imagine. For 63 participants 

treated for CAUTI, 22% scored 1–4, 43% 5–7 and 35% scored 8–10 on a symptom severity 

scale, indicating wide discomfort to treatment parameters. What cannot be ignored in the 

decision to treat or not to treat is that the consequence of a missed diagnosis carries considerable 

morbidity risk in an already vulnerable population. 

Further, Ansell and Harari (2017) undertook a case review study to evaluate the necessity of 

people presenting to ED with long-term catheter-related complications. In the 1-month study 

period, of the 34% of people (n = 41) who presented to the ED with CAUTI symptoms, 11 

were diagnosed with CAUTI and a further 3 with septicaemia. It was concluded from the 

evaluation that the cases were complex, requiring highly skilled, multidisciplinary intervention 

beyond those available in community care. To prevent future hospitalisations, an integrated, 

holistic response from health professionals was recommended. 
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2.4.3 Diagnosis 

Notwithstanding the substantial infection risk and possible sequela of catheter use, the potential 

hazards of over-diagnosis and overtreatment of CAUTI is also emphasised within the literature. 

The development of antibiotic multiresistant organisms and Clostridium difficile infections 

underpin the concern (Nazarko, 2014). Nazarko (2014) argued that the diagnosis of CAUTI is 

problematic because people do not understand the difference between asymptomatic 

bacteriuria and symptomatic CAUTI, the former not requiring antibiotic treatment. Nazarko 

(2014) also highlighted the need for full clinical assessment of bladder pain that includes 

assessment of all other possible causes to effect appropriate treatment for the person with a 

long-term catheter. 

It is important to be able to assess the symptoms of CAUTI because this will lead to 

microbiological testing, the gold standard for CAUTI treatment. Selective antimicrobial 

therapy is recommended because inappropriate or broad-spectrum antimicrobials have the 

likelihood of increasing antimicrobial resistance (Hooten et al., 2010). Empiric treatment is 

recommended for people who present with severe symptoms, such as rigours or hypotension 

(Fowler et al., 2014). 

However, the components of a full clinical assessment are not well defined in the literature. 

Symptoms for the person with a long-term catheter are not the same as those for non-

catheterised individuals who present with the classic symptoms of dysuria, urinary frequency 

and urgency. Individual symptom presentations may also differ. The diagnosis is not easy to 

make and validated diagnostic algorithms, including clinical markers, are required (Traunter, 

2010). 

Community nurses, most often the first-line care providers for people who have catheters at 

home, have reported difficulty in detecting CAUTI. This difficulty is attributed to a lack of 

evidence-based guidelines for effective catheter care in the community setting (Maeda et al., 

2013). It is suggested that a unique skill set for the assessment and detection of CAUTI among 

long-term catheter users in the community beyond the short-term, inpatient catheter-related 

environment is required (Maeda et al., 2013). A need has been identified for further symptom 

research in long-term catheterised patients. 

There are numerous guidelines in relation to CAUTI. However, most CAUTI symptom 

presentation and diagnosis studies have focused on people who use a catheter short term or on 
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specific groups, such as people who have a spinal cord injury or those who reside in a 

residential aged-care facility (Paul, 2005). The most widely cited guideline is that from the 

Infectious Diseases Society of America (IDSA). An IDSA expert panel provided an evidence-

based international clinical guideline for the diagnosis, prevention and treatment of CAUTI in 

adults (Hooten et al., 2010). Notwithstanding, it is stated that the guidelines have an ‘emphasis 

on the care of patients in hospitals and long-term care facilities’ (p. 625). This emphasis 

statement is ambiguous in relation to the appropriateness of the guidelines for the care of people 

living at home with a long-term catheter. There is no alternate guideline specific to people 

living at home with a long-term catheter. 

 

The IDSA guideline defines CAUTI diagnosis as: 

• the presence of symptoms compatible with UTI with no other identified source of 

infection 

• along with ≥ 103 colony-forming units (cfu) mL of ≥ 1 bacterial species in a single 

catheter specimen. 

The IDSA provided a list of CAUTI signs and symptoms: 

• new onset or worsening fever 

• rigours 

• altered mental status 

• malaise or lethargy with no other identified cause 

• flank pain, pain in back or side area 

• costovertebral angle tenderness 

• acute haematuria 

• pelvic discomfort, pain over bladder 

• in people who have spinal cord injury, increased spasticity, autonomic dysreflexia or 

sense of unease. 

IDSA guidelines also note that urine characteristics of pyuria, odour or cloudiness alone are 

not diagnostic of CAUTI, nor are they an indication for urine culture. Alternative interventions, 

such as hydration, are suggested for odorous or cloudy urine (Hooten et al., 2010). 
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Contrary to these last points, several studies with people who have a long-term urinary catheter 

at home commonly reported urine odour and change in urine appearance as a precursor to 

infection (Fowler et al., 2014, Maeda et al., 2013; Wilde et al., 2010a; Wilde et al., 2016; Wilde 

et al., 2013b). Wilde et al. (2010a) examined and rated participants’ (n = 43) self-reported 

relationships of CAUTI symptoms. In 85 CAUTI events, participants reported increased urine 

sediment as the most common sign (67 reports), followed by bad odour (64 reports). Feeling 

bad or malaise and urine colour change were rated third (59 reports) and fourth (56 reports) 

respectively. New onset or worsening fever was less commonly reported (28 reports), as was 

haematuria (25 reports). There was no report of rigours or costovertebral angle tenderness. 

Similarly, in a survey of community nurses (n = 69; Oswald et al., 2020) who provided care to 

people with a long-term catheter, many respondents indicated that they obtained a CSU for 

further microbiologic diagnostics in association with a change in urine characteristics. In this 

study, 41% of community nurses indicated that they obtained a urine sample if the catheterised 

person’s urine was cloudy or contained sediment; 62% of nurses indicated that they obtained a 

sample if the urine had a foul odour. These findings were reported negatively by the authors as 

inconsistent with best practice. However, an alternative explanation for nurses’ clinical 

decision-making that was not discussed may relate to his or her experience and knowledge of 

the person and their symptom presentation history. 

Although the number of studies concerning CAUTI symptoms and diagnosis for long-term 

catheter use are few, it appears that the symptom experience may be different for this group as 

compared with others. The IDSA CAUTI symptom guideline may be limiting for this group of 

people. The symptom profile of people who have a long-term catheter at home indicates either 

a unique CAUTI symptom set or possible incorrect diagnosis. The latter would be difficult to 

substantiate because the presence of symptoms leads to urine microculture and almost all 

catheter specimens of urine (CSU), as previously discussed, will be bacteriuric and will grow 

organisms (Paul, 2005). Adding to diagnostic uncertainty, there is a lack of clarity about the 

procedure of obtaining a CSU from a long-term catheter for microculture. 

The literature indicates that it is preferable that the catheter insitu be replaced prior to obtaining 

a CSU to enable an accurate diagnosis (Batura et al., 2018). Sampling from the older catheter 

will lead to the culture of multiple species colonised within the catheter biofilm. For example, 

the laboratory analysis may report a heavy mixed growth. Taking a sample from a newly placed 

catheter is stated to facilitate a more specific assessment of the infecting organism causing the 
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symptoms, thereby guiding accurate selection of the most appropriate antimicrobial treatment 

(Nicolle, 2014). Replacement of the catheter has also been shown to lead to faster resolution 

of CAUTI symptoms (Raz et al., 2000) and reduce the risk of subsequent infection relapse 

(Hooten et al., 2010; Jacobsen et al., 2008). 

This information, however, does not appear to have translated to clinical practice. There are 

variations or absence of guidance across CPGs concerning the replacement of a person’s 

catheter for CSU for microculture when CAUTI is suspected (ANZUNS Catheterisation 

Guideline Working Party, 2013; Geng et al., 2012; RCN, 2019; SARI, 2011; WOCN, 2016). 

Clear advice is needed to guide clinical practice in this important element of accurate CAUTI 

diagnostics. 

2.5 Catheter Blockage 

Alongside the problem of bacteriuria bringing the complication of symptomatic CAUTI, the 

presence of uropathogens can also create changes within the bladder environment that lead to 

catheter blockage. Catheter blockage refers to the occlusion of the catheter lumen with mineral 

crystalline deposits that precipitate from the urine. A blocked catheter inhibits the drainage of 

urine from the bladder, causing catheter failure. 

2.5.1 Pathophysiology 

The pathophysiology of catheter blockage has been the subject of research over many years. 

Bacteria that produce the enzyme urease are responsible for catheter blockage. Proteus 

mirabilis is the predominant species and most likely originates from the catheterised person’s 

own faecal flora (Broomfield et al., 2009; Stickler & Feneley, 2010).  Infection by these urease-

producing bacteria colonise the catheter and proliferate within the catheter biofilm. 

Urease-producing bacteria release ammonia from the crystalline compound urea, which 

elevates the pH of urine and biofilm. The elevated pH causes crystals of calcium and 

magnesium phosphates to form out of solution in the urine. The crystals settle on the catheter 

surface and the process of crystal generation continues to encrust the catheter surfaces, 

progressing to block catheter lumens; this can also lead to bladder stone formation (Broomfield 

et al., 2009; Stickler & Feneley, 2010). 
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2.5.2 Prevalence 

Catheter blockage is a common complication affecting at least half of all people who use a 

long-term catheter (Getliffe, 1994; Kunin et al., 1987; Wilde et al., 2017). The reasons some 

people are affected by blockage and others are not is not fully understood, although there has 

been an association for people who have limited mobility (Getliffe, 1994). A person’s 

susceptibility to blockage is compounded by the persistence of blockage episodes. The 

occurrence and frequency of catheter blockage varies for individuals, but it is most often a 

recurring event. For example, repeated blockage occurred for 47 of 48 people, who reported 

that their catheters blocked over a 2-month study. The breakdown of blockage recurrence 

among this group included 39 people experiencing 2 blockages, 9 people reporting 3–4 and 4 

people enduring 7–9 blockages. For the remaining 3 people, there were 20 or more episodes of 

blockage within the two months (Wilde et al., 2013b). Indisputably, these data reflect catheter 

blockage as a significant problem for many long-term catheter users. 

2.5.3 Consequences 

2.5.3.1 Autonomic dysreflexia 

Further, a blocked catheter requires high-priority resolution. An obstructed catheter leads to 

painful bladder distension. For specific groups of catheterised people who have a spinal cord 

injury above thoracic level six, a blocked catheter is potentially life-threatening and constitutes 

a medical emergency. In 50–90% of these people, urinary retention can trigger autonomic 

dysreflexia (AD; Vaidyanathan et al., 2012). This syndrome leads to overactivity of the 

autonomic nervous system, causing excessively high blood pressure. The symptom severity 

and presentation of the syndrome can vary. However, left untreated, AD can lead to 

convulsions, stroke, myocardial infarction and death. To treat AD, the stimulus, bladder 

distension, must be resolved. A strategy to resolve catheter blockage needs to be implemented 

urgently to enable bladder drainage to resume (Middleton et al., 2013; Vaidyanathan et al., 

2012). 

2.5.3.2 Bladder over-distension 

An obstructed catheter also increases the risk of symptomatic CAUTI through associated 

bladder over-distension. Prolonged distension of the urothelium will compromise the 

protective mechanism associated with tissue perfusion. Compromised tissue perfusion allows 
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for bacterial invasion. Relatively low urine retention volumes can cause bladder over-

distension in a person who has a long-term catheter, particularly those on continuous bladder 

drainage. Decreased bladder capacity occurs because the bladder muscle no longer functions 

as a compliant vessel for the storage of urine. As a result, the bladder muscle will atrophy, 

minimising bladder volume capacity (Cottenden et al., 2013). 

Obstruction of urine flow coupled with over-distension can also lead to the reflux of infected 

urine to the upper urinary tract, increasing the risk of pyelonephritis and urosepsis (Stickler & 

Zimakoff, 1994). Prolonged outlet obstruction and urine reflux to the kidneys congest the 

kidneys. Congestion inhibits kidney perfusion and blood filtration, leading to renal injury and 

death (Martinez-Maldonado & Kumjian, 1990). However, not all people will experience acute 

urinary retention secondary to catheter blockage. Some people will experience catheter bypass 

with urine leakage occurring by way of the urethra or cystostomy (Getliffe, 1994; Roe & 

Brocklehurst, 1987). 

2.5.4 Management 

When a person’s SPC blocks and they are at home, an intervention is needed to re-establish the 

flow. For most people, this will prompt them to seek assistance from a health professional. 

People’s calls for assistance for blocked catheter management involve considerable health 

resources. Frequent catheter blockages coupled with the resource implications brought by the 

need for unscheduled healthcare intervention are difficult to manage prospectively. If the 

blockage occurs outside community nursing hours of service, such as during the night, people 

have limited options other than seeking help from ambulance or hospital emergency services. 

To avoid this situation, several strategies are available to prevent catheter blockage. 

2.5.4.1 Screening 

To avoid a person progressing to catheter blocker status, it is suggested that early detection for 

urease-producing bacteria, such as Protease mirabilis, may be an effective strategy. Urease-

producing bacteria rapidly establish within the biofilm matrix and are difficult to eradicate. 

When detected, appropriate antimicrobial treatment, replacement of the infected catheter and 

ongoing screening for its reappearance is proposed as a preventative strategy for catheter 

blockage (Stickler & Feneley, 2010). However, the practicality and sustainability of this 

strategy long term, coupled with the concerns of developing antimicrobial resistance, render 

this method of catheter blockage prevention unlikely. 
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2.5.4.2 Catheter maintenance solutions 

A further strategy for a person who experiences frequent catheter blockage aims to extend time 

to blockage through the instillation of a catheter patency maintenance solution. Maintenance 

solutions are instilled into the catheter to dissolve or washout mineral deposits within the 

catheter lumen. This procedure is referred to in the literature as a catheter ‘washout’. The types 

of solution for instillation are variable and the choice of solution appears to be dependent upon 

availability, including specific country therapeutic goods licensing laws (Wilde et al., 2010a). 

Primary washout solutions include Suby G (citric acid 3.23%, light magnesium oxide 0.38%, 

sodium bicarbonate 0.7% and disodium edetate 0.01%), Solution R (citric acid 6%, 

gluconolactone 0.6%, light magnesium carbonate 2.8% and disodium edetate 0.01%) and saline 

(9% sodium chloride; Getliffe, 1994; Kennedy et al., 1992; Moore et al., 2009). 

Which solution to select, if at all, and how to administer it are unclear. The results from a 

Cochrane review reported insufficient evidence to determine whether washouts are of benefit; 

the authors also noted a lack of specific detail to guide practice (Shepherd et al., 2017). 

Information to guide the selection of a solution type, solution administration procedure 

including volumes and frequency of administration, and study outcomes of effectiveness are 

lacking. Nonetheless, the literature indicates that nurses, people who have a catheter and their 

carers, are administering catheter washout solutions to manage catheter blockage (Lavelle et 

al., 2016; Maeda et al., 2013; Wilde et al., 2010a; Wilde et al., 2013b; Wilde et al., 2017). 

The use of maintenance solutions presents as a controversial topic. The balance between 

potential for harm and therapeutics is unclear. A potential for harm is twofold. To administer a 

washout solution the catheter and drainage bag are temporarily disconnected to enable the 

connection of the administration giving set or a catheter-tipped syringe. The act of violating 

the closed system to administer the solution has the potential to introduce bacteria into the 

drainage system, creating unnecessary infection risk. Further, the effect of the solution on the 

bladder mucosa, including mechanical injury through shedding, is also raised as a potential risk 

associated with administering instillations (Elliot et al., 1989; Kennedy et al., 1992). 

2.5.4.3 Fluids and citrates 

A less invasive strategy to prevent catheter blockage involves the person’s intake of fluid. 

Adequate fluid, mainly water, is commonly promoted as a means to prevent catheter blockage 

(Bellman, 2016; Geng et al., 2012; WOCN, 2016). The relationship between fluid intake and 
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mineral precipitation is not strong. The few study outcomes (Burr & Nuseibeh, 1997; Getliffe, 

1994; Wilde et al., 2015) that measured for correlation of fluid consumption and catheter 

blockage produced mixed results. 

One study reported no significant difference between average daily fluid intake and catheter 

blockage. The fluid intake for people with blocked catheters was, on average, 

1,606.6 ± 608.9 mls per day and 1,429.1 ± 416.8 mls for the non-blocker group (Getliffe, 

1994). Conversely, Wilde et al. (2015) found that the combination of optimal, consistent fluid 

intake (30 ml/kg body weight) alongside coaching for self-monitoring and management 

correlated to decreased episodes of catheter blockage in the intervention group (n = 101). 

However, decreased episodes of blockage were only sustained during the first six months of 

the study. At 12 months, there was no significant difference between episodes of blockage in 

the control group (n = 101) comparisons. 

However, Burr and Nuseibeh (1997) emphasised that maintaining a consistently dilute urine is 

of most benefit. The rate of catheter encrustation is shown to increase when urine is 

concentrated. Burr and Nuseibeh (1997) related the effects of diuresis to lowering urinary 

calcium concentrations, bacterial nutrients and also likely the mechanical flushing of 

organisms, thereby minimising catheter blockage. 

A further method often promoted to prevent catheter blockage is the consumption of citrates. 

There is limited evidence that citric drinks, such as the juice of lemon, lime or orange, will 

change urine pH and mineral crystallisation (Cottenden et al., 2017). However, Burr and 

Nuseibeh (1997) did not indicate a beneficial role in citrate therapy. 

2.5.4.4 Urine pH 

Monitoring urine pH levels is another method promoted to predict impending catheter blockage 

(Rew, 2005). Recording trends of urine pH levels prior to blockage is believed to help facilitate 

the opportunity to intervene prior to likely blockage. However, there are critics of the accuracy 

and effectiveness of this approach. In addition to urease-secreting bacteria influencing urine 

pH, there are individual variables to consider. Coexisting health conditions, including 

respiratory disease, diabetes or renal failure, can also alter the pH of urine (Mitchell, 2008). 

There are also normal pH fluctuations caused by dietary intake and urine is usually found to be 

more acidic after a period of fasting, such as in the morning (Suller et al., 2005). Mathur and 

Fraczyk (2006) concluded that routine urine pH monitoring does not reliably predict when a 



28 

catheter will block and did not recommend this practice. Mathur and Fraczyk (2006) reported 

that urine pH varied considerably in individuals, even when measured at consistent times. It 

was also found that a high urine pH did not necessarily indicate encrustation or degree of 

catheter encrustation. 

2.5.4.5 Predicting catheter life 

A further method suggested for predicting eminent catheter blockage is to determine the 

characteristic functional ‘life of the catheter’ for an individual. Norberg et al. (1983) observed 

that a pattern of blockage was identifiable. Later, Getliffe (1994) demonstrated that patterns of 

blockage occurred in over 60% of long-term catheter users. Determining catheter life involves 

recording the interval between blockages over several blockage episodes. During the pattern 

of blockage observation period, the catheter is replaced at blockage; it is important to confirm 

at each presumed blockage episode that the catheter had indeed been blocked. Signs of catheter 

blockage, such as pain and urine leakage, may be attributable to other causes, such as a kinked 

catheter or a bladder spasm. Evidence of blockage requires dissection of the catheter, following 

its removal, to reveal the crystals occluding the lumen at any position along its length (Mathur 

& Fraczyk, 2006). Predicting an individual’s catheter life, be it third-weekly or third-daily, 

enables scheduled catheter replacement to occur before complete encrustation occurs, avoiding 

the need for reactive replacement of blocked catheters (Getliffe, 1994). 

2.5.4.6 Catheter blockage signs and symptoms 

Notwithstanding this, it may also be possible to suspect eminent blockage because some people 

who use a long-term catheter can experience a physical awareness of early signs and symptoms 

of blockage. Reported symptoms include abdominal pain (Getliffe, 1994; Maeda et al., 2017; 

Roe & Brocklehurst, 1987) or abdominal swelling (Getliffe, 1994). Predictive signs include 

decreased urine drainage (Getliffe, 1994; Maeda et al., 2017), urine leakage (Getliffe, 1994; 

Maeda et al., 2017; Roe & Brocklehurst, 1987; Wilde et al., 2017) or urine that is cloudy or 

contains sediment (Maeda et al., 2017; Wilde et al., 2017). Awareness of these potential 

markers may help in the assessment of catheter function to help prevent blockage through early 

replacement of the catheter. 
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2.6 Catheter Replacement 

In addition to a catheter replacement occurring as an element of complication management for 

symptomatic CAUTI and catheter blockage, a long-term SPC requires periodic ongoing 

replacement. Replacement typically occurs at routine scheduled intervals. For a procedure that 

is performed frequently, there is scant consistent literature to inform replacement practices. In 

2016, a systematic review of policies related to replacing long-term catheters—including the 

interval between replacements, use of cleansing solutions, use of lubricants and replacement 

technique—was attempted. The Cochrane review failed to find sufficient evidence to assess 

the value of different policies (Cooper et al., 2016). This insufficiency is of concern because 

SPC replacement is not without risk. 

2.6.1 Displacement 

Loss of the SPC tract is one such risk associated with SPC replacement. The SPC tract is an 

impermanent surgically created tract that remains patent only in the presence of the catheter. 

Loss of the tract may occur on removal of the old catheter. Therefore, the replacement catheter 

needs to be inserted without delay while the tract is easy to identify because closure may occur 

in a brief period (Harrison et al., 2011). If the tract to the bladder is lost, surgical reformation 

is required. In the interim, to facilitate bladder drainage, a urethral catheter may be inserted. 

However, for people who have conditions such as prostatic enlargement or urethral stricture, 

these obstructions will inhibit the passage of a urethral catheter to the bladder and an urgent 

surgical SPC insertion would be required. 

2.6.2 Trauma 

Suprapubic catheter displacement causing tissue trauma is also a potential risk of catheter 

replacement. The depth and angle of the catheter from the suprapubic stoma to the bladder 

differs between individuals. If the catheter is not adequately advanced into the bladder vesicle, 

the retaining balloon may be inadvertently inflated within the SPC tract. Conversely, if the 

catheter is advanced too far, beyond the bladder, the retaining balloon may be inflated in the 

urethra (Harrison et al., 2011; Vaidyanathan et al., 2009). Inflation of the balloon in the SPC 

tract or urethra results in tissue injury with likely pain and bleeding. Therefore, guidance for 

replacement technique to avoid displacement is important. 
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2.6.3 Replacement technique 

Several techniques are evident in the literature and catheter guidelines for SPC replacement. 

Commonly, each technique relies on the appearance of urine or fluid draining from the newly 

inserted catheter as the signal that the SPC is placed correctly. When drainage occurs, the 

catheter is typically advanced a few centimetres further to allow for inflation of the retaining 

balloon. A further method for verifying correct SPC placement following balloon inflation is 

tactile, using gentle manipulation of the catheter. Free movement of the catheter on rotation or 

retraction of the catheter towards the anterior bladder wall indicates that the balloon has not 

been inflated within the confines of the SPC tract or urethra (Harrison et al., 2011; Sweeney, 

2017). 

Three techniques for SPC replacement have been described: clamping, instillation and 

observation methods (Sweeney, 2017). The first two methods, clamping and instillation, aim 

to ensure adequate urine or fluid is in the bladder, promoting flow for confirmation of catheter 

placement. The clamping method requires clamping of the drainage bag tubing for 30–60 

minutes prior to an SPC replacement to ensure moderate accumulation of urine in the bladder. 

The instillation method requires the instillation of 50–100 millilitres of 0.9% sodium chloride 

into the bladder using a catheter-tipped syringe (ANZUNS Catheterisation Guideline Working 

Party, 2013). These two methods are based on the premise that the catheterised bladder on 

continuous drainage will not have adequate urine to signal correct placement. 

However, as previously mentioned in this chapter, the Foley balloon catheter does not 

completely evacuate urine from the bladder. A small volume of urine remains in the bladder 

beyond the drainage eyes of the catheter. The third method for SPC replacement relies on the 

flow of this residual volume of urine to signal correct placement. This method, observation, 

does not rely on the accumulation or addition of fluid. The observation method requires careful 

observation of the angle and depth at which the older catheter is withdrawn; this observation is 

used as a guide for the insertion of the replacement catheter (Geng et al., 2012). 

A further replacement recommendation, from the British Urological Surgeons’ SPC practice 

guideline (Harrison et al., 2011), suggests that partially filling the bladder may be helpful in 

some cases. Guidance as to the cases or clinical circumstances for which partial filling may be 

indicated is not provided. This guideline, unlike other reviewed CPGs, also recommends the 

catheter be inserted fully into the SPC tract so that the catheter port touches the abdominal skin. 
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The authors recommended cautious inflation of the retaining balloon to avoid inflation in the 

urethra. For SPC replacement in females, the authors also suggested that because of the short 

length of the urethra, a visual check should be conducted to ensure the catheter has not 

advanced beyond the urethral meatus. This method is clearly intended to avert balloon inflation 

in the cystostomy tract and is likely intended for SPC replacements in the urologic setting for 

people who have a newly formed cystostomy tract. 

2.6.4 Replacement interval 

A newly formed cystostomy tract requires time to heal and allow for the tract to establish prior 

to the initial catheter replacement. No studies were located that addressed the duration to a 

person’s first SPC change. The literature indicates that tract maturation will take at least two 

weeks (Harrison et al., 2011). Catheter guidelines and opinion papers indicate variation as to 

when the first replacement should occur. One paper advised against replacing the catheter 

earlier than four weeks and referred to a ‘four-week rule’ (Rigby, 2009). However, there was 

no reference to the origins of the rule. Other guidelines recommended replacement at 6–12 

weeks (Harrison et al., 2011; Tompkins et al., 2014; WOCN, 2016). 

The interval for ongoing SPC replacements is also unclear. No studies were located that 

addressed the optimal interval between long-term SPC replacements in any setting. The 

Cochrane Collaboration (Cooper et al., 2016), the International Continence Society (Cottenden 

et al., 2017) and an expert panel from the IDSA (Hooten et al., 2010) all reported insufficient 

evidence to provide recommendations about time intervals between long-term catheter 

replacements. Manufacturers of catheters recommend that catheters remain in place for a 

maximum of 12 weeks. 

The quandary faced by clinicians is determining a balance between shorter and longer intervals 

for replacement. A short interval may reduce biofilm development and potentially minimise 

CAUTI and blockage. Conversely, tissue disruption associated with SPC replacement may 

increase CAUTI susceptibility. Also, frequent replacements expose the person to an increased 

possibility of SPC misplacement (Cooper et al., 2016). The reviewed CPGs indicated that 

catheter change intervals should be individualised. Individual patterns are based on clinical 

indicators, including CAUTI, blockage or predetermined blockage-free catheter life or when 

the closed system is breached (ANZUNS Catheterisation Guideline Working Party, 2013; 

Geng et al., 2012; Harrison et al., 2011; SARI, 2011; WOCN, 2016). 
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2.6.5 Catheter selection 

2.6.5.1 Catheter type 

The type of Foley catheter to select as most suitable for suprapubic urine drainage is also 

variable in the literature and within guidelines (ANZUNS Catheterisation Guideline Working 

Party, 2013; Parkin et al., 2002; Robinson, 2005; WOCN, 2016). A Cochrane review 

undertaken in 2009 aimed to determine which type of Foley catheter was best for long-term 

bladder drainage. However, there was insufficient reliable evidence to inform a basis for 

practice (Jahn et al., 2012). 

There are primarily two material types of Foley catheter for long-term suprapubic use: 100% 

silicone catheters, though not all-silicone catheters are licensed for SPC use (Parkin et al., 2002; 

RCN, 2019) and hydrogel-coated latex catheters. Both types of catheter have advantages and 

disadvantages. Silicone catheters have been shown to be more prone to balloon ‘cuffing’ than 

hydrogel-coated latex catheters (Jannings & Kelly, 2001; Parkin et al., 2002). ‘Cuffing’ relates 

to ridging of the deflated balloon membrane on removal through the bladder wall during SPC 

replacement. A grip-like action of the detrusor muscle pushes the membrane of the deflated 

balloon towards the tip of the catheter, forming a cuff. Pulling the cuffed deflated balloon 

through the cystostomy tract creates difficult removal that can be traumatic, with associated 

pain and bleeding (Evans & Feneley, 2000; Jannings & Kelly, 2001; Parkin et al., 2002). 

Difficult insertion of the replacement catheter has also been associated with complicated SPC 

removal. Jannings and Kelly (2001) reported close to one-half of SPC removals in their study 

(n = 94) as being difficult, causing associated pain and bleeding in more than one-third (35%) 

of patients. Difficultly reinserting the replacement catheter was also reported by 30% of 

attending nurses; 42% of these patients also experienced associated pain on SPC insertion. 

Difficult insertions were attributed to obliteration of the SPC tract as the bladder muscle 

contracts in response to traumatic SPC removal. In the event of the inability to re-catheterise, 

people would attend a hospital ED for completion of the procedure. 

Parkin et al. (2002) suggested that a hydrogel-coated catheter should be the first choice for 

suprapubic use. Parkin’s invitro study confirmed increased resistance on catheter withdrawal 

as the cuff formed on silicone catheters. A hydrogel catheter is less likely to cause cuff-related 

difficulties at catheter replacement (Parkin et al., 2002). However, if a person has latex allergy, 
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this prohibits its use. There is also a concern about prolonged exposure to latex through latex-

based catheter use and the risk of developing latex sensitivity. 

Therefore, a silicone catheter may be the only option for some people. An advantage of this 

type of catheter material compared with the latex-based catheter is that its manufacturing 

process allows for a wider drainage lumen and is claimed to be less prone to blockage (Morris 

& Stickler, 1998). However, the stiffness of an all-silicone catheter may cause discomfort for 

the person and some do not recommend its use suprapubically (WOCN, 2016). 

2.6.5.2 Catheter size 

Catheter size selection is an aspect of SPC care that presents with mixed opinion. The guideline 

development group of the British Association of Urological Surgeons’ SPC practice guidelines 

recommended 16FG as a minimum size for long-term SPC use (Harrison et al., 2011). The 

EAUN (Geng et al., 2012) and WOCN catheter guidelines (2016) indicate that size 12–14 FG 

should be used suprapubically. The WOCN guideline explained the recommended use of a 12–

14 FG, a relatively small catheter, stating that it fits snugly in the tract preventing it from 

moving. The ANZUNS (2013) recommended using 14–20 FG and the RCN (2019) advised 

sizes 16–18 FG. The uncertainty around catheter selection extends to the selection of an 

appropriate cleansing solution for SPC replacement. 

2.6.6 Cleansing solution selection 

As outlined earlier in this chapter, bacterial inoculation during catheter insertion is one of the 

three identified modes for the introduction of uropathogens to the urinary tract. The aseptic 

insertion of a sterile catheter minimises the introduction of uropathogens to the bladder (Gould 

et al., 2009). Inoculation and catheter contamination occur as bacteria are carried with the 

passage of the catheter through the suprapubic cystostomy tract. 

Suprapubic catheter-replacement guidelines indicated use of the same solutions as for urethral 

meatal decontamination. It was found that CPGs recommended the use of either an antiseptic 

solution or sterile 0.9% sodium chloride, and was often accompanied with the addition of the 

statement ‘as per local policy’ (ANZUNS Catheterisation Guideline Working Party, 2013; 

Geng et al., 2012; Gould et al., 2009; RCN, 2019). However, evidence pertaining to urinary 

tract infection risk in a comparison of urethral meatal cleansing solutions, such as sterile 

sodium chloride verses antimicrobial solutions, remains unresolved (Gould et al., 2009). 
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Notwithstanding, perineal flora and peri-urethral meatal tissue are different to that of the 

suprapubic route to the bladder (Bonkat et al., 2013). There is no guidance specific to the 

selection of a cleansing solution for SPC replacement. 

2.6.7 Discomfort 

Discomfort in association with catheter replacement has been reported since 1987 (Roe & 

Brocklehurst, 1987). Some 30 years after this earlier work, reports of discomfort at catheter 

replacement continued to appear in the literature at unacceptable rates. At least one in three 

people experience discomfort during their catheter replacement (Jannings & Kelly, 2001; 

O’Donohue et al., 2010; Roe & Brocklehurst, 1987; Sweeney, 2005). Pain and feeling unwell 

in relation to catheter replacement can persist for several days and the anticipation of 

experiencing pain at the next catheter replacement can evoke feelings of anxiety (Roe & 

Brocklehurst, 1987; Sweeney, 2005). The level of discomfort can be moderate to severe and, 

as stated in Section 2.6.5, some people experience associated tissue injury and bleeding. 

A further study reported almost two-thirds of participants (n = 62), of which 50 people had an 

SPC, having some discomfort with catheter replacement (O’Donohue et al., 2010). One-third 

of participants indicated at least moderate levels of discomfort. Discomfort was not necessarily 

a short-term event and could extend beyond the replacement procedure. For some participants, 

ongoing distress, described as strong, was thought to be related to the anticipation of pain at 

subsequent catheter replacements, affecting people’s quality of life over several days. 

Another study also illustrated the extent and degree of catheter-replacement-related pain 

(Wilde et al., 2017). The incidence of difficulty and pain on catheter insertion or removal, 

including participants’ rating of the degree of difficulty, was reported; 38% of participants 

(n = 202), of which 89 had an SPC, recalled difficult and painful experiences occurring once 

or twice during the 12-month study. Data were collected at three intervals. Participants rated 

their most difficult experiences with catheter replacement as highly challenging situations. 

Chapple et al. (2013) also explored patients’ perspectives of catheter replacement. To enhance 

the catheter-replacement experience, participants (n = 36), of which 26 had an SPC, described 

desirable clinician attributes. Suggestions included having a clinician that was known to them, 

was experienced in their SPC replacement, procedure confident, who maintained a high 

standard of asepsis, was not rushed, listened to their concerns and sought their opinion on 

preferences. It would be reasonable to assume that these insightful perspectives would underpin 
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the standard for catheter-replacement practices, yet they point to variable standards of care in 

the practice setting that is likely embedded in a misunderstanding of people’s needs. 

Notwithstanding, CPGs indicate efforts to minimise discomfort at SPC replacement. Trauma 

caused by cuffing of the inflation balloon may contribute to some people’s discomfort, 

although it is not clear if it is the only cause.  The use of a sterile lubricant to facilitate a smooth 

catheter replacement is recommended in some catheter guidelines (ANZUNS Catheterisation 

Guideline Working Party, 2013; Geng et al., 2012; RCN, 2019; WOCN, 2016). However, when 

and how to insert the gel into the tract to facilitate smooth removal and replacement is 

problematic. It is difficult to instil gel alongside the length of the catheter within the SPC tract 

prior to catheter removal. One guideline recommends inserting 5–10 ml of gel into the tract 

after removal of the catheter to facilitate smooth insertion of the new catheter (Geng et al., 

2012). Another recommends lubricating the tip of the new catheter (WOCN, 2016). Neither of 

these two methods address lubrication as a strategy to minimise trauma on catheter removal. 

Some CPGs suggest the use of an anaesthetic lubricating gel (Bardsley, 2005; Geng et al., 

2012; RCN, 2019). Anaesthetic gels are available for urethral catheter use with a nozzle to 

facilitate its application. The anaesthetic gel both primes the tract minimising trauma as the 

catheter passes through and helps the person remain as pain free as possible (Bardsley, 2005). 

However, these gels are not licensed for use in the suprapubic cystostomy tract, and thus, are 

not commonly used. Consequently, many people endure the unpleasant experience of 

psychological and physical discomforts when their SPC is replaced. 

2.6.8 Troubleshooting 

While the potential risks associated with SPC replacement are known, there is scant clearly 

documented guidance or pathways for clinicians to troubleshoot problems such as the difficulty 

or inability to remove or replace a catheter, the absence of urine flow or patient discomfort. 

Three CPGs suggest passive deflation of the retaining balloon to minimise cuffing (ANZUNS 

Catheterisation Guideline Working Party, 2013; Geng et al., 2012; WOCN, 2016). For difficult 

catheter removal whereby cuffing of the balloon is suspected, two CPGs (Geng et al., 2012; 

WOCN, 2016) suggest re-instilling 1–2 ml of sterile water into the balloon to smooth the cuff. 

One guideline advises that the patient take deep breaths to relax the abdominal muscles 

(WOCN, 2016). Anecdotally, in the practice setting of this study, a Nelaton catheter (a firm 

open-ended plastic catheter) is kept at hand during SPC replacement in case of difficulty with 
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insertion of the Foley catheter. Use of a Nelaton catheter has shown to be effective in 

maintaining an SPC tract on multiple occasions. There are likely to be other such strategies in 

use in other community settings. It is particularly important for clinicians working in 

autonomous environments, such as people’s homes, to have access to a troubleshooting 

resource. Section 2.7 addresses cystostomy site care. 

2.7 Cystostomy Site Care 

The presence of an SPC site raises questions about cystostomy site-care practices. Broadly, 

cystostomy site care comprises a postsurgical stage, daily hygiene and management of 

cystostomy site or peri-stoma skin problems. A scoping review by Hunter and colleagues 

(2013) failed to locate any research that addressed suprapubic cystostomy site or skin care, and 

no more recent studies were located for this literature review. Not surprisingly, wide variation 

in cystostomy site-related practices appear in the literature and CPGs, particularly in relation 

to dressings and the management of hypergranulation tissue. 

2.7.1 Dressings 

Suprapubic catheter guidelines do not provide clear guidance for the selection of a postsurgical 

dressing type. Some guidelines state that a short-term dressing may be required in the presence 

of discharge, but otherwise are best avoided (ANZUNS Catheterisation Guideline Working 

Party, 2013; Geng et al., 2012; RCN, 2019; SARI, 2011). Another guideline recommends that 

a dressing be kept in place for the first month following initial SPC insertion and then 

discontinued (WOCN, 2016). The Australian and New Zealand guidelines stipulate that when 

a dressing is required, it must be renewed daily (2013). The EAUN (2012), RCN (2019) and 

Irish (2011) guidelines do not provide any specific duration; however, all note that dressings 

should be undertaken using strict aseptic technique. 

Dressings create a warm, moist wound environment conducive to the proliferation of bacteria 

(Evans & Feneley, 2000). Hence, there is a general avoidance of the prolonged use of dressings. 

Nonetheless, one study described dressing practices, indicating that dressings may be in 

common use. In a 12-month study (Evans & Feneley, 2000), 60% of participants (n = 113) had 

dressings applied at some stage around the SPC site. The predominant reason for a dressing 

(55%) was to contain non-urine discharge. Patient comfort (24%) and routine management to 

protect the site (11%) were two other primary reasons for dressing application. Dressing change 
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most commonly occurred from daily (39%) to every second or third day (39%), with others up 

to weekly (14%). Gauze and tape were the most commonly applied dressing type (60%). 

However, 14 other types of dressing were used, demonstrating wide practice variation. 

2.7.2 Hypergranulation 

The prolonged use of dressings that create a moist and occlusive cystostomy site environment 

has also been associated with the over-development of hypergranulation tissue (Rew & Smith, 

2011; Robinson, 2005). Others attribute the development of hypergranulation tissue to external 

friction from the catheter as it constantly rubs against the cystostomy causing skin irritation. 

Alternatively, it may be a bacterial induced inflammatory response (Hanlon & Heximar, 1994). 

Although the stimulus for hypergranulation is not certain and may be multifactorial, it is a 

common abnormal phenomenon for people who have a long-term SPC. Jannings and Kelly 

(2001) reported 27% (n = 94) of people who used a long-term SPC at home had 

hypergranualtion of their cystostomy site. 

Under the normal conditions of wound healing, granulation tissue appears in the proliferative 

phase. It normally fills a wound and eventually closes over with epithelial tissue to complete 

the healing process (McCulloch & Kloth, 2010). In a wound environment susceptible to the 

over-growth of granulation tissue, a mass of vascular granular tissue extends above the stoma 

perimeter. Unlike normal skin healing, hypergranulation tissue does not develop the protective 

epithelial layer associated with wound healing (Tortora & Grabowski, 2000). The raised fragile 

granular tissue is prone to contact injury, such as when rubbing against clothing. It is also moist 

and can produce high exudate (Johnson, 2007), leading people to seek treatment for the 

removal of bothersome hypergranulation. 

Two of the reviewed CPGs provide guidance for the removal of problematic SPC site 

hypergranulation tissue. This is an area of SPC-related care that has not been studied and 

guideline recommendations are mixed. The treatments referred to include the application of a 

prescribed topical corticosteroid cream (WOCN, 2016) or cauterisation using silver nitrate 

(Harrison et al., 2011; WOCN, 2016). Others advise against the use of silver nitrate as a 

treatment. Arguments against the cauterisation method of removal include the inflammatory 

response to the necrotic tissue left in the wound, metabolic disturbances (Nelson, 1999) and 

inadvertent contact damage with the catheter (Robinson, 2005). A foam pressure dressing is 

promoted as a more favourable non-traumatic treatment at cystostomy sites, particularly when 
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there is associated exudate (Harris & Rolstad, 1994). However, there is insufficient literature 

to support or guide this practice. Other approaches to the management of this problem, such as 

catheter securement, aim to prevent the development of hypergranulation tissue. 

2.7.3 Catheter securement 

Traction on the cystotomy from the dependent weight of the drainage equipment and friction 

from the to-and-fro catheter movement within the tract pose further challenges to tissue 

integrity (Darouiche et al., 2006). Pressure and friction have the potential to cause tissue injury, 

including inflammation, that may lead to hypergranulation. Ensuring that the catheter is 

secured to the body to minimise movement is commonly recommended (ANZUNS 

Catheterisation Guideline Working Party, 2013; Cottenden et al., 2017; Geng et al., 2012; 

RCN, 2019; SARI, 2011; WOCN, 2016). Securing the catheter to the body limits catheter 

movement and resultant tissue trauma and intact tissue will help to minimise bacterial invasion 

(Darouiche et al., 2006). 

Complaint of cystostomy site soreness was reported by people living at home with a long-term 

SPC in Fowler et al. (2014). Anchorage or securement devices were rarely worn by the 

participants (n = 27, of which nine had SPC) or were worn using only one strap. Dexterity and 

mobility limitations were cited as the main reasons people did not secure their catheters. There 

was also a poor awareness among participants of the importance of securing their catheters, 

which could reflect a knowledge deficit at the level of the health professional. Section 2.7.4 

addresses the daily care of a person’s cystostomy site. 

2.7.4 Daily care 

Once the cystostomy site has healed, a soap-and-water cleanse was the most consistently 

recommended daily cystostomy site hygiene practice (Geng et al., 2012; RCN, 2019; SARI, 

2011; WOCN, 2016). However, there was no standardised cystostomy site assessment 

guidance as an addition to the daily SPC cleansing routine. Given the potential complications 

of trauma, granulation tissue, exudate and infection, detailed guidance to assist with at-home 

self-care is missing. Guidance is also required in relation to the management of catheter 

drainage equipment. 



39 

2.8 Drainage Equipment 

Catheter drainage equipment comprises urinary drainage bags or catheter valves. A urinary 

drainage bag is a body-worn vinyl bag. A catheter valve is essentially a modification of a 

drainage bag outlet tap and does not have urine drainage storage capacity. The drainage bag or 

valve is directly linked to the catheter. Some people may also attach a larger-capacity night bag 

to the drainage outlet of the first bag (leg bag) or valve; this is commonly referred to as a link 

system (Getliffe, 1994). 

As with a urinary catheter, bacteria will colonise within urine drainage devices, forming 

biofilms. Drainage bag biofilms have been shown to ascend to the catheter lumen in four days 

(Rogers et al., 1996). As previously discussed, this internal route is one of the three primary 

means of bacterial access to the bladder. In this section drainage device related practices are 

discussed in terms of the relevance and practicality of maintaining a closed-drainage system in 

the home-care context. Issues concerning a mismatch between guidelines and the re-use and 

replacement of drainage bags are also discussed. No studies were found that addressed catheter 

valve practices and there was no reference to delineation between leg bag and night bag 

practices. 

2.8.1 Closed-drainage system 

Practices to prevent or minimise internal ascending bacteria by way of the drainage device arise 

from the principles of the closed system. Maintaining a closed system means that with each 

insertion of a sterile catheter, the catheter remains attached to a sterile drainage bag or valve, 

with no or minimal disconnection (opening) of this closed system. If disconnection occurs, the 

catheter and drainage device are to be replaced using aseptic technique and sterile equipment 

(Gould et al., 2009). 

The Centers for Disease Control (CDC) provide guidelines for the prevention of CAUTI and 

recommend maintaining a closed system for indwelling catheters in all healthcare settings 

(Gould et al., 2009). The closed system is classified by the CDCs Healthcare Infection Control 

Practices Advisory Committee (HICPAC) as a strong recommendation. However, by 

HICPAC’s own classification, the recommendation is supported by low, to very low-quality 

evidence. HICPAC guidelines state that ‘sterile continuously closed-drainage systems became 

the standard of care based on an uncontrolled study published in 1966 demonstrating a dramatic 
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reduction in the risk of infection in short-term catheterised patients’ (Gould et al., 2017, p. 40). 

A closed-drainage system has not been shown to prevent infections when used long term 

(Thornton & Andriole, 1970). 

Notwithstanding the generalisability limitations of closed-system effectiveness, numerous 

catheter-related policies reflect the closed-system recommendation. All reviewed CPGs 

informing long-term SPC practices at home recommend maintaining a closed system 

(ANZUNS Catheterisation Guideline Working Party, 2013; Geng et al., 2012; RCN, 2019; 

SARI, 2011; WOCN, 2016). However, certain aspects of maintaining a closed system have not 

been shown to be consistently practical or economically sustainable for people who use a long-

term catheter at home (Paterson et al., 2011). 

While a continuous connection between a catheter and a drainage bag may be achievable for 

short-term catheter use, many people who use a long-term catheter at home will disconnect 

their catheter multiple times. Some people will switch between a day drainage bag and a larger-

capacity night bag. Many will choose to re-use their drainage bags multiple times (Getliffe, 

1994; Moody & McCarthy, 2015; Paterson et al., 2011; Wilde et al., 2010a). Moody and 

McCarthy (2015) reported people’s perceptions of maintaining a closed system when using a 

long-term catheter at home. Although the respondents (n = 34) were aware of the closed-

drainage system recommendation, the need to open it regularly to drain urine or connect a night 

bag meant that it could not be characterised as a closed system. 

2.8.2 Drainage bag re-use 

A co-relation between drainage bag practices and bacteriuria-related complications among 

home-care long-term catheter users in terms of increased infection risk is unclear. While there 

is a perception that re-using a drainage bag will increase CAUTI risk, Paterson and colleagues 

(2011) reported that no such evidence exists for people living at home. An integrative review 

of the literature by Bradley et al. (2018) reported low-level evidence that leg bag re-use poses 

no evident disproportionate infection risk compared with maintaining a closed system. It is not 

certain if the single use of a sterile urine drainage is more effective in preventing symptomatic 

CAUTI than re-used or non-sterile drainage bags. 

Correlations between drainage bag practices and bacteriuria-related complications, including 

catheter blockage, have been investigated. Getliffe (1994) identified no correlation between 

drainage bag practices and catheter blockage status. The study, comprising 42 people who lived 
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at home with a long-term catheter, indicated considerable variation in daily drainage bag 

practices. Some participants (17) used a link system, whereas others (16) removed their day 

bags to attach a night bag. Others (9) attached only either a day or a night bag to their catheters. 

Most participants (76.1%) re-used their drainage bags; 13 (30.9%) did not clean their bags at 

all before re-use, whereas 14 (33.3%) washed their bag with water. The remainder, 5 (11.9%), 

used an antiseptic wash. 

Wilde et al. (2010a) have also examined the incidence and distribution of long-term catheter 

complications and relationships to self-care practices (n = 43). The re-use of drainage bags was 

common and cleaning practices varied. Methods used for cleaning included bleach, vinegar 

and water, a commercial product, household cleaner, soap and water, water alone and some did 

not clean their bags at all. Drainage bag practices were not reported as a contributing risk factor 

of complications. The authors concluded a need for clearer guidance related to drainage bag 

practices because most people who use a long-term catheter do not require a ‘totally closed 

system’ (Wilde et al., 2010a, p. 309). 

2.8.3 Drainage bag replacement 

Further to drainage bag re-use practices is variability in drainage bag replacement practices. 

The interval for the replacement of catheter bags and valves is also an area of ambiguity. The 

International Continence Society asserted that there is inadequate evidence to recommend 

drainage bag replacement intervals (Cottenden et al., 2017). The CDC CAUTI prevention 

guideline (Gould et al., 2009) recommends that drainage bags should not be replaced at routine, 

fixed intervals. The CDC recommends that bags be replaced only when clinically indicated, 

such as in the presence of infection, blockage or compromise of the closed system. However, 

manufacturers of drainage bags typically recommend non-evidence-based, weekly replacement 

of drainage bags. Unless otherwise clinically indicated, adherence to manufacturers’ 

recommendations were stipulated in some reviewed CPGs, including the RCN (2019), Irish 

guidelines (SARI, 2011) and the Australian and New Zealand guideline (2013), whereas a 

longer duration of up to monthly appear in the Wound Ostomy and Continence guide (2016). 

The literature depicts drainage bag replacement intervals as variable. Moody and McCarthy’s 

(2015) study of the experiences of people who used a leg bag (n = 34) reported a range of 

replacement intervals from 2–10 days, with most people replacing their bag every 5–7 days. 
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Daily to greater than 14 daily replacements were reported (n = 42) by Getliffe (1994). A mean 

interval of around 24 days for drainage bag replacement was reported by Wilde et al. (2010a). 

Advice from health professionals for the replacement of drainage bags appears mixed. A survey 

of nurses (n = 18) indicated that most (63%) advised replacement at 7 days; 4.5% indicated 

replacement at the same time as catheter replacement; a further 4.5% advised replacement 

according to the appearance of the bag; and just over 9% advised that drainage equipment be 

replaced as per manufacturer recommendations (Paterson et al., 2011). 

As reflected in the reviewed CPGs, the recommendation for maintaining a closed system 

appears to be guiding catheter-related care practices in the community setting. However, the 

studies as cited above are contradictory. It is suggested that cleaning and re-use and 

replacement of drainage bags occurs based on nursing advice and that the advice provided by 

nurses is variable (Ostaszkiewicz & Paterson, 2012). 

Ostaszkiewicz and Paterson’s (2012) survey of specialist continence nurses (n = 28) about the 

advice they provide to people who have a long-term indwelling urinary catheter showed that 

most (68.2%) nurses advised people to re-use their drainage bags. Ten (45.5%) respondents 

said that they would always advise sterile single use. Three respondents indicated that their 

advice would vary. Factors that influenced the advice provided included concerns about the 

cost of equipment, evaluation of the person’s infection risk (e.g., immunological status or 

medical condition), policy or guidelines, the person’s environment and their ability to clean 

their drainage equipment. 

While it may be common practice for some clinicians to advise people to re-use their drainage 

equipment, the methods for decontamination vary and evidence to guide safe re-use methods 

is limited. A systematic review of research on urinary bag decontamination for long-term 

catheter use has been undertaken. However, insufficient evidence was found to recommend 

any decontamination method (Wilde et al., 2013a). 

2.8.4 Guidance for clinical practice 

A position statement on single use versus re-use of catheter drainage bags was developed by 

the professional issues sub-committee of the Continence Nurses Society of Australia (CoNSA). 

The position statement recommends that nurses adhere to product manufacturers’ instruction 

and explains that failure to do so may lead to professional liability if the advice provided leads 
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to individual harm (CoNSA, 2017). The position statement also cautions that in a case of 

negligence, a nurse may be required to provide evidence for the reprocessing method 

recommended to the person. Providing this evidence would be very unlikely given that there 

are no validated or universally accepted decontamination reprocessing methods available. 

As cited in the CoNSA (2017) document, the Australian Therapeutic Goods Administration 

(TGA) and Medical Devices Industry Sector influence the regulatory use of catheter 

equipment. These two departments provide compliance rules for medical device manufacturers 

and suppliers. Urinary catheter drainage devices are classed as medical devices and are labelled 

as single use only. This means that the drainage bag should not be reprocessed unless the 

manufacturer has provided specific reprocessing instruction (ARGMD, 2011). There are no 

reprocessing instructions for any single-use drainage bag. 

Similar to the position held by CoNSA (2017), Bradley et al. (2018) stated that given the current 

evidence limitations for drainage bag re-use, it is impossible to develop a clear 

recommendation about CAUTI risk association. In the absence of clear evidence, clinicians are 

guided to conform to the manufacturer’s instruction for the use of the device. Nonetheless, 

Bradley et al. (2018) also stated that while maintaining a closed system may reduce CAUTI 

risk for short-term catheter use, it is unlikely to be of benefit for long-term catheter use because 

of the associated universal microbial colonisation of the catheter. Bradley et al. (2018) also 

referenced the person’s quality of life, which may outweigh an individual’s infection risk 

associated with breach of the closed system. This aspect of drainage equipment practices 

concludes this section and leads to Section 2.9. 

2.9 Patient Experience 

This section reviews the literature relevant to people’s experiences of living with an SPC. This 

section includes quality of life, adjustment, body image and sexuality, social discomfort, 

physical discomfort and uncertainty The authors of the reviewed studies did not specifically 

distinguish between the terms health-related quality of life and quality of life (Karimi, 

2016).Many studies also reported collectively on long-term catheter use in the home setting 

(UIDC and SPC use), so studies included in the review are those with a significant number of 

people who had SPCs.  
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2.9.1 Quality of life 

Patient comfort, quality of life and satisfaction with an SPC is stated to be ‘generally good’ in 

an evidence summary provided by the International Continence Society (ICS; Abrams et al., 

2017). However, the evidence summary is limited as ‘generally good’ is in comparison to use 

of a transurethral catheter. Therefore, the generalisation of patients’ experiences of SPC use 

loses specificity as a separate experience to urethral catheter use. Nonetheless, as the SPC is 

placed away from the urogenital region, numerous articles and guidelines refer an SPC as 

superior to the UIDC in terms of patient comfort and being better suited to sexual relations 

(Geng et al., 2012; Hunter et al., 2013; Lavelle et al., 2016; RCN, 2019; Rigby, 2009; Robinson, 

2008; WOCN, 2016). 

However, individuals’ experiences and requirements are diverse in relation to catheter use. 

Chapple et al. (2015) identified a range of issues affecting satisfaction and quality of life that 

led to people’s preferences of catheter type. The study, conducted through interview, compared 

transurethral and SPC use from the patient’s perspective (n = 36), finding that some people 

were satisfied or preferred a UIDC while others preferred an SPC. Reasons for SPC preference 

included perceptions of fewer CAUTIs, improved hygiene and self-image and, because its 

location made it easier to monitor, an improved sense of control. Some people had also found 

an SPC to be more comfortable because they did not have the discomfort associated with 

‘sitting on’ a urethral catheter; others did not experience discomfort with their UIDCs. In the 

same way, SPC use was better suited for sexual intimacy for some participants. Others 

described its presence as a negative alteration because of the SPC affecting body image. For 

some, sexual intimacy was stated to be of less importance. 

Quality of life associated with long-term catheter use has also been investigated with specific 

groups of people who have bladder dysfunction. James et al. (2014) surveyed people living 

with multiple sclerosis who used a urinary catheter (n = 1,193). The survey, a component of a 

much larger survey, aimed to determine the differences between those who reported a positive 

or negative impact on their quality of life in relation to catheter use. Using a 7-point Likert 

scale, 101 respondents (n = 169) who used an SPC rated a positive change in their quality of 

life, 34 were neutral and the remaining 34 reported a negative impact on their quality of life. 

There was no significant difference in quality of life outcomes for people who used different 

types of catheter (UIDC and intermittent self-catheterisation), nor was increasing physical 

disability and age found to predict quality of life in association with catheter use. The authors 
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concluded that urinary catheterisation does not appear to have a universal negative impact on 

the quality of life for people with multiple sclerosis and suggested that there was no clear 

positive or negative impact. 

However, for people who predominantly had traumatic neuropathic bladder dysfunction, high 

levels of patient satisfaction with long-term SPC use was reported (Sheriff et al., 1998). 

Alongside clinical outcomes (e.g., renal function and complication incidence), patients or their 

carers completed a satisfaction survey. There were 103 satisfaction survey respondents 

(n = 185). It was not clarified if it respondents were the patient or their carer. Despite reports 

of a 30% overall incidence of complaints (blockage, persistent incontinence and recurrent 

CAUTI), the general level of satisfaction was reported as high. Eighty-two percent of 

respondents indicated that their SPC had improved their quality of life. Respondents were also 

asked to rate on a scale of 0 (worst) to 10 (best) to indicate how pleased they were with their 

SPCs; 65% of respondents scored from 7–9 to indicate how pleased they were. 

Lavelle et al. (2016) also suggested that high-level patient satisfaction with an SPC can also be 

expected longer term for people who have neurogenic bladder. At the time of study, the 

questionnaire respondents (n = 58) had had their SPCs for a mean of four years. The 

questionnaire implemented was the Patient Global Impression of Improvement (PGI-I) 

instrument. The PGI-I, a validated quality of life instrument, is used to evaluate symptom 

improvement following intervention to treat pelvic organ prolapse and urinary incontinence. 

Using a Likert scale, respondents were asked to indicate the best description of their urinary 

control now compared with before their SPC insertion. Over 80% of respondents indicated that 

their SPCs had improved their urological quality of life.  

Notwithstanding, there is a need to question the appropriateness of implementing quality of life 

instruments that are of generic nature or designed for conditions other than urinary catheter 

use. It is difficult to accept the validity of outcomes using an instrument as such because issues 

that are of importance or uniquely experienced by people who live with a long-term catheter at 

home are not adequately addressed. A urinary catheter-related quality of life instrument (C-

LTCqoL; ICIQ Group, 2016) is available. This tool was developed in response to the ICS 

recommendation for quality of life measures to be device specific. The C-LTCqoL 

questionnaire was adapted from a validated generic ICS quality of life tool. Feedback from 

respondents about the original generic quality of life tool indicated that some found the survey 

questions objectionable or else had little to do with their catheter-related issues causing some 
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to abandon completion of the instrument (Wilde et al., 2010b). The C-LTCqoL tool contains 

three subset items: catheter function and concern, lifestyle impact and unscored items that 

include pad use, discomfort, bladder spasm and sexual activity. The C-LTCqoL instrument 

(summarised in Table 2.1) is an improved and focused evaluation of long-term urinary catheter 

use. 

 

 

Table 2.1: Catheter quality of life assessment tool 

Question items: Living with a long-term catheter 

Catheter type (urethral or suprapubic) 

Equipment confidence 

Catheter leakage on mind 

Catheter blockage on mind 

Catheter problems 

Urinary tract infections 

Smell 

Embarrassment 

Adapted to catheter 

Overall effect of catheter 

Travel ability 

Social activities 

Ability to leave the house 

Pad use 

Pain or discomfort 

Bladder spasm 

Sexual activity 

Adapted from ICS-ICQqol (ICIQ Group, 2016). 

2.9.2 Adjustment 

Several studies have explored people’s experiences of life with a long-term urinary catheter. 

One was specific to the experiences of people who had an SPC; the remainder included UIDC 

and SPC use. One study drew attention to a decision to change the purposive sampling strategy 

to highlight the importance of the need for an SPC-specific inquiry: ‘as interviewing continued, 

we realised that people with a suprapubic catheter had rather different experiences to those who 

had a urethral catheter, and so we sought people who had had experiences of both types’ 

(Chapple et al., 2016, p. 156). Unfortunately, the authors did not report the difference. 

In the study that explored people’s experiences of living with an SPC (n = 6), it was reported 

that people transitioned towards adjustment to living with a permanent SPC over time 

(Sweeney et al., 2007). It was described as a continuum, from initial negative experiences 

towards a more positive or optimistic viewpoint. The most consistent theme that arose and 
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augmented people’s initial negative experiences following their SPC insertion was that 

participants felt they had not been adequately prepared or supported by health professionals as 

they learnt to live with their SPCs. It was conveyed by participants that based on healthcare 

information provided to them, the insertion of their catheters would be quite simple. While the 

surgical procedure itself had been relatively straightforward, their associated psychological, 

physical and practical adjustments were not. 

The study demonstrated that factors, including the permanency of the catheter, its presence 

signifying disease progression and the change the catheter brought to a person’s bodily 

appearance, could be emotionally overwhelming. Participants also asserted that because of the 

private nature of urinary elimination, people’s usual social supports and their support-seeking 

behaviours from health professionals could also be limited. The authors concluded that to 

positively influence a person’s adjustment to their SPC, comprehensive preparation and 

support from health professionals with an understanding of the issues is required. Support 

needs included preoperative preparation, familiarisation with the catheter and drainage 

equipment, information about feelings in relation to changed body image and facilitation of 

realistic rehabilitation expectations—the knowledge that it can take time to adjust. 

Kralik and colleagues (2007) also contended that health professionals underestimate the impact 

that living with permanent catheter may have on a person’s life; 21 people who had a long-

term catheter, of which 12 had an SPC, were interviewed. The aim of the study was to 

understand people’s perspectives of incorporating a catheter into daily life with a view to 

increasing community nurses’ understanding of the effects on clients. The key finding was that 

participants wanted to learn catheter self-care to enable them to take control. Seven interactive 

themes led to control. The themes comprised resisting the intrusion of the catheter, reckoning 

with the need for the catheter, being vigilant for signs of problems, reconciling between the 

needs of self and others, reclaiming life, managing self-care and taking control. Incorporating 

a catheter into daily life was described as an evolving combination of processes that occurred 

over time and being able to self-manage and take control was fundamental. 

Likewise, Fowler et al. (2014) reported that adjustment to a long-term catheter was a 

fluctuating experience. Of the 27 participants, 17 had an SPC. Acceptance was influenced by 

the degree of control people felt they had over their catheters and the availability of support 

from others. Spousal support was of particular importance, followed by other family and health 
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professionals. For participants with limited family support, support from community nurses 

was described as pivotal in helping people self-manage and adjust to their catheters. 

Fowler et al. (2014) encapsulated daily living adjustments in eight themes: making 

adjustments, managing away from home, night-time adjustment, catheter problems, social 

interaction, support from others, unpredictability, and intimacy and body image. Some 

participants were more actively involved in overcoming their catheter-related problems and the 

determination to develop self-reliance. Others were more resigned to life with their catheters. 

Along similar lines, some participants stated that their catheters enabled them greater freedom; 

others found their catheters restricting. Most participants equally reported as many positive as 

negative comments of living with their catheters. The fluctuating nature of experiences meant 

that ongoing support of a psychological and practical nature is required to help people reconcile 

the impact of catheter use. The change to a person’s body is one such negative aspect of having 

an SPC. 

2.9.3 Body image and sexuality 

Insertion of an SPC changes a person’s bodily appearance. This alteration was found to 

negatively affect people’s perception of self in Sweeney (2005). Half of the participants (n = 6) 

were profoundly affected. This reaction was an aspect of acquiring an SPC that participants 

had not anticipated, nor were they prepared for it by health professionals. The author suggested 

that health professionals may conceptually minimise the change that an SPC brings to a person 

because the surgical procedure is relatively minor and because of health professionals’ own 

familiarity with urinary catheters in general. Consequently, people who are to have an SPC 

inserted are not identified as a psychosocially at-risk population. 

Changed body appearance can lead to concerns about sexuality (Chapple et al., 2014; Chapple 

et al., 2016; Fowler et al., 2014; Sweeney, 2005). As previously mentioned, sexual intimacy is 

frequently referred to in the literature as less likely to be problematic for someone with an SPC 

compared with someone who has a UIDC. In an explorative study of how having a catheter 

may affect people’s sexuality (n = 36, of which 26 used an SPC) some participants discussed 

improved physical sexual freedom when converting from a UIDC to an SPC (Chapple et al., 

2014). However, others experienced psychological disturbance in relation to their sexual self-

image and reported feelings of embarrassment about their changed body because of their SPCs 

(Sweeney, 2005). 
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For some people, having an SPC led to the end of intimate relationships (Chapple et al., 2016; 

Sweeney, 2005) or feelings that it was the end (Sweeney, 2005). In the presence of disease or 

disability, having a catheter has been described as having an accumulative effect on people’s 

self-perceptions of their masculinity and femininity (Chapple et al., 2014). O’Donohue et al. 

(2010) arrived at a similar finding. However, they add that the catalyst to alteration in sexuality 

is the acquisition of the catheter. Having a supportive partner was stated to be helpful to people 

for maintaining or resuming sexual intimacy. However, as stated by two female participants in 

separate studies, it was something they themselves needed to ‘get their head around’ (Chapple 

et al., 2016; Sweeney, 2005). 

The literature also indicates that people with a long-term urinary catheter lack information from 

health professionals on the subject of sexuality and intimate relations (Chapple et al., 2014; 

Fowler et al., 2014; Prinjha et al., 2016; Sweeney, 2005). Only one of the six participants in 

the study conducted by Sweeney (2005) received information regarding sexuality before her 

SPC was inserted, and this was only provided because she asked about it. Most participants 

(n = 27) in Fowler et al. (2014) believed that issues related to sexuality need to be discussed 

more openly prior to SPC insertion or closely thereafter. A similar finding also arose from a 

study that explored how people who use urinary catheters talk about sex and sexuality (Chapple 

et al., 2014). Many participants noted that health professionals were reluctant to discuss sex. 

This catheter information deficit was first highlighted by Roe and Brocklehurst (1987). 

Advancement in this area of patient support from health professionals appears to continue to 

lag. 

2.9.4 Social discomfort 

People who have a long-term SPC may not only experience difficulties with their private view 

of themselves; some are also concerned about their public presentation when socialising. 

Participants across studies stated they were uncomfortable about people noticing that they had 

a catheter; therefore, they were always conscious of ensuring that their drainage bags were 

adequately concealed beneath their clothing (Chapple et al., 2016; Fowler et al., 2014; 

Sweeney, 2005). Maintaining this discretion also affected clothing choice and confidence in 

social settings (Chapple et al., 2016). 

The taboo nature of elimination meant that for some people, to avoid embarrassment or offense, 

they avoided social activities that might risk exposing their urine drainage bag. One participant 
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reported that she avoided socialising because her catheter made her feel unclean (Fowler et al., 

2014). Another said she was ‘shutting herself off’ from socialising because of her SPC 

(Sweeney, 2005). 

It was also found to be common for people to restrict fluid intake when socialising. Restricting 

fluid decreases the time it takes for the drainage bag to fill and the resultant bulge under 

clothing that would make the bag more visible (Chapple et al., 2016). Restricting fluid also 

helped avoid needing to empty the drainage bag (Fowler et al., 2014; Prinjha et al., 2016). 

Emptying a drainage bag away from home could be logistically problematic; consequently, 

people often restricted their social activities to familiar destinations that had a suitable toilet 

facility. A facility with a cubicle would be sought, allowing for privacy when manipulating 

clothing to access the drainage device. Some people would also resort to keeping a container 

in their car in the event of not being able to access a toilet (Fowler et al., 2014; Prinjha et al., 

2016). It was also apparent that people needed to independently discover ways of managing 

catheter drainage when away from home. Participants stated that it would have been helpful to 

have been provided with information on managing urine drainage when out (Prinjha et al., 

2016). 

2.9.5 Physical discomfort 

In addition to social discomfort, the literature indicates that physical discomfort is common in 

relation to SPC use. Pain associated with SPC replacement, the main source of physical 

discomfort, cystostomy site soreness and catheter blockage have already been discussed in 

previous sections of this chapter (Fowler et al., 2014; Jannings & Kelly, 2001; O’Donohue et 

al., 2010; Roe & Brocklehurst, 1987; Sweeney, 2005). However, there are other sources of 

catheter-related discomfort that can greatly affect a person’s quality of life. 

Pain related to catheter replacement, catheter positioning, bladder spasm and constant pain was 

reported by Wilde and colleagues (2013b). This study provides a perspective on the prevalence 

of pain and the degree of bother as rated by people with a long-term catheter at home. The 

sample (n = 202) included 89 people who used an SPC. Catheter-related pain was reported by 

nearly one-quarter of the entire sample. The degree of bother brought by the pain was described 

by 15% of participants as causing a little bother; 46% were somewhat bothered and 39% said 

their pain bothered them a great deal. Pain was one of many catheter-related problems 

participants experienced. The authors of the study recommended more catheter-associated 
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research to help inform the development of interventions to minimise catheter problems. People 

with a long-term catheter require effective strategies and support from health professionals. 

2.9.6 Uncertainty 

The literature indicates that not all people living with an SPC at home are adequately supported 

by health professionals in multiple aspects of their catheter-related health care. It is also 

noticeable that people receive inadequate or conflicting information from health professionals 

about SPC-management practices. While four of the reviewed CPGs mention people’s support 

needs in relation their SPCs, there is an overall lack of detail to guide the meaningful 

application of patient support. In the absence of information from health professionals, people 

turn to other information sources, such as the internet (Prinjha et al., 2016) or learn to live with 

their SPCs through ‘piecemeal instruction from healthcare providers’ (Wilde et al., 2013, p. 1) 

or by trial and error (Prinjha et al., 2016; Wilde et al., 2013). 

Some people expressed how they felt at a loss when trying to clarify what practices to 

implement to manage their catheters. In one study seeking information on CAUTI prevention 

strategies, one 77-year-old man said, ‘So I just don’t know. There’s conflicting information’ 

(Prinjha et al., 2016, p. 1341). His catheter-replacement interval was equally as perplexing for 

him: ‘how long does it last … is it four weeks … is four weeks fair enough?’ (Prinjha et al., 

2016, p. 1341). In Chapple et al. (2013), one participant recommended that practices be 

standardised: ‘Nobody seems agreed, there’s no standard procedure. They all do it differently. 

I think it is about time that it was standardised’ (p. 595). 

Similar viewpoints are echoed elsewhere. An Evidently Cochrane forum (2017) participant, 

who used a catheter, spoke of confusion on how to best care for his catheter, stating that he was 

left to make his own judgements informed through his own experiences. He also observed 

conflict among nurses about catheter-related practices. Another person on the same forum (a 

paramedic) suggested that practices are not standardised; therefore, clinicians work to their 

own interpretations of guidance. 

As highlighted in the introduction of this chapter, people who use a long-term SPC at home 

report that health professionals ‘may lack knowledge about catheter management’ (Hunter et 

al., 2013). It is argued here that of foremost importance is the need to establish a consensus as 

to what constitutes best practice for the care of a person who lives at home with a long-term 

SPC. 
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2.10 Conclusion 

This chapter presented the literature pertinent to long-term SPC use in the home setting. Few 

studies were specific to the area of interest. The literature does, however, indicate that 

symptomatic CAUTI and catheter blockage are significant problems for people with a long-

term SPC. To aid understanding of the link between current guidelines to minimise 

uropathogen access to the urinary tract, an overview of the pathogenesis that underlies these 

two complications was provided. Catheter-related tissue injury, including bladder over-

distension, were discussed in terms of increasing people’s susceptibility to infection, 

discomfort and possible serious sequelae that include AD and bacteraemia. 

The principles of the closed system were explained. Maintaining a closed system in the home 

setting was shown to be complicated by the constraints of applying decontextualised guidelines 

that do not match the setting for which they were intended. Issues concerning clinical practices 

in relation to the detection and treatment of CAUTI were discussed, as was the lack of clarity 

surrounding prevention and management strategies for catheter blockage. 

The literature concerning SPC replacement highlighted the risks of catheter displacement, 

trauma and discomfort. Important aspects of the replacement procedure were shown to be 

lacking in clarity or agreement. The method of SPC replacement, catheter type, size, skin 

preparation, and methods to promote comfort and troubleshoot the difficulties are not sufficient 

to safely guide clinical practice. 

No studies addressed care of the suprapubic cystostomy site or surrounding tissue 

postoperatively or longer term. The application of dressings, while generally discouraged, as 

reflected in CPGs, appear to be in widespread use. Stoma-related problems, including 

hypergranulation, exudate, infection and pressure or friction trauma, likely account for the need 

for a dressing. However, guidance as to cystostomy site complication avoidance strategies, 

cystostomy assessment, treatments or selection of dressing type is missing from the literature. 

In relation to drainage bag practices, the literature suggests a mismatch between guidelines and 

long-term catheter use in the home context. Certain aspects of maintaining a closed system 

were not shown to be consistently practical, or in some cases, economically sustainable for 

people with a long-term catheter at home. No evidence was found to support a correlation 

between the re-use of drainage bags or the interval for their replacement in association with the 



53 

complications of CAUTI and catheter blockage. It was evident that re-use of drainage bags was 

common and that health professionals advised people about the cleaning and re-use of their 

drainage bags. However, there are no guidelines to support this practice or guide cleaning 

methods for re-use. 

The literature pertaining to the patient experience of living at home with a long-term SPC 

portrayed health professionals’ limited understanding of people’s psychological, physical and 

practical support needs. The impact of adjustment to an SPC appears to be underestimated by 

health professionals. Issues people experience include difficulties associated with body image, 

sexuality, managing their SPCs outside the home and physical pain. The literature also draws 

attention to people’s feelings of uncertainty brought by conflicting information provided by 

health professionals about their SPCs and related self-care. 

The current body of knowledge does not answer the research question that aims to determine 

best practice for the care of people who live with a long-term SPC at home. Multiple areas of 

SPC-related care are absent, conflicting or inadequately addressed. Chapter 3 describes the 

study design implemented to address this knowledge gap.  
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Chapter 3: Study Design 

Chapter 2 presented the literature pertinent to this study. This chapter describes the study 

design. The philosophical position adopted and approach taken to answer the research question 

are discussed. Next, an explanation for the decision to implement a two-phased, mixed-

methods collaborative study informed by the theory of social constructionism is presented. 

Details of each phase are presented sequentially, outlining the procedures for recruitment, data 

generation, data analysis, trustworthiness and ethics. 

3.1 Philosophical Position 

A researcher’s philosophical perspective influences how they conceptualise an approach to 

investigating a phenomenon to obtain knowledge that allows them to answer the question/s 

posed. My philosophical perspective, ontological and epistemological positioning, equates to 

my assumptions of what can be known and how best to approach obtaining that knowledge 

(Guba, 1990; Liamputtong, 2013). These intertwined human constructs are embedded in the 

philosophy of science and continue to evolve over time as different questions have been asked 

about what can be known (Denzin & Lincoln, 1998). 

The type of research question asked reflects a person’s philosophical orientation; from this 

position, a paradigm is selected (Denzin & Lincoln, 1998). A paradigm is a philosophical 

system that encompasses a set of assumptions (ontologies, epistemologies and methodologies) 

(Denzin & Lincoln, 1998). Paradigms guide the generation of knowledge. The four major 

paradigms are positivism, post-positivism, critical theories and constructivism (Denzin & 

Lincoln, 1998; Guba, 1990). 

3.1.1 Fundamental questions of paradigm 

To discern my paradigmatic location, three interrelated questions needed to be answered in 

relation to my basic set of belief systems (Denzin & Lincoln, 1998; Guba, 1990). This is an 

important step because the inquiry paradigm defines for the enquirer ‘what it is they are about, 

and what falls within and outside the limits of legitimate inquiry’ (Denzin & Lincoln, 1998, p. 

200). 
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3.1.2 Ontological position 

First, there is the ontological question that asks ‘what is the nature of reality’ (Guba & Lincoln, 

1989, p. 83) and ‘what is it that can be known about it’ (Denzin & Lincoln, 1998, p. 201). The 

research question for this inquiry was what is best practice for the care of adults when living 

with a long-term SPC at home? The question arose from limited evidence specific to the topic. 

I also queried the appropriateness of generalising catheter-related care practices across different 

contexts. Multiple long-term SPC-management practices in the home setting are yet to be 

empirically validated or understood holistically. 

When there is limited, reliable evidence, people often draw on their own experiences and 

interpretations of best practice. Suprapubic catheter-related healthcare and self-care has existed 

for several decades. People with varying levels of experience manage SPCs in the home setting 

every day. From this perspective, it became clear, given the limited evidence, that we could 

learn from these people. Specifically, people with an expert level of knowledge and experience 

in the management of SPCs could inform this study. 

Therefore, the nature of reality was a belief that reality exists through interactions with people 

in the recreation of knowledge. This viewpoint is subjectivist. Knowledge generation through 

interaction with people to facilitate an understanding of their experiences indicates a relativist 

ontology that is aligned with the constructivist paradigm (Denzin & Lincoln, 1998). Within 

this paradigm, there may be many constructions of reality. Therefore, there is no absolute truth. 

However, gaining understanding from people’s social constructions of reality enables us to 

become more informed, which leads to a more sophisticated understanding of the phenomena 

under study (Denzin & Lincoln, 1998; Guba & Lincoln, 1989). 

3.1.3 Epistemological position 

The second question of paradigm, the epistemological question, is ‘what is the relationship of 

the knower to the known (or knowable)’ (Guba & Lincoln, 1989, p. 83). Given that the response 

to the ontological question lends itself to the constructivist paradigm, there is an interactive 

relationship between the researcher and participants. As researcher, I am immersed within the 

subjective interactions of data collection and analysis. Therefore, my position as researcher 

will influence the co-construction of knowledge (Denzin & Lincoln, 1998; Guba & Lincoln, 

1989). 
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3.2 Methodology 

Last, and dependent upon the responses to the first two questions, is the methodological 

question: ‘what are the ways of finding out knowledge’ (Guba & Lincoln, 1989, p. 83). The 

constructivist paradigm involves an understanding of meaning from the lived experience of the 

people who live it, at a specific time and place in history. The constructivist aims to understand 

the world through their interpretation of people’s language and actions, with careful attention 

to the detail of meaning (Denzin & Lincoln, 1998). For the constructivist researcher, 

subjectivity and researcher emersion are key components of knowledge development (Guba, 

1990; Martin, 1994). Constructivists do not find or discover knowledge. Through social 

interaction, knowledge is constructed. Concepts are formulated to make sense of experiences, 

which are continually tested and modified in light of new experience (Denzin & Lincoln, 1998). 

The aim of this study was to gain knowledge to inform practices specific to the needs of people 

who have a long-term SPC at home, so I needed to investigate beyond the interpretive realm 

of meaning that is deduced from individual social interaction (Denzin & Lincoln, 1998). I was 

seeking a jointly constructed understanding and consensus from the basis of shared reality so I 

required a framework that would lead to the development of a shared social construction of 

reality. The framework selected for this study is the theory of social constructionism. 

3.2.1 Social constructionism 

Social constructionism shares the fundamental assumptions of the constructivist paradigm. 

However, social constructionism is distinct from the constructivist’s interpretive approach and 

provides a way for social construction of meaning and knowledge (Andrews, 2012; Denzin & 

Lincoln, 1998; Gergen, 1985; Knoblauch & Wilke, 2016). Whereas constructivism relates to 

individual realities, constructionism relates to what is happening between people as they join 

to create realities (Burr, 2015). Constructionism allowed for a jointly constructed 

understanding from the shared assumptions of realities. 

Social constructionism is relativist (Berger & Luckmann, 1991). Relativism has been defined 

as: 

a view that knowledge (and/or truth) is relative—to time, to place, to society, to culture, to 

historical epoch, to conceptual scheme or framework, or to personal training or conviction—
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so that what counts as knowledge depends upon the value of one or more of these variables. 

(Siegel, 1992, pp. 428–189) 

There are multiple approaches to guide a relativist-oriented inquiry. However, for an inquiry 

guided by the theoretical foundation of social constructionism, there is no specific 

recommended approach. Rather, one or more of four key assumptions underpin the approach 

(Burr, 2015). These assumptions originate from the contribution first published by sociologists 

Peter Berger and Thomas Luckmann (1991). The key assumptions that discern a social 

constructionist inquiry comprise: a critical stance towards taken-for-granted knowledge, 

historical and cultural specificity, knowledge that is sustained by social processes and that 

knowledge and social action go together (Berger & Luckmann, 1991; Burr, 2015; Gergen, 

1985). A description of each of these assumptions and how they relate to this study follows. 

3.2.1.1 A critical stance towards taken-for-granted knowledge 

Social constructionism cautions researchers to be suspicious of taken-for-granted acceptance 

of knowledge that is based on supposed objective and unbiased surveillance (Burr, 2015). A 

critical stance is encouraged, inviting us to challenge such conventional assumptions as to what 

constitutes knowledge (Gergen, 1985). Otherwise, we risk becoming ‘stuck’ in the objective 

reality (Berger & Luckmann, 1991). Nothing is taken for granted as the one truth. The social 

constructionist aims to seek maximal clarity as to the ultimate status of knowing in 

collaboration with what the average person believes to be reality (Berger & Luckmann, 1991). 

The social constructionist aims to verify and explore alternate realities as shaped through 

everyday social actuality. This key assumption was apparent in the conceptual phase of this 

study. My interests for this inquiry arose from uncertainty about the appropriateness of 

recommended practices that have emanated primarily from the limits of objectivity and 

institutional urethral catheter-related care. 

3.2.1.2 Historical and cultural specificity 

Social constructionists argue that our knowledge of the world is historically and culturally 

specific. Therefore, understanding is socially context dependent and as such, is an artefact or 

product of a specific perspective at a given time and location (Burr, 2015; Gergen, 1985). Thus, 

these contextual relationships are to be included in our analysis of reality (Berger & Luckmann, 

1991). This assumption is of key importance to this inquiry because catheter-related use has 

increasingly expanded beyond hospitals and other care facilities. People are living at home 
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with catheters and an increasing number of these people use an SPC. The context of care 

including catheter type have changed in an environment that promotes self-care. Current 

guidelines and practices do not adequately meet the requirements of peoples’ present-day 

needs. Therefore, contextual and social specificity are important components of this inquiry. 

3.2.1.3 Knowledge is sustained by social processes 

Social constructionists believe that knowledge equates to a certainty that people’s social 

constructs, as they are experienced and shared, are reality (Berger & Luckmann, 1991). 

Knowledge constructs can be derived from sources other than those deducted from the natural 

world (Berger & Luckmann, 1991). For the social constructionist, knowledge is co-created 

between people through their shared versions of the characteristics of specific day-to-day life 

experiences. These interactions most often occur through language (Burr, 2015). 

People’s shared knowledge constructs are neither necessarily verifiable nor static. What passes 

as fact from the verifiable or empiric world is typically under the constant scrutiny of a ‘subtle 

but potent array of social micro processes’ (Gergen, 1985, p. 268). Therefore, knowledge 

perspectives will be modified or sustained dependent on people’s situation or circumstances, 

which may change at different times (Gergen, 1985). 

The multiple variations in SPC-related practices evident within practice guidelines reflect 

numerous perspectives concerning recommended behaviours and techniques to live with and 

manage problems that arise in relation to the device. It is clear from the literature that certain 

bodies of social knowledge have evolved within and between countries. The variations are 

likely attributable to limited conversations between individuals and groups of people. Berger 

and Luckmann (1991) indicated the need for a sociology of knowledge when there are 

observable differences between societies in terms of what is taken for granted as knowledge 

within them. A shared social consensus of knowledge would help clarify various daily 

contextual realities and further inform our understanding of SPC-related healthcare practices. 

3.2.1.4 Knowledge and social action go together 

The fourth key assumption of social constructionism is the belief that knowledge and social 

action are complementary. From a social constructionist viewpoint, an inquiry such as this that 

examines and reports people’s various constructions of reality is in itself a form of social action 

(Burr, 2015; Gergen, 1985). It can also be expected that reconstruction of knowledge as a result 
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of this inquiry will bring or invite a change in actions for some people (Burr, 2015). Therefore, 

when reconstructing aspects of the social world, negotiated understanding that arises from 

shared reality is of critical significance (Gergen, 1985). 

All four of the above key assumptions from the social constructionist theory relate to this study. 

An inquiry guided by the theory of social constructionism is concerned with explaining the 

processes that ‘people come to describe, explain, or otherwise account for the world (including 

themselves) in which they live’ (Gergen, 1985, p. 266). The selection of the most suitable 

methods underpinned by the theory of social constructionism for this study follows. 

3.3 Methods 

I chose to implement a collaborative, mixed-methods (Liamputtong, 2013), two-phased 

approach for this investigation. In my response to the fundamental questions of paradigm, I 

identified that people with expert knowledge in SPC management would be best placed to 

inform this inquiry. The experts in the context of this study included: 

• people who managed their own long-term SPCs at home 

• nurses who had advanced knowledge and skill in relation to long-term SPC use in the 

home setting. 

A different method of inquiry for each group was selected to yield the most comprehensive 

viewpoints, given that one method would not be able to provide all information required 

(Jirawong et al., 2014). This approach enabled me to understand how nurses and people living 

with an SPC interpret and implement knowledge in relation to SPC everyday practices. 

Implementing a phased approach facilitated a means for the inclusion of viewpoints from each 

study group. Two phases also enabled sequential incorporation of the findings from the first 

expert group—people living with an SPC—into the questions for the second expert group, 

nurses. This approach allowed for the co-construction of shared knowledge in response to the 

research question. 

For the social constructionist, Berger and Luckmann (1991) emphasised that the reality of 

everyday life is understood through analysis of the social knowledge that guides everyday 

conduct. The knowledge of everyday conduct is primarily shared through language. Therefore, 

given the emphasis on language and social process, I implemented the methods of semi-

structured in-depth interviews with people who lived with a long-term SPC (Phase 1) and a 
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Delphi survey with nurses (Phase 2). Each method and its implementation is explained in this 

section. 

3.4 Phase 1 Methods: Semi-Structured In-Depth Interviews with People 

Who Live with a Long-Term SPC at Home 

The method adopted for the first phase of this study—semi-structured in-depth interview—has 

been described as: 

a conversation between researcher and informant focussing on the informant’s perception of 

self, life and experience, and expressed in his or her own words. It is the means by which the 

researcher can gain access to, and subsequently understand the private interpretations of 

social reality that individuals hold. (Minichiello et al., 1995, p. 61) 

This method enabled me to elicit responses from participants using semi-structured open-ended 

questions; it also allowed participants to raise matters important to them (Liamputtong, 2013). 

This approach was considered of essence to this inquiry because much of the current 

information used to guide long-term SPC-related practices in the home setting is separate from 

real-world experiences. Through interviews, participants were given opportunity to express 

their thoughts and experiences concerning their everyday realities. 

Communication in the interviews allowed for knowledge to be socially constructed between 

participants and the researcher. This co-construction of knowledge occurred as my 

understanding became more enriched through interaction with each participant. During 

conversations, I learnt about each participant’s world as they experienced it. Through dialogue, 

I was also able to seek clarification about what had been said and understand related feelings 

and opinions. As my understanding increased and the collective of experiences from the 

interviews developed meaningful form, a reconstruction of knowledge through my 

interpretation became possible. 

Also corresponding with the theory of social constructionism is that construction of knowledge 

emanates from within the context that the reality is lived (Burr, 2015). People’s wellbeing is 

not solely dependent on the presence or function of their SPCs. Wellbeing also encompasses 

their participation in society and physical and mental wellbeing. Therefore, interviewing people 

who lived at home with a long-term SPC was an appropriate approach to gain contextually 

relevant insights and understandings. 
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This choice of method also aligns with a key principle of health care in the community context. 

The National Primary Health Care Strategic Framework (2013) recommends that in a client-

centred health environment, it is important to include consumers of health care in matters that 

affect them. This aspect of the Strategic Framework aligns with the Phase 1 methods because 

consumers of a health services, people who have a SPC in the community setting, are not 

passive recipients of health services. These people are experienced self-managers of their own 

health care. The inclusion of their real-life perspectives ensures that the resulting practice guide 

truly focuses on the needs of people who have an SPC. This qualitative method allowed the 

consumer voice not to be just heard or analysed; their voices underpinned Phase 2 of the study. 

Therefore, they became embedded in the development of the best practice guide. Through 

consumer participation, the outcomes from the interviews helped clarify their SPC-related 

healthcare requirements. Further, their expert insights added to the knowledge base. 

3.4.1 Eligibility criteria for interview 

Adults, ≥18 years of age, who lived at home and had a long-term SPC (defined as greater than 

three months and expected to be required indefinitely) were invited to participate in this study. 

If the participant wished, they could invite an adult carer, such as a spouse or family member, 

to also participate in this study. As data generation involved audio-recorded interview, 

participation necessitated the requirement for the participant to communicate verbally. 

Participants were also required to have the capacity to provide voluntary, informed consent 

(see Appendix 2). 

3.4.2 Recruitment to interview 

Purposive sampling was used to recruit participants from the client base of an Australian 

community nursing service. The setting is a public service comprising 7 nursing teams 

servicing urban and rural communities with an estimated population of 275,434 (Australian 

Bureau of Statistics, 2019). I met with the community nursing teams and explained the study, 

its aims and the recruitment process. Supportive written information that outlined the purpose 

of the study and the requirements of nurses was also provided to each nurse at the meetings 

(see Appendix 3). 

Nurses were asked to assist with recruitment through the identification of potential participants 

from their client base who met the selection criteria. Nurses were requested to introduce this 

study and invite people to participate. They were also provided with a participant information 
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sheet to distribute to clients (see Appendix 4). With the agreement of interested potential 

participants, nurses conveyed the names and contact details of these people to me. I then 

contacted each person by telephone, answering any questions. If the person agreed to proceed 

with an interview, a suitable meeting time was organised. 

3.4.3 Sample  

Consistent with the nature of this type of qualitative inquiry the aim was to recruit 8–12 people 

(Vasileiou et al., 2018). Saturation, with its origins in grounded theory, was not considered 

consistent with the values and assumptions of reflexive thematic analysis (Braun & Clarke, 

2019).  Rather rich description and meaning were generated through interpretation and was not 

based on a number of themes determining when to stop data collection (Vasileiou et al., 2018). 

Male and female participants were invited to participate, enabling comprehensive 

representation of viewpoints and experiences that may be unique to either group. Section 3.4.3 

outlines the processes of data generation and analysis from the method of semi-structured in-

depth interviews. 

3.4.4 Data generation from interviews 

Data were generated from each participant’s constructions of their experiences and opinions in 

relation to the day-to-day management of their SPCs. Each participant was interviewed for 

approximately one hour. For the convenience of the participants, all but one interview occurred 

in their own home. One interview occurred in a private meeting room at a community health 

centre at the participant’s request.  Interviews were semi-structured and an interview schedule 

was developed and used to guide rather than direct the conversations (see Appendix 5). The 

nature of the questions sought information about what it was like to live with and care for their 

SPCs. Topics, identified from the literature review, included day-to-day self-care practices, 

such as care of their cystostomy site, management of drainage equipment, their experience of 

catheter replacement and strategies to avoid complications. I also sought information about 

specific catheter complications that included CAUTI and catheter blockage. Participants were 

asked about their impressions of the issues and benefits of SPC use. 

Each interview was audio-recorded. Recording of the interviews enabled me to be fully 

engaged in the conversations, observe unspoken communication and respectfully convey my 

genuine presence to the participant. Where indicated, and to avoid interrupting the flow of 

participants’ stories, I wrote brief notes during interviews as a cue to return to a topic for further 
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clarification. Following each interview, I recorded in a journal my thoughts and feelings about 

the conversation. I also noted significant non-verbal communication and environmental 

influences that would not be captured on the recording. This journalled information was later 

used to aid my re-immersion during data analysis. Following each interview, recordings were 

transcribed verbatim. Further detail as to how I analysed the data using thematic analysis 

follows in Section 3.4.4. 

3.4.5 Data analysis implementing thematic analysis 

I selected thematic analysis as a suitable method to analyse interview transcripts. This approach 

provided the framework to identify, analyse and report themes from the textual data in a 

systematic manner (Boyatzis, 1998; Braun and Clarke, 2006). Analysis for themes begins with 

the coding of statements of significant interest from the raw data (the transcripts). Patterns of 

statements and concepts are clustered and examined for meaning in the development of themes 

(Braun & Clarke, 2006). Themes provide important descriptions of phenomena specific to the 

research question that in turn increases our understanding of particular aspects of interest from 

the social world (Boyatzis, 1998; Liamputtong, 2013). Through examination and interpretation 

of people’s shared realities in the development of themes, knowledge became socially 

reconstructed in this study. This analytic method is compatible with social constructionist 

theory (Braun & Clarke, 2006). 

A predominantly inductive (Braun & Clarke, 2006) approach was adopted to identify codes 

within the textual data. The design of the semi-structured interview guide determined that some 

specific topics would be sought for coding (e.g., CAUTI experience). However, this design 

also allowed for diverse and unanticipated participant responses. Therefore, coding of the data 

were both topic focused and data driven. I also went beyond the description of the themes to 

explore underlying meaning within and across the data (Braun & Clarke, 2006). This 

component of the analysis involved contrasting sections of text as they relate to the whole of 

data. I actively examined beyond the explicit and obvious, discovering ways people’s latent 

realities are affected by the present range of knowledge and SPC-related practices in our 

communities. 

Analysis of the data occurred in stages and was guided by the six phases of thematic analysis 

as defined by Braun and Clarke (2006). However, this process is not strictly linear. It is an 
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iterative process in which there is a frequent movement backwards and forwards in the 

progression of data analysis and the re-analyses informed by the data (Braun & Clarke, 2006): 

1. Familiarising with the data—This immersive process involved becoming close to the 

data. I listened to the recordings, read and re-read the transcripts until I was confident 

that I had an authentic understanding of the information shared by each participant; at 

journal reflection; listening to the audio-recordings; during the checking of 

transcription accuracy; the reading and rereading of the textual data; and through noting 

early ideas for future coding. 

2. Generating initial codes—I then began to identify patterns of interesting information 

across all transcripts and created initial codes for each. Interesting information was 

salient passages of text that related to the research question. An example of information 

of interest included the participant’s responses to specific questions, such as how it 

came about that they needed to have their SPC; I coded this information as such. Within 

these responses, participants elaborated with further aspects of interest, such as how 

they learnt they would require an SPC indefinitely and how this affected them. This 

information was coded with a descriptor reflecting what was said, such as ‘feeling 

unprepared’ and ‘unanticipated emotional impact’. I then collated the coded data to 

each respective data code. 

3. Searching for themes—I defined themes as patterns of coded responses or meaning 

relevant to the research question. This step involved organising all collated codes into 

potential themes. I devised an initial thematic map to schematically assist with this 

process. Continuing with the example provided above, ‘psychological’ became the 

umbrella term and initial developing theme under which all coded data were collated 

that was reflected as having a psychological impact associated with SPC use. 

4. Reviewing themes—This step included review and refinement of the potential themes 

to ensure coherence of the coded extracts in relation to the themes. Each theme was 

examined to ensure there were enough specific data to support it. If the collated data 

were too diverse for one theme, additional themes were established. Themes were also 

reviewed for similarity and when possible, similar themes were collapsed into one 

theme. This process resulted in the psychological theme having four distinct yet 

interrelated subthemes (1. preparedness for an SPC; 2. psychosocial effects of SPC use; 

3. becoming accustomed to the need for an SPC; and 4. An SPC as a constant and a 

nuisance). A revised thematic map was generated, and themes were re-examined 
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alongside transcripts to ensure that the mapping maintained an accurate representation 

of the data. 

5. Defining and naming themes—In this step, the meaning of each theme represented was 

defined individually and in relation to the other themes. 

6. Naming and organising themes—Themes were named and organised with 

corresponding data extracts to provide a distinct and coherent account of what the 

overall story tells in relation the research question. The psychological theme was 

renamed ‘psychological support needs’ to represent the need for psychological support 

as a distinct and important component of the best practice guide. 

7. Producing the report—This final step included selection of ‘vivid and compelling’ data 

extracts that would be used to illustrate to the reader how each theme was analysed and 

interpreted from the participants’ accounts of living with an SPC. The resultant report 

formed the basis for the second phase of the study. 

3.5 Phase 2 Methods: Delphi Survey of Nurses with Advanced Knowledge 

and Skill in Relation to Long-Term SPC Use in the Home Setting 

The approach adopted for the second phase of this study was survey. An important assumption 

that underlies survey research method and aligns with social constructionism theory is that 

people (the respondents) are the best source of truth to answer the research question 

(Liamputtong, 2013). Survey offers a means to understand people’s attitudes, behaviours and 

knowledge. Also, because survey does not require face contact with respondents, this method 

allows for the inclusion of people who may be otherwise difficult to reach (Liamputtong, 2013). 

Accessibility was important for this study because wide consultation was sought with local, 

national and international expert nurses with advanced knowledge and experience specific to 

this study. 

Classical Delphi survey technique was chosen as an appropriate method to obtain expert 

consensus for best practice. The ‘term Delphi has become synonymous with receiving good 

judgement on an issue’ (Keeney et al., 2011, p. 2) and dates back to Ancient Greeks when 

people of the time consulted the Oracle of Delphi on a range of important topics (Custer et al., 

1999; Dalkey, 1969; Fontenrose, 1978). 

As previously discussed in Chapter 1, SPC use and related care in the home-care context does 

not lend itself to precise analytical techniques. In the wake of sparse evidence and associated 
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controversy, there is benefit from the subjective judgements that arise from Delphi technique 

(Farrell & Scherer, 1983; Linstone & Turoff, 1975). A Delphi approach presented as an 

appropriate method to gain collective agreement on issues that would guide practice because it 

allows for a consensus of expert opinion.  

While the following quotation from the founders of the Delphi method, Norman Dalkey and 

Olaf Helmer, is a criticism of the name Delphi, the summation encapsulates the aim of this 

phase of the study: 

In some ways it is unfortunate [term Delphi]—it connotes someone oracular, something 

smacking a little of the occult—whereas as a matter of a fact, precisely the opposite is 

involved; it primarily is concerned with making the best you can of a less than perfect fund 

of information. (Dalkey, 1969, p. 8) 

Given that the aim of surveying is to gather information from people to address a particular 

inquiry, the key premise of the Delphi survey method is the assumption that group opinion is 

more valid than the opinion of an individual (Keeney et al., 2011). Other fundamental 

characteristics of the method include a design that comprises a series of surveys (rounds) that 

are interspersed with controlled feedback to respondents. While various versions of the Delphi 

method have evolved, classical Delphi method begins with an open first round of questions to 

elicit the respondent’s opinions on a topic. The subsequent rounds aim for consensus to the 

first-round responses. Two further characteristics of Delphi method require respondents to be 

experts on the topic of interest and their identities to remain anonymous (Keeney et al., 2011). 

3.5.1 Eligibility criteria to survey 

Expert registered nurses (Benner et al., 2009) with advanced knowledge and skill in relation to 

long-term SPC use in the home environment were invited to participate in this study. Expert 

nurses were defined as nurses who had at least five years’ practice as either a continence nurse, 

community nurse or urology nurse, providing care to people who live at home with a long-term 

SPC. Nurse researchers who had published in the area of long-term catheter use in the 

community (with mention of SPCs) were also invited to participate. While it is acknowledged 

that expertise is not solely determined by length of time, in the spirit of social constructionism 

people asserted their expertise in their expression of interest to participate. There were no other 

inclusion or exclusion criteria. 
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3.5.2 Recruitment to survey 

To protect against potential drop-out, the target number for recruitment to the Delphi survey 

was 35–40 nurses. For a homogenous group, when using the Delphi technique, smaller 

numbers of participants, up to 30, have shown to be effective, with larger group numbers 

seldom improving the results (Delbecq et al., 1975). 

A letter of introduction (see Appendix 6) to explain the purpose of this study and an information 

sheet (see Appendix 7) that outlined the selection criteria and participation requirements were 

sent by email to individuals and selected third-party professional nursing societies. 

Recruitment occurred by three means: 

1. Purposive sampling—I identified nurses I knew of who would likely meet the selection 

criteria. An administrative staff member emailed each nurse the letter of introduction 

and information sheet. There was no direct contact by the researcher with potential 

participants during the recruitment phase. 

2. Snowball sampling—People from the purposive sampling group were asked to forward 

the email to contacts who met the selection criteria. 

3. Third-party access—To enhance generalisability of the study findings, third-party 

access sampling was expanded to include national and international experts. Access to 

these potential participants was extended through the membership networks of the 

CoNSA, ANZUNS and the ICS Nursing Committee. I contacted the representatives of 

each association to explain the study and seek their support. With the agreement of the 

societies, it was asked that the letter of introduction and information sheet be circulated 

via each association secretary to the stakeholder membership. 

3.5.3 Expression of interest and respondent demographics 

In addition to the letter of introduction and information sheet, an expression of interest (see 

Appendix 8) to participate survey link was embedded within the information sheet. Completion 

of this survey facilitated eligibility screening, consent to participate and generated participant 

demographics. The requested background data included the respondent’s country of practice, 

specialty area of nursing (continence, urology, community or research), number of years’ 

experience in the specialty area, highest nursing qualification and an outline of their specific 

role as it related to people who live with a long-term SPC at home. The demographic data were 



68 

collated to provide a description of the characteristics of the expert panel. Within this pre-

survey, respondents volunteered their name and email address to be used for the Delphi survey 

rounds. They were informed that the researcher would be able to identify them for the purpose 

of administering the 3 Delphi rounds and providing controlled feedback. This information was 

confidential and only known to the researcher. 

3.5.4 Delphi implementation 

The Delphi survey comprised three consecutive rounds using individual email correspondence. 

All surveys were conducted using Lime Survey Software©. Explicit instructions for 

respondents accompanied each round. The Round 1survey (open-ended questions) was piloted 

locally prior to whole of sample dissemination to evaluate and adjust as necessary the clarity 

of questions and the instructions for participants and to estimate time for completion. There 

were no changes to question content. Five health professionals were involved in the pilot of 

which one also participated in the Delphi. 

3.5.5 Data generation: Round 1 

The first-round survey comprised open-ended questions derived from the gaps and 

inconsistencies identified in the review of the literature and CPGs and from Phase 1 interview 

data. Findings from Phase 1 also shaped the survey design, ensuring that the study remained 

contextually relevant, client centred and informed by the first group of experts. Integration 

between the two expert groups was achieved by aligning the Round 1 open-ended survey 

questions with the themes and subthemes that arose from Phase 1 interviews. 

The PICO framework was used (omitting the comparator) to formulate well-focused survey 

questions (Richardson et al., 1995). The comparator from the mnemonic was omitted as this is 

not required in the development of qualitative questions (Joanna Briggs Institute, 2000) Figure 

3.1 illustrates is an example of how each survey question was developed. This process led to 

the survey comprising six topic sections (corresponding to the six Phase 1 themes), with a total 

of 20 questions that sought the respondent’s expert opinion on specific SPC-related client-care 

practices. Respondents were also provided with the opportunity to suggest important issues 

that they felt had been omitted from the first-round questions. Respondents were asked to 

complete the round one Delphi within 14 days as 7 days is considered not long enough and 

greater than 14 days may result in the Delphi becoming low priority for respondents, resulting 

in it not being completed (Delbecq et al., 1975) . 
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Figure 3.1: Example of Phase 2 question development 

3.5.6 Data analysis: Round 1 

Responses to Round 1 questions were analysed using qualitative content analysis (Graneheim 

& Lundman, 2004). This approach provided a framework that enabled focus on the responses 

specific to the research question and identification of response similarities and differences. As 

with the method of thematic analysis implemented in Phase 1, qualitative content analysis is 

an iterative, immersive, non-linear process and there is considerable overlap of analysis 

processes (Braun & Clarke, 2006; Graneheim & Lundman, 2004; Vaismoradi et al., 2013). 

However, unlike thematic analysis, data analysis in this phase of the study centres on the 

manifest content of the text and less so on the latent content (Graneheim & Lundman, 2004; 

Vaismoradi et al., 2013). Manifest content analysis involves a descriptive analysis of visible 

and obvious content in the text (Graneheim & Lundman, 2004). However, it is acknowledged 

that there will be some degree of researcher interpretation in the analysis of the text (Graneheim 

& Lundman, 2004; Vaismoradi et al., 2013). 

An outline of how the concepts of qualitative content analysis, as described by Graneheim and 

Lundman (2004), were implemented follows. The components of this method comprise: units 

of analysis, content areas, meaning units, condensing, abstracting, coding and categorising (an 

example of how content analysis was applied is illustrated in Chapter 5.3.2.1). 

Theme 1: Psychological support needs 

Subthemes

Preparedness for a SPC

Psychophysical effects of SPC use

Becoming accustomed to the need for an 
SPC

An SPC as a constant and a nuisance 

PICO framework question

Population / Problem: People who have 
undergone the insertion of an SPC draw 
attention to the psychological adjustments 
required for living with the device 
indefinitely.

The level of support provided by health 
professionals does not consistently match 
people’s psychological adjustment needs.

Intervention: What support is required from 
health professionals  to

Outcome of interest: promote a person’s 
psychological adjustment to life with their 
SPC?
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3.5.6.1 Units of analysis 

A unit of analysis is a section of text that is large enough to be considered a whole and small 

enough to create context for a further step of analysis that identifies meaning units. I decided 

that a unit of analysis would comprise the sum of the responses to each of the six topic sections 

that aligned with Phase 1 themes. This six-sectioned approach assisted with the management 

of a large amount of data and because each topic section comprised one to four interrelated 

questions, fragmentation of the text was avoided. This first sectioning process enabled 

maintenance of the contextual meaning of responses. 

3.5.6.2 Content areas 

Content areas are sections of text that address specific question components or issues. I 

identified content areas within the sections of units of analysis that with little or no 

interpretation shed light on specific areas of content. 

3.5.6.3 Meaning units 

A meaning unit is a group of words, statements or paragraphs that have the same central 

meaning. This step involved identifying sections of text across the content areas that related to 

each other in content and context. 

3.5.6.4 Condensing 

Condensing refers to the process of shortening meaning units while still preserving the core of 

the text. I achieved this by listing the meaning units and, where possible, collapsing similar 

units as one. I condensed the various meaning units into statements that were as close to the 

original text as possible. 

3.5.6.5 Abstracting 

Abstracting is the process through which the condensed text is summarised. This process 

involved the coding and categorising of the text. 
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3.5.6.6 Coding 

Coding involves labelling condensed meaning units in a manner that enabled the phenomena 

to be understood in relation to the context. The coded data are used as tools with which to think. 

Codes were examined and compared for differences and similarity. 

3.5.6.7 Categorising 

The creation of categories is described as the core feature of qualitative content analysis. A 

category is a group of content that shares a coding commonality and is an expression of the 

manifest textual content. Categories have been described as internally homogenous and 

externally heterogeneous (Patton, 1987). All content that related to the research question was 

categorised. The categorised statements formed the content of the second-round survey. 

3.5.7 Data generation: Round 2 

The second-round survey comprised a list of the thematically grouped statements. Respondents 

were asked to indicate their level of agreement with each statement using a numerically coded 

seven-point Likert scale. This psychometric scale was selected because it is the most suitable 

method to elicit responses in relation to level of agreement with a statement (Keeney et al., 

2011). A seven-point scale was chosen to avoid restricting respondents’ choices between the 

two discrete values (1. strongly agree—7. strongly disagree) and to enable the most accurate 

representation of respondents’ evaluations of each statement (Finstad, 2010). Consistent with 

social constructionism theory, the numerical data represents subjective levels of agreement to 

social constructs. Respondents were also provided with the opportunity to provide brief 

comments in relation to their responses. As Round 2 involved Likert scale rating, as opposed 

to open ended free text responses in Round 1, it was considered less than 14 days would be 

needed to return the Round 2 survey. Respondents were asked to complete the survey within 

10 days. 

 

3.5.8 Data analysis: Round 2 

Analysis of the Round 2 data included measurement of the frequency of the expert panel 

members’ collective responses to each statement (Keeney et al., 2011). Likert responses were 

recorded numerically as: strongly agree = 1, agree = 2, agree somewhat = 3, neither agree nor 
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disagree = 4, disagree somewhat = 5, disagree = 6 and strongly disagree = 7. A predetermined 

threshold of 75% or greater for statements attracting agree and strongly agree scoring on the 

Likert scale, as illustrated below, indicated a group consensus of agreement on a statement. 

There are no recognised guidelines for determining the percentage level of consensus. 

However, 75% was selected as the logical midway point between 51%, considered too low 

given the importance of each statement, and the unlikeliness of achieving 100% agreement 

among respondents (Keeney et al., 2006). Statements that attracted a level of agreement at 25% 

or less were omitted from Round 2 survey. Lime survey© software was used to calculate the 

percentages statistical data. The spread of the respondents’ collective judgements, using 

interquartile range, was also calculated and is presented alongside each of the statements that 

achieved a score of ≥75% (Keeney et al., 2006). 

Table 3.1: Example Likert scale frequency, percentage and cumulative percentage 

output rating 

Likert scale level of 

agreement 

Sample statement: The person may feel different about 

themselves after having their SPC inserted and they are 

encouraged to talk about it 

 Frequency Percent Cumulative 

percent 

Strongly agree (A1)      10        45.45%                45.45 % 

Agree (A2)       7        31. 82 %                77.27 % 

Agree somewhat (A3)       3        13.64 %  

Neither agree nor 

disagree (A4) 

      2          9.09 %  

Disagree somewhat 

(A5) 

      0   

Disagree (A6)       0   

Strongly disagree (A7)       0   

Total       22       100.00 %  

 

Descriptive statistics, measures of central tendency, were also manually calculated for each 

Delphi survey statement (Hasson et al., 2000). Median scores were used to provide individual 

controlled feedback to each panel member. Alongside the median scores the respondents were 
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provided with an opportunity to review their responses in relation to the group averages in 

Round 3 (Keeney et al., 2011). Table 3.2 illustrates an example the controlled feedback. 

Table 3.2: Example Round 3 individual controlled feedback with median score 

Statement Your 

response 

from Round 

2 

Overall group 

Response median 

New 

Likert response 

 A2 Agree A3 Agree somewhat A1, A2, A3, A4, A5, 

A6, A7 

3.5.9 Data generation: Round 3 

In this final round, statements that had yet to reach consensus (≥25% and ≤75% rating) from 

Round 2 were again grouped in thematic style and sent to the expert panel via electronic survey. 

The purpose of representing these statements was to enable the participants the opportunity to 

reconsider their Round 2 responses (Keeney et al., 2011). Each panel member was provided 

with feedback on their individual responses to Round 2 statements and group response median 

rating. Respondents were again asked to indicate their level of agreement with the Round 3 

statements using the seven-point Likert scale. Respondents were allowed to retain or change 

their response to the final statements in the light of other experts’ views (Keeney et al., 2011). 

As the number of items requiring Likert scale rating were significantly less than the previous 

round and to avoid decline in response rates (Keeney et al., 2011) respondents were asked to 

complete the survey within seven days. Statements that had reached consensus in Round 2 were 

also appended to the Round 3 survey as a process that has shown to help motivate the 

continuing involvement of the expert panel (Keeney et al., 2011). 

3.5.10 Data analysis: Round 3 

Consensus for the Round 3 survey was analysed as for Round 2 data.  

3.5.11 Delphi consensus outcome 

Each statement that achieved a level of consensus of 75% or greater represented the expert 

panel’s agreement to practices that constitute best practice for the care of adults who live at 

home with a long-term SPC. Outcome statistics for each statement are presented as round 

numbers, consensus percentage, median and Likert equivalent in words. 
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3.6 Trustworthiness 

The standard for establishing trustworthiness in each phase of this qualitative study was 

influenced by those developed by Guba and Lincoln (1989) and further expanded by 

Graneheim and Lundman (2004). The criterion that demonstrates trustworthiness or judging 

the soundness of a study includes its credibility, transferability, dependability and 

confirmability. Table 3.3 defines the meaning of these terms and how I approached establishing 

trustworthiness. 

Table 3.3: Establishing trustworthiness 

Criterion Definition; evidence 

Credibility The results are believable; readers are provided with enough detail so that 

when they encounter the experience, they can recognise it 

Involving expert groups with various expert experiences increases the 

possibility of shedding light on the research from a variety of aspects 

Transferability Wide geographical consultation contributes to a rich variation of the 

phenomena 

Dependability Relates to clarity around the degree to which the research can be transferred 

to another person or place; readers are provided with enough contextual 

information 

Confirmability A reliable account of the study is provided, including changes and decisions 

made; an audit trail has been maintained 

Genuine and verifiable data, established when the above three criteria are 

achieved 

Adapted from Guba and Lincoln (1989) and Graneheim and Lundman (2004). 

Considering the above elements that would demonstrate trustworthiness, I adapted the guide 

offered by Nowell et al. (2017). This guide addresses trustworthiness for each of Braun and 

Clarke’s (2006) six phases of thematic analysis, as previously outlined, implementing Guba 

and Lincoln’s (1989) trustworthiness criterion. Table 3.4 highlights how trustworthiness was 

established during the Phase 1 thematic analysis of data and the Phase 2 qualitative content 

analysis. 
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Table 3.4: Establishing trustworthiness 

Phases of analysis Means of establishing Trustworthiness 

Familiarising with the data Prolonged engagement with the data 

Journal of reflective thoughts 

Documentation of early ideas about potential codes 

Maintaining raw data in well-organised archives 

Records of all data field notes, transcripts and reflective 

journals 

Generating Initial codes Reflective journalling 

Use of a coding framework 

Audit trail of code generation 

Searching for themes Mapping to make sense of theme connections 

Keeping detailed notes about developing concepts and 

themes 

Reviewing themes Test for referential adequacy by returning to the raw data 

Defining and naming 

themes 

Documentation of theme naming 

Documenting statements 

Producing the report Describing process of coding and analysis in sufficient detail 

Thick description and inclusion of data extracts 

Report on reasons for theoretical, methodological and 

analytical choices throughout the study 

Adapted from Nowell et al. (2017). 

3.7 Ethical Issues 

Prior to the commencement of this study, I undertook to protect the rights and wellbeing of all 

participants. Ethics approval was obtained from the Tasmanian Health and Medical Research 

Ethics Committee reference number H0016989 (see Appendix 9). As researcher, I value the 

voluntary contribution from participants. Every effort was made to protect and maintain the 



76 

rights and integrity of each participant to ensure that no harm occurred as a result of their 

participation. 

Each participant was provided with the opportunity to discuss the study with the researcher and 

have his or her questions answered. Participants were given detailed information about the 

study and the nature of their involvement. An information sheet that explained the study and 

the requirements of participants was also provided.  

Participants were assured that every step would be taken to maintain confidentiality and they 

would not be individually identifiable to any other participant, in any resulting thesis, 

publication or presentation. Participants were also aware of their right to withdraw from the 

study without need for explanation. Informed consent to participate was formalised when each 

interview participant had read and signed a consent form and when Delphi respondents returned 

the expression of interest form.  

In the unlikely event that any interview participant may have experienced distress as a result 

of their participation, the name and contact details of a professional counsellor were given to 

each participant prior to their interview. I also concluded each interview on a positive note 

(Liamputtong, 2013), asking participants to share their opinions on the benefits of living with 

an SPC. I also ensured that I had time after the conclusion of each interview for the participant 

to debrief (Liamputtong, 2013). No distress was exhibited or expressed by any participant 

during or after their interview and I am not aware of any participant requiring access to the 

counsellor. 

3.8 Conclusion 

This chapter delineated the researcher’s philosophical position and the methodology for this 

study. A rationale was provided for the selection of a social constructionist approach. The two-

phased mixed-methods study comprising in-depth interview and Delphi survey, including the 

related recruitment processes, were explained. The four phases of data collection and 

associated data analysis methods were presented. The chapter outlined the standards for 

establishing trustworthiness and those for maintaining and respecting the rights and wellbeing 

of all participants. Chapter 4 presents the Phase 1 findings.  
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Chapter 4: Phase 1 Findings 

The previous chapter described the study design. Within this chapter, I present the phase one 

interview data in thematic style. In keeping with social constructionism, whereby careful 

attention to detail and understanding the variability of context underpins the creation of new 

knowledge (Burr, 2015), a brief introduction to each of the 10 interview participants precedes 

this section. Social context is an important component of a study guided by social 

constructionism, as people’s accounts of reality are influenced by their varied circumstances 

and environments (Berger & Luckmann, 1991). This background allows insight into the world 

from which each participant’s experiences and perspectives emanate. Further, it assists the 

reader to understand how the interpretations from the data were constructed and contributes to 

the decision trail, to facilitate auditability and trustworthiness (Guba & Lincoln, 1989). The 

participants had individual social circumstances and health histories leading to the need for 

their SPC, and each had their device for a different period.  

4.1 Participants 

4.1.1 Participant 1: Ray 

Ray was an active 62-year-old man who lived with his wife, a retired nurse. Ray had retired 

some years earlier. Cancer of the prostate had led him to acquire his SPC. He explained that 

following the surgical treatment of his prostate cancer, he developed intractable urinary 

incontinence. Ray had incomplete bladder emptying and no control of urine flow. The volume 

of urine leakage was considerable. Ray had found continence pad use unsatisfactory, and 

external penile sheath use was unsuitable due to associated penile ulceration. Ray said that, in 

consultation with his urologist, it was decided that the insertion of an SPC was the next step 

for his bladder control. Ray had had his SPC for six and a half years. 

Even though Ray had continuous urine drainage by way of his SPC into a leg bag, his urethral 

urine leakage had persisted. Ray had to return to the use of continence pads for urine 

containment. Ray explained that the SPC drained most of the time but bypassed a lot, although 

not every day. Ray conveyed that the SPC had at least enabled him some bladder control and 

he presented as resigned to his situation. Ray said there was ‘no point jumping up and down 

… I just do what I’ve got to do’. 
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Throughout the interview with Ray it was apparent that he had a somewhat casual approach to 

many aspects of his day-to-day SPC-related care. Ray simply attended to tasks, such as 

replacing his drainage bag, when they appeared to require it, rather than following 

recommended replacement intervals. Notwithstanding his casual approach, Ray had 

experienced only one CAUTI during his six and a half years of having his SPC and no incidence 

of catheter blockage. Unlike Ray, the next participant Nicolle had a much more disciplined 

approach to her day-to-day SPC-related care. 

4.1.2 Participant 2: Nicolle 

Nicolle was a 77-year-old woman who lived with her husband. Nicolle had had her SPC with 

continuous bladder drainage for 13 years, required following the surgical removal of a benign 

spinal tumour. Nicolle had incomplete paraplegia. This impeded the neurological control of 

her bladder, which could not empty. She was also unable to stand and used a wheelchair. 

Despite these physical limitations, Nicolle was independent and self-caring. She said that she 

had her self-care activities ‘down to a fine art now’, describing herself as ‘very fussy’ with her 

SPC. She provided meticulous detail throughout her interview.  

Adherence to SPC-related protocols and recommendations was important to Nicolle. Breaches 

in catheter practices, actual or anticipated, caused her anxiety, leading her to ‘nag’ nurses 

particularly when her SPC was being replaced. Nicolle had worked as a carer in a nursing home 

in her later life. She said that she thought that this experience was beneficial to her now, 

especially in relation to ‘being aware of germs and doing the right thing’. However, despite her 

best efforts, Nicolle suffered repeated CAUTI, at least six per year. Catheter blockage was not 

a problem for her. Nicolle had had her SPC for the longest duration of all participants. The next 

participant Dudley had had his SPC for the shortest duration. 

4.1.3 Participant 3: Dudley 

Dudley was an 87-year-old man. He lived with his wife Shelly, who was also present during 

his interview. Dudley had had his SPC for nine months and used a leg bag for continuous 

bladder drainage. Leading up to the insertion of Dudley’s SPC, he had become acutely unwell 

and been admitted to hospital, where he was found to have urosepsis. This infection was 

secondary to an enlarged prostate and a two and a half litre urinary retention. A five-week 

recovery in hospital was followed by a long period of rehabilitation. Although Dudley 
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recounted a remarkable degree of recovery, he now ambulated with a wheeled walker and 

required daily living support, provided by Shelly.  

Dudley had undergone prostate surgery. However, the chronic over-distension of his bladder 

had permanently impaired his bladder contractility. He had failed a trial without his catheter. 

Dudley and Shelly presented as still coming to terms with the permanency of the SPC. Shelly 

related that she thought the trial without his catheter was not long enough, some six or seven 

hours. She also believed that the hospital environment was not conducive to ‘giving it a fair 

chance’. Dudley said that when he was told that he would need to have a catheter permanently, 

it was ‘a fairly big thing to think about’.  

Although reporting no complications from the SPC, such as CAUTI or SPC blockage, the 

couple were observably uncomfortable adjusting to day-to-day life with the SPC. This 

awkwardness included an awareness of the ever-presence of the SPC and its maintenance 

requirements. However, with Shelly’s support, together they appeared to be working it out. The 

next participant Brian had recently lost his wife. 

4.1.4 Participant 4: Brian 

Brian was an 88-year-old man, living alone. A widower, his wife had passed away six months 

earlier. Brian had had his SPC using continuous bladder drainage for seven and a half years. 

His reason for having his SPC inserted was unclear. However, Brian explained it as ‘a well-

known problem by older men, constantly being interrupted at night-time having to get up far 

too frequently’. Brian made no reference to prostatic enlargement; however, it is the most 

probable cause, with bladder over-distension and related nerve impairment. His urologist had 

surgically implanted a sacral nerve neuro-stimulator, which uses an electrical current to 

stimulate the bladder nerves in an effort to regain bladder function, but this had not been 

effective. 

Brian was an independent man who attended to all aspects of his day-to-day SPC-related care. 

He said that living with his SPC had been ‘variable’ and explained his SPC-related routines 

and some of his experiences, including intermittent ‘mishaps’. He had had no problems with 

SPC blockage and only one CAUTI two years earlier. However, this had been a ‘major’ CAUTI 

that he ‘vividly’ recalled. His CAUTI symptoms had caused him to collapse, falling to his 

lounge room floor late at night. He described how he had managed to crawl across the floor to 

raise alarm with his wife who had been asleep in bed. Brian described this incident of dragging 
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himself across the carpet on his elbows as the worst half an hour of his life. He had required 

hospitalisation for 10 days and spent a further three weeks in rehabilitation, where he had learnt 

to walk again. He had also suffered burns to his elbows from the carpet that had taken a long 

time to heal. Brian said that, as he now lived on his own, the risk of CAUTI was even more of 

a concern to him.  

4.1.5 Participant 5: Phillip 

The next participant Phillip was a very fit and active 74-year-old man. Phillip had had his SPC 

for nine years and used a valve for intermittent urine drainage. Five years prior to his SPC 

insertion, Phillip had been diagnosed with prostate cancer. During those five years, Phillip had 

undergone cancer therapies, including radiotherapy and brachytherapy. Four years following 

these treatments, a urethral stricture had developed as an adverse effect of radiotherapy. An 

urethrotomy did not resolve the urethral outlet obstruction. As there were no alternative 

treatments, Phillip’s urologist had told him that he would need to have an SPC. Phillip said that 

he had rejected an SPC in his mind. He had wanted to ‘get fixed’ and naively asked his urologist 

‘why can’t we just replace the bladder and urethra?’ He said his urologist had quipped ‘as soon 

as you see when it’s advertised on TV, let me know and we’ll do it’. Phillip said he had then 

realised that his situation was a lot more complex than he had understood it to be. Phillip did 

undergo one more cancer treatment, a salvage prostatectomy, and it was at about that time that 

he also had his SPC inserted. 

Phillip referred to his SPC as a ‘nuisance’. However, he had not allowed the SPC to impede 

his outdoor pursuits, continuing to enjoy bush walking and cycling. However, malfunction of 

his SPC while in remote locations had posed Phillip serious challenges on more than one 

occasion. Catheter blockage in remote bushland for example had left Phillip with no alternative 

other than to replace the SPC himself. This situation was something for which, the first time, 

he had not been adequately prepared. He described the experience of replacing his SPC as 

‘worrying’ in a ‘desperate situation’. Phillip had experienced catheter blockage occasionally 

and had had no episodes of CAUTI.  

4.1.6 Participant 6: Ian 

The next participant Ian was a 78-year-old man who lived with his wife. Prostate cancer had 

also led Ian to acquiring his SPC 12 years earlier. He used a leg bag for continuous bladder 

drainage. As for Phillip, the previous participant, Ian had also decided that brachytherapy was 
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his best treatment option. In hindsight he said it was not, as something ‘had gone wrong’ with 

the procedure. Ian described painful complications necessitating a series of operations. He said 

the last procedure had been a major one that had left him totally incontinent and with an SPC. 

Ian said, ‘I was determined I was going to beat it and I wasn’t going to carry a [urine drainage] 

bag around’. However, in the end, an SPC had been his only option.  

Ian also experienced significant urethral urine leakage. Ian restricted the leakage with a penile 

clamp. Although the clamp provided improved control, Ian also needed to wear a continence 

pad. Ian said that if he did not have a penile clamp to reduce his leakage, he would ‘just about 

give it away’. He related that living with his SPC was a nuisance that affected just about 

everything he did. This view was compounded by painful CAUTI, which had increased in 

frequency over the past 12 months. Ian reflected that he did not know why he was having 

CAUTIs. He said that he thought he was ‘doing everything right’ and that he was ‘very careful’ 

with his catheter-related self-care. He had not experienced catheter blockage.  

4.1.7 Participant 7: Penny 

The next participant Penny was an energetic 74-year-old woman who lived with her husband. 

Non-resolving urinary retention following the surgical repair of an abdominal aortic aneurism 

had led to her needing an SPC. Penny had had her SPC with intermittent valve drainage for 

seven and a half years. Penny reflected that having to have an SPC was preferable to being 

urinary incontinent. 

Penny reported only one CAUTI many years earlier and no catheter blockages. It was evident 

that Penny was pleased with her SPC-related self-care and that she had kept it problem free. 

She frequently remarked that her SPC was ‘not a problem at all’ and generalised that caring for 

it was as ‘easy as falling off a log’, indicating that her self-care did not take much effort. 

Although Penny’s SPC self-care practices followed a strict routine, she had modified some 

recommended catheter practices, including drainage equipment replacement intervals and re-

use.  

4.1.8 Participant 8: Fred 

Fred was a 76-year-old man who lived with his wife. Fred had a history of prostate cancer and 

had undergone radiotherapy, approximately one year after which he had developed ‘bladder 

problems’ that progressed to acute urinary retention. Fred was found to have a retention volume 
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of around four and a half litres. He underwent prostate surgery and an SPC was inserted at the 

same time. Fred said he was told by his urologist that there was a 50% chance that his bladder 

contractility would return. However, the over-distended bladder did not recover and the SPC 

remained as permanent. Fred had had his SPC for four years and used a leg bag for continuous 

drainage. 

Fred said that, now, his SPC did not worry him. He stated that the main issue had been that it 

was ‘an embarrassing thing to have’ and that ‘you can’t quite operate like you can normally’. 

However, he said that there were no real issues now and that his SPC did not ‘hinder’ him 

‘doing things’ that he would normally do. He described SPC-related self-care as ‘fairly 

straightforward’. He reported no CAUTI or catheter blockage. 

4.1.9 Participant 9: Lucy 

The next participant Lucy was an 85-year-old woman who lived alone. Lucy had a past history 

of recurrent urinary tract infections leading up to her SPC insertion. Following an episode of 

urosepsis, she was found to have urinary retention secondary to a large bladder calculus. The 

calculus was removed and an SPC was inserted at the same time. While Lucy’s bladder 

contractile function did return to a degree, she remained unable to void completely. As such, 

her SPC was fitted with a valve for intermittent urinary drainage as a means of emptying the 

bladder. Lucy would void normally throughout the day, then open the valve to release the 

residual urine before bed, before connecting a night bag to the valve for overnight urine 

drainage. Lucy had had her SPC for one and a half years. 

Lucy related that she did not perceive her SPC as much of a problem. In part she attributed this 

viewpoint to her disposition as the ‘toughy’ of her family in relation to health. By comparison, 

she described her older sister, at 90 years of age, as a ‘nervous type’ who had had more trouble 

with her own SPC. Lucy also believed that she took good care of her SPC and followed the 

advice of health professionals. A community nurse visited Lucy at home weekly to replace the 

valve and ‘keep a check’ on her wellbeing. Lucy experienced occasional CAUTI, which she 

considered ‘natural’. She did not experience catheter blockage. 

4.1.10 Participant 10: Amber 

The last participant, Amber, was a 49-year-old woman who lived with her husband. Unlike the 

other participants who all resided in suburbia, Amber lived in a semi-rural location. Amber had 



83 

multiple sclerosis, which affected her ability to walk, necessitating the use of a wheelchair. 

Neurological impairment had also affected her bladder control and she could not voluntarily 

empty her bladder. Amber had had her SPC with a valve for intermittent urine drainage for five 

and a half years. Amber’s husband assisted her with some aspects of daily living, including 

some of her SPC-related care needs. 

Amber said having an SPC was ‘horrible’. Amber had frequent CAUTI, which she averaged 

as occurring monthly. Her CAUTI-related symptoms were described as painful with related 

bladder spasms and urethral urine leakage. When Amber experienced these symptoms, she 

would call for an ambulance to transport her to the public hospital emergency department. On 

three occasions, Amber had had urosepsis. She said that this ‘very scary’ deterioration could 

develop quickly. She recollected details of her experience in an intensive care unit and of how 

she had ‘nearly died’. Amber also experienced catheter blockage. However, when blockage 

occurred, her husband would replace her SPC, thus avoiding the need for medical assistance. 

Amber said that she did not understand why she experienced CAUTI and catheter blockages. 

She did not think that it was related to her catheter-related care practices. She concluded that 

for ‘some people it just happens’. 

Having introduced the 10 interview participants, the next section presents the thematic 

interpretation of their stories. The aim of this phase of the study was to explore long-term SPC 

users’ self-care practices and support needs. Although the participants shared the commonality 

of living with a long-term SPC and expressed similar experiences and opinions, there were also 

variations.  

The participants’ responses have been grouped and presented under six themes:  

4.1 Psychological Support Needs  

4.2 Planning Ahead 

4.3 Cystostomy Site Care  

4.4 Suprapubic Catheter Replacement 

4.5 Drainage Equipment Practices 

4.6 Complication Management and Avoidance. 
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4.2 Theme 1—Psychological Support Needs 

The theme Psychological Support Needs highlights the participants’ preparation and support 

needs as recounted by them when describing their early experiences of living with their SPCs. 

This overarching theme is considered foremost as it captures a person’s intellectual and 

emotional needs in association with the significant changes that acquiring and living with a 

long-term SPC brings about. There are four interrelated subthemes within this theme: 

• preparedness for an SPC 

• psychophysical effects of SPC use 

• becoming accustomed to the need for an SPC  

• an SPC as a constant and a nuisance. 

4.2.1 Preparedness for an SPC 

The sub-theme Preparedness for an SPC presents what it is like for people when they learn 

that they require a permanent SPC. Participants drew attention to the effect of the change to 

their body and its function and the intrusiveness of an SPC. It was clear that the support 

provided by health professionals did not match their psychological adjustment needs. However, 

not all participants were affected to the same level. Resilience brought about by a person’s 

previous experience of ill-health has benefits for their psychological preparedness for an SPC, 

as can prior urinary catheter experience and accessibility to supportive others.  

Two participants indicated that there is a need for informed health professionals to provide 

detailed information in a sensitive manner to people who are to have a permanent SPC inserted. 

Their stories indicated that the preparation and support they received from health professionals 

had been suboptimal. Nicolle said that she had not been adequately prepared by health 

professionals for her SPC despite the ample opportunity provided by her having been an 

inpatient for some time before and after her SPC insertion. She explained: 

I often think it might be nice if somebody in hospital [who was to have a new SPC inserted] 

did have somebody that they could talk to properly about everything, or have someone talk 

to them about the things that—what it’s going to be like and everything else. (2) 502–504 

Before returning home with an SPC, Nicolle recommended the need for detailed information 

from health professionals, including about practical day-to-day self-care and information to 
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help understand and anticipate feelings. Nicolle conveyed that the opportunity for mastery and 

her psychological support needs had been overlooked or underestimated by health 

professionals. This oversight had left her feeling vulnerable and afraid: 

even [for it to be explained] what it’s going to be like when you’re at home and you’re in 

charge of doing everything, like changing your leg bag and all that sort of thing. I was terrified 

the first time I had to do that. It’s a big deal. And it doesn’t seem like a big deal, but it is a 

big deal. (2) 504–507 

Nicolle felt that health professionals misunderstand the impact of permanent SPC use: 

people do need to talk to somebody, I think. Because it is a big deal—and—it’s like this—I 

mean, this is forever. In my case, it will be forever, and I don’t like that. (2) 526–528 

Indefinite SPC use brings about significant life change. Therefore, the way a person learns 

about the need for their SPC needs to be approached with sensitivity. Dudley, the relative 

novice to the experience, had had his SPC for nine months at the time of the interview, and his 

recollection of hearing that he would need a permanent SPC was the most expressive. Dudley 

found that health professionals had little insight into the emotional impact for him of finding 

out that he would need to have a permanent SPC: 

they just fling it at you [that you need a permanent SPC]. (3) 252 

Dudley had had a urethral catheter for some time leading up to the need for his SPC. Although 

he had no prior knowledge of urethral urinary catheters, he said that he had accepted his urethral 

catheter because he had understood that he would only require it for a defined period: 

I’d never had a catheter at all. And they gave me the urethral catheter. Then I thought, well 

it’s only for a little while. … It’s only for a little while and it will be gone. (3) 252–254 

It was difficult for Dudley to contemplate that he would require a permanent SPC when he 

failed the trial without his urethral catheter: 

And then to be told, no, it didn’t work. We’re going to have to put a permanent one in … It’s 

something that you don’t like thinking about. (3) 254–258 

In contrast to Dudley and Nicolle’s experiences of unpreparedness for their SPCs was Ray’s 

recollection. As there had been no further treatment options available to Ray, he understood 
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the insertion of his SPC to be the ‘next step’. Despite not knowing what having an SPC entailed, 

Ray was accepting of his urologist’s recommendation to have one:  

I thought what the bloody hell’s that [an SPC]. He told me blah blah blah. I said go for it. (1) 

29 

Ray said that having his SPC did not worry him. He also talked about multiple chronic and 

severe health challenges that he had faced in the past 15 years. These included painful arthritis 

throughout his body, associated joint replacement and cervical spinal surgery. He had also 

endured treatments for bowel cancer and prostate cancer. There had been recent news too of 

the presence of markers of a further cancer. In the telling of his health history, Ray pointed to 

his resilience brought about through his experiences of adversity in health: 

As I say, I’ve had that much stuff done to me. (1) 255 

nothing worries me, mate. (1) 380 

Though not discussed at length during the interview, Ray’s wife had been a registered nurse. 

Ray conveyed confidence in her professional expertise, particularly if there was a problem. 

Ray’s wife’s support is likely to have positively influenced his early experiences of adjustment 

to life with an SPC. 

Penny’s account of her preparedness for acquiring her SPC was also more positive than Nicolle 

and Dudley’s experiences. Similar to Ray, Penny said that she had no concerns or difficulties 

with her SPC. Throughout her interview, Penny frequently referred to her SPC as ‘not a 

problem'. For some time prior to her SPC insertion, Penny had had a problematic urethral IDC, 

which had bypassed continuously: 

They originally put one up through here [urethra]. [My urologist] said to me, ‘We’ll do it that 

way [urethral] and see how you manage.’ Well, that was no good at all! It just leaked all the 

time, and I didn’t really want that sort anyhow, but I didn’t know that there was one of these 

others [SPC]. So, he explained to me about this other one and I said, ‘Yes. I think I’ll do that.’ 

So … I went back to theatre and they just put that one in, and I’ve never had an ounce of 

trouble. (7) 16–21 

Penny’s prior experience of the complexities of problematic catheter management is likely to 

have influenced her acceptance of her problem free SPC. Penny’s advice for others having to 

undergo SPC placement echoed Ray’s comments: ‘go for it’! 
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It was evident that people have positive and less positive psychological experiences in relation 

to their preparedness for life with an SPC. Likewise, people who are to have an SPC inserted 

have varying levels of support needs, as shaped by their prior experiences and the availability 

of support from informed others. Notwithstanding people’s initial psychological preparedness 

for their SPCs, people can also be affected on a longer-term psychophysical level. 

4.2.2 Psychophysical effects of SPC use 

The psychophysical effects associated with long-term SPC can be further divided into three 

closely linked but distinct aspects: 1) The intrusive physical nature of an SPC, 2) the perception 

of the SPC as ‘alien’ and 3) the effect on how the participants’ felt about themselves due to 

having an SPC. 

4.2.2.1 An intrusive device 

Alongside receiving the unanticipated information of the permanent need for an SPC was 

Dudley’s realisation that the catheter would be protruding from his lower abdomen: 

the fact that you’re looking at having to have this thing stuck in you and it’s going to be 

there for life! (3) 257–258 

Like Dudley, the thought of an externally visible invasive medical device traversing an internal 

excretory organ had been difficult for Nicolle to accept. Nicolle explained: 

and it’s part of your body and it’s inside you, that catheter. Which is a horrible thought 

really. (2) 507–508  

While the anatomical location of an SPC may be common knowledge for health professionals, 

for the person who is to have an SPC placed it is not. For Dudley and Nicolle this concept had 

been distressing. Both Nicolle and Dudley felt disturbed by the physical intrusiveness of an 

SPC. Other participants, Phillip and Brian, used terminology that signified dissociation from 

their SPCs, as seen in the following subsection.  

4.2.2.2 An alien body 

As Phillip explained:  

it’s an alien body. I never consider it part of me. (5) 462–463 
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For Brian, even after seven and a half years of four weekly routine catheter replacements, he 

reflected on the intrusion of the succession of ‘alien bodies’ exiting and entering his body:  

it’s always sort of you know, I’ve got another alien body inside me (4) 23  

Amber, who had experienced multiple complications with her SPC, spoke of her catheter as an 

unwanted intruding object. Amber described her SPC as being constantly rejected by her body:  

it’s a foreign body, you know. It’s trying to always come out. (10) 101 

For these participants, it was clear that they had not and would be unlikely to incorporate this 

medical device as part of their being. An SPC does not necessarily become accepted or 

embodied over time. 

4.2.2.3 Impact on self-image 

SPC use also alters the physical appearance of a person’s body. For Fred, his SPC had brought 

about feelings of embarrassment: 

it did worry me a bit at first, I suppose, just the, what’s the word I am looking for? 

Embarrassment sort of thing to have it. (8) 59–60 

In addition to embarrassment about his body image, Fred relayed that people with an SPC could 

feel a sense of loss of a body function. This sense of loss is compounded by the fact that it 

pertains to a normally taken-for-granted private bodily function. This too can bring about 

feelings of embarrassment: 

the embarrassment side of it I guess, you know, to think oh well oh yeah, you can’t quite 

operate like you can normally. (8) 413–414  

Nicolle expressed her personal discomfort with her changed body and its function even though 

her family were supportive of her SPC-related change in circumstances. Due to the private 

nature of having an SPC, her use of one was not something that she had felt comfortable making 

known to others and this had created difficulties for her: 

it’s not something you really want to share. I mean, my family are really good about it, but 

it’s not something you really want to share with people. It isn’t very glamorous. And it’s hard. 

(2) 124–126 
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This sub-theme has highlighted the psychological impact of SPC use and the effect of this on 

people’s preparation and adjustment support needs. The following sub-theme expands on the 

issue of adjustment as people became accustomed to the need for their SPCs. 

4.2.3 Becoming accustomed to the need for an SPC 

The sub-theme Becoming Accustomed to the Need for an SPC shows that most of the 

participants initially felt that acceptance or adjustment to life with an SPC would be 

unachievable, and some had refused to believe an SPC was their only or best option for 

managing their disease. However, becoming accustomed to the need for an SPC was integral 

to moving forward with their new way of being. Notably though, becoming accustomed is not 

necessarily synonymous with acceptance. 

Phillip recounted how he had initially fought the reality that he would need a permanent SPC. 

He wanted to relay to others who were to have an SPC that struggling against it was futile: 

Okay. If a surgeon says, ‘You need a suprapubic catheter,’ don’t fight it, because there’s 

obviously a realisation that you’ve reached an irreversible position and that’s the only option 

available. So, accept that and make the best of it. (5) 460–462 

Similarly, Lucy related that acceptance of the reality that a person needs to have an SPC is an 

initial and necessary step towards adjusting to life with it: 

you’ve got to accept the fact that you have got it, there’s not much you can do about it (9) 

509 

This realisation was profound for Ian. Like Phillip, Ian had initially rejected his need for a 

lifelong SPC: 

So, the situation I’m in now, the main thing is I’ve accepted the catheter is there for the rest 

of my life. There’s nothing I can do about it. (6) 68–69 

For Ian, his acceptance of the need for his SPC had clearly required a psychological shift. His 

non-accepting stance had served no purpose, and this had been psychologically exhausting for 

him: 

there’s a mental thing to it, as well. If you know you can’t do anything about it, you’ve just 

got to—if you can accept it, it isn’t as bad as if you’re thinking about it the whole time. (6) 

132–134 
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Ian had relayed that, once he had changed his mental attitude and accepted the need for his 

SPC, adjustment to its presence had become easier. This mental shift allowed him to see the 

positive side of having an SPC—that it could increase the length of his life:  

And the alternative—well, there is no alternative and you just have to accept that. I would 

rather have—I’m 78. If I could have another 10 years, I would be grateful. Anything over 

that would be a bonus. (6) 435–437 

Despite Ian’s struggles and disappointment with the suboptimal function of his SPC, he had 

come to terms with its presence: 

I’m pretty glad to be here. And if I have to wear that [SPC] for the rest of my life, I will. (6) 

100  

This sub-theme highlights people’s struggles as they become accustomed to the need for their 

SPC. However, as the next sub-theme shows, it is also necessary to integrate this medical 

device into one’s daily life. 

4.2.4 An SPC as a constant and a nuisance 

The sub-theme An SPC as a Constant and a Nuisance draws attention to the risk of burden 

with long-term SPC-related self-care obligations. The participants expressed their constant 

awareness of the ever-presence of their SPCs and the associated maintenance demands. Most 

described managing their SPC as an everyday nuisance.  

For Ian the management of his SPC affected all aspects of his day-to-day life: 

It’s a nuisance. It’s intrusive, it affects everything you do. (6) 102 

Similarly, Phillip described the management of his SPC as a nuisance. To cope with this, he 

had learnt to tolerate it: 

Yeah, there’s no other word for it. It gets in the way. Day-to-day, I just don’t worry about it. 

(5) 64 

In contrast, Fred said his day-to-day management of his SPC did not present as bothersome or 

intrusive but was rather an unavoidable inconvenience to which he had learnt to adapt: 
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I wouldn’t say there’s any real issues, I mean, it’s quite fairly straightforward. Probably apart 

from the inconvenience but you just got to work around that. (8) 422–423 

Adjustment to day-to-day life with an SPC takes time and practice. Catheter-related 

maintenance and adjustment are not optional. There are new routines to incorporate within day-

to-day life. As Brian relayed, an SPC has an inescapable presence: 

it’s becoming accustomed to it, getting to live with it. It’s just there. (4) 630 

Brian also reflected upon the persistent attention that an SPC requires and perhaps the 

monotony of that too: 

Because this just never stops working, it’s drip, drip, drip all the time. And it relies on gravity 

I suppose, and gravity is always there. (4) 751–752 

The theme Psychological Support Needs has highlighted the psychological issues and related 

support needs of people who have had an SPC inserted. However, there may be individual 

variations in need. The next theme moves beyond people’s initial experiences and impressions 

of life with an SPC to present participants’ day-to-day experiences and related opinions of self-

managing their SPCs, including outside the home. 

4.3 Theme 2—Planning Ahead 

The theme Planning Ahead relates to fundamental SPC-management practicalities, particularly 

for brief and extended time away from home. This theme relates to integrating and coordinating 

SPC related needs into daily life. These aspects of self-care include managing urine drainage 

and SPC maintenance in social and unfamiliar environments. The unpredictability of catheter 

function (e.g., blockage) and inadvertent SPC dislodgement also gave rise to urgent self-

management strategies. 

This theme comprises four interrelated subthemes: 

• monitoring and controlling drainage 

• toilet access  

• holidays 

• emergency catheter replacement. 
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4.3.1 Monitoring and controlling drainage 

The sub-theme Monitoring and Controlling Drainage relates to people’s attention to their 

urinary elimination needs—that is, draining urine from either a leg bag or catheter valve—

when away from home. This aspect of self-care requires careful planning as it is important for 

people to be in a location where they can discretely drain urine before the drainage bag or 

bladder reaches capacity. As discussed in the literature review, obstructed urine flow and 

bladder over-distention are to be avoided to minimise complications, including CAUTI and 

urine leakage: 

Dudley spoke of his constant awareness of his SPC-related drainage needs and the associated 

preplanning required when away from home. This was a key issue for him:  

The limitations it puts on you. The fact that you have to think before you do anything. (3) 

207 

Brian explained that outings necessitated consideration of how much time he would have 

before needing to empty his drainage bag: 

the leg bags I wear, after two hours you really should be thinking of emptying it; two and half 

hours it’s starting to fill up. (4) 734–735 

To extend the fill time of his drainage bag prior to going out, Brian would manipulate his urine 

output by decreasing his fluid intake. Due to the need to coordinate his whereabouts with a 

suitable facility to drain his urine bag, such titration was necessary to minimise the need to 

locate a facility: 

so I have to modify my water intake if I’m going out. … yes, you’ve got to try and think 

ahead. … as to where you’re going to be. (4) 739 

This skilful planning would be in jeopardy if an outing was of a longer or unpredictable 

duration. Many commonplace activities would fall within this category. For Nicolle, a visit to 

her hairdresser brought feelings of apprehension: 

I’m always worried—this is my big thing. I go to the hairdresser and I’m going to get my hair 

coloured, my greys done, and when I do, you might be there for a while. So, I don’t drink 

much before I go, and I don’t drink while I’m there. (2) 539–542  
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There is a need for preplanning to avoid unease when venturing outside the familiarity of home. 

As stated by Brian, it is necessary to monitor and control urine output volumes in alignment 

with toilet locations: 

you always have to be prepared for the state of your leg bag before you set out, and then 

you’ve got to know where ports of call are in case you’re out a lot longer. (4) 728–730 

While draining a leg bag or releasing a catheter valve while out may seem uncomplicated, the 

following sub-theme shows that it is not quite so straightforward.  

4.3.2 Toilet access 

The sub-theme Toilet Access when away from home was noted as problematic by three 

participants. Two male participants spoke of the need to locate suitable toilets, as having a 

drainage bag strapped to their upper or lower leg made the usual practice of urinal use 

impractical. As Fred explained: 

if I’m out or somewhere, because I can’t use the normal urinals, I got to always go to a cubicle 

or a disabled toilet (8) 269–270 

Ian also sought out the privacy of a public toilet designed for people with disability or a facility 

that had a cubicle when away from home. It was clear that discretion was as important as 

practicality when draining an SPC in public facilities: 

you’ve got to find a cubicle instead of a urinal. I don’t like … you’ve got to pull your pants 

down. I don’t like doing that and that’s very annoying because they don’t provide many 

cubicles. (6) 102–105 

Ian’s experiences indicated that there was limited availability of toilets with a cubicle for male 

use. He noted that this was also the case in large, modern shopping complexes. Therefore, 

outings necessitated forethought and planning: 

If you look at the whole of Wellington centre, which has got restaurants everywhere and it’s 

a huge place and there is one cubicle in the men’s only. So, I have to plan for that. (6) 105–

106 

Ian and Fred had sought the privacy of a cubicle or a toilet designed for people with disability 

to attend the drainage of their leg bags. However, Nicolle said there were also too few 

disability-designed toilets. Nicolle required a toilet capable of accommodating her wheelchair 
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when she needed to empty her leg bag, but had found their availability unreliable. Fortunately, 

Nicolle had family members who understood her situation who would pre-visit premises to 

check for suitability:  

And it’s also hard when you go out to dinner sometimes. They’ll say, yes, they have a disabled 

toilet, and no, they don’t have a disabled toilet. … You know, that sort of thing is … I really 

make sure now …that … I can get into a toilet. … But it’s those sorts of things that … I get 

anxious about … and all my kids—we’ve got three kids … I’ll go somewhere and they say, 

‘you can get in there Mum.’ And ‘they’ve got a good toilet.’ ‘I went and had a look.’ They’re 

always scouting for me, which is good. (2) 135–147 

As a substitute, in the event of toilet inaccessibility, Nicolle and Dudley spoke of how they 

carried a plastic bottle to empty their drainage bags. As Nicolle recounted: 

I’ve got a bag—a little carry thing down there and I’ve had a bottle in there and I think … 

well if the worst comes to the worst, I’ll just say … look, just take me to a little corner, turn 

me around; I really have to empty my leg bag … that was my Plan B. (2) 543–547 

When Dudley was still driving, he had kept his contingency plastic bottle in his car: 

we used to carry a big plastic bottle in the back [seat of the car] … I could sit in the seat and 

just release it into there. That meant I didn’t have to stagger around somewhere on that 

[walking frame] looking for somewhere. … It’s the worries of—because you don’t want to 

ask to use somebody’s toilet. And the fact that you can’t use a urinal (3) 207–214 

Planning for elimination needs when away from home is a necessary practicality of SPC-related 

self-care. Awareness of drainage equipment fill time and capacity, along with knowledge of 

the location of suitable facilities to drain urine, enabled people to anticipate their SPC drainage 

needs. However, being away from home for extended periods such as a holiday required 

additional planning.  

4.3.3 Holidays 

The sub-theme Holidays relates to the experiences of participants of managing their SPCs while 

travelling or on holiday. Three participants spoke of holiday-planning strategies and 

limitations. The timing of routine SPC replacement was one such consideration, raised by two 

participants.  
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To avoid the need to have his SPC replaced while on an upcoming interstate holiday, Fred had 

planned to have his catheter replaced close to his departure date and again on his return home:  

I’ve sort of worked around that like next Monday I’m having it done [SPC replaced]. And 

then we’re away for four weeks so the Monday after I come back, we’re having it done. So, 

I try and work around it. (8) 349–351 

Phillip would also alter his SPC replacement schedule when on holiday. Instead of his routine 

of four weekly replacements, he would aim to have it replaced every two weeks. The decreased 

replacement interval was to avoid catheter blockage. When away from home, Phillip would 

attend a hospital emergency department at the holiday location for his SPC replacements:  

for my particular situation, if it’s [SPC] left in any longer [than four weeks] then there’s more 

chance for a build-up of deposits, and any more frequently, it’s unnecessary. Except on trips. 

I do try and get it changed every two weeks. (6) 382–384 

Fred also said that if his SPC required replacement while away he would seek medical help at 

a hospital emergency department, to which end he packed extra catheter equipment: 

so, I just take everything with me that I need like enough bags and a spare one [catheter] just 

in case and a few of the bits and pieces I’ve got there. (8) 335–337 

Fred’s ‘bits and pieces’ included an assortment of tap-fitting modifications that he had crafted 

to enable continuation of his drainage bag cleaning regimen while staying at various hotel 

accommodations: 

I need a tap that the plastic thing will just go in and it can wash it [night bag] through. But 

you get into half of these hotels and they’ve got their tap sealed off or different taps. So, I’ve 

made up a couple of little gadgets that will fit on the tap, so I’ve got most bases covered there, 

I think. (8) 338–341 

Nicolle, who took cruise ship holidays, also packed spare catheter equipment. However, she 

expressed uncertainty about the ship healthcare personnel’s familiarity with SPCs:  

I figure, on a cruise ship, there must be someone on board that can change a catheter if they 

have to. Because the doctor doesn’t really—you know, they’re only very basic on a cruise 

ship. (2) 388–389 
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Cruise ship holidays were preferable for Nicolle due to her mobility limitations. Accessing a 

toilet to empty her leg bag on an aeroplane was not possible for Nicolle. Therefore, she limited 

air travel to one- or two-hour’s flight duration. Even so, the unpredictability of flight schedule 

delay had led to Nicolle once having to empty her drainage bag from her aeroplane seat. Nicolle 

had not considered the possibility of needing to empty her drainage bag on board the aeroplane 

and was therefore unprepared: 

because we [were] delayed, I did empty my catheter into a bag that John [husband] had when 

we were on the plane. Fortunately, there was no one sitting near us. But it would be horrible 

if there was. Not nice for them, not nice for me, not nice for anybody really. (2) 553–555 

Nicolle also restricted her leisure activities while on holiday. Nicolle said that she enjoyed 

swimming but no longer did it because of the visibility of her SPC: 

one thing I really did love was swimming … and we go on cruises sometimes. But I don’t 

swim because I’ve got this thing [leg bag] hanging down here. (2) 127–128  

During her post-surgery rehabilitation hydrotherapy, Nicolle had worn leggings underneath her 

bathers to conceal her SPC drainage equipment. However, she was not comfortable wearing 

this attire in public settings. Nicolle worried about the risk of humiliation, other people’s 

perceptions and social rejection. Nicolle was unaware of strategies to improve SPC discretion 

while swimming:  

I don’t really feel comfortable doing that [wearing leggings] on a cruise. You know, coming 

out looking a bit like a fool. So, I don’t [laughter]. And other people don’t like it. If they 

knew what it was, I think they’d think, oh, they’re swimming around in wee. Which, of 

course, they’re not. But I think that’s another thing that—it’s like that (2) 131–134 

Travelling and holidaying presented as an aspect of SPC-related care that the participants had 

worked through with limited advice or support from healthcare professionals. Much of the 

participants’ knowledge was a result of trial and error. The participants also described an ad 

hoc approach to accessing SPC-related healthcare support while on holiday. It was apparent 

that there was no transfer of care between community health services. This omission led to 

uncertainty and reliance on emergency health services. The next sub-theme expands on 

emergency situations.  
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4.3.4 Emergency catheter replacement  

The sub-theme Emergency Catheter Replacement refers to unplanned, urgent SPC 

replacements. Three participants spoke of how they self-managed this type of situation. 

Despite planning for his SPC replacement while away from his usual heath care supports, 

Phillip had on two occasions required urgent SPC replacement in a location at which no 

medical assistance was available. His catheter had stopped draining. As Phillip had a spare 

catheter with him, he had managed to replace it himself, albeit crudely. Phillip had not 

attempted his own SPC replacements prior to this urgent situation: 

There have been a couple of times I’ve had to change it [SPC] in the bush … I realised 

something was wrong because I had this abdominal pain. Usually I don’t get pain when I’m 

riding [my bicycle], and I thought oh, that’s a nuisance, and just like that, kept going. By the 

time we got to the descent … I was almost incoherent (5) 141–145 

The immediate need to replace his SPC was something that Phillip had not anticipated. 

Therefore, he was neither prepared with the necessary equipment nor well-rehearsed. This 

experience had been distressing for Phillip: 

the first thing I had to do was cut the side tube where the balloon’s inflated—just cut that, 

because I had no way of withdrawing the fluid at that time … I didn’t have the syringe with 

me, but I had spare catheters. So, I had to cut that, and once you’ve cut that valve at the end, 

you’ve got to do something. So that meant I had to pull it out, and it’s not a sterile 

environment, as you can appreciate. … but if you know you can’t pass urine, it’s a desperate 

situation. … And there’s no alternative for me apart from the catheter. (5) 162–175 

Being prepared for urgent catheter-replacement situations presented as an important 

component of SPC-related self-care. Inadvertent dislodgement of an SPC was another urgent 

situation that required immediate action. As discussed in the literature review, when a catheter 

is removed, SPC replacement must occur without delay to maintain or salvage the SPC tract. 

Penny’s SPC had dislodged on one occasion. Fortunately, she had been able to reach her local 

health centre and have it replaced by nurses before the SPC tract closed over. However, her 

reaction to the episode had caused her to panic: 

It’s only ever come out once … it was just one of those things that happens … no idea [why] 

… but I panicked because they [nurses] always said to me, ‘If it ever comes out, Penny’ 

[facial expression of trepidation] (7) 49–62 
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This incident, however, led Penny to devise a plan of action in the event of future SPC 

displacement. Penny’s nurses had provided her with a Nelaton catheter. A Nelaton catheter is 

a sterile disposable plastic catheter. Unlike the design of a Foley catheter for SPC use, a Nelaton 

catheter is of firm structure and does not have an inflation balloon. The Nelaton catheter is easy 

to manipulate and can be quickly inserted into an SPC tract and held in place to keep the tract 

patent until a Foley catheter can be inserted. This plan provided Penny with more control of 

her SPC-related self-care, particularly for when she was away from home: 

if I go away on holidays, I take the little [Nelaton catheter]—it’s another one [type of catheter] 

that’s very similar … so, if I go away for three or four days—it’s never happened, thank 

goodness, but they have always said just take it. Because I could shove it back in, but then 

the site would need to be cleaned in the proper way and put back in. (7) 62–73  

Nicolle had experienced her SPC inadvertently being pulled out at home when transferring 

from a chair to her bed. Being prepared with a Nelaton catheter and the knowledge to self-

manage accidental catheter displacement enabled Nicolle to save her SPC tract:  

And I’ve got one of those things … [Nelaton] … and I keep one in my bedside drawer … so 

I just shoved it in … I was terrified. But at least I know that someone will come and fix it and 

you just hold that thing in place and it will still drain. But it’s not sterile, of course. Well, it’s 

probably sterile, but I haven’t got anything with me. I’m just getting it in as quick as I can 

and holding it there. … It works, yes. So when I go away, I always take one of those and I 

take spare catheters. (2) 371–387 

Within this theme, the highlighted issues have related to how people manage urine drainage 

when outside their home environment or when taking holidays and how they manage urgent 

situations. Significant preplanning is necessary to confidently negotiate social environments. 

The next theme relates to a routine aspect of SPC-related self-care: cystostomy site care. 

4.4 Theme 3—Cystostomy Site Care 

The theme Cystostomy Site Care focuses on participants’ day-to-day care of their SPC 

cystostomy site. Cystostomy site care includes the post-surgical period, day-to-day care and 

site complication avoidance and management. Stoma hygiene was of principal importance to 

all participants. However, discharge from the stoma and the location of the stoma could cause 

difficulty managing this aspect of self-care. Cystostomy site care was also shown to be an 

underdeveloped area of SPC-related self-care. 
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There are four interrelated subthemes: 

• keeping the cystostomy site clean and dry 

• cystostomy site discharge and odour 

• accessing the cystostomy site  

• topical treatments and dressings. 

4.4.1 Keeping the cystostomy site clean and dry 

Keeping the cystostomy site clean where the SPC enters the lower abdomen was consistently 

raised by all participants as the most important aspect of their SPC-related day-to-day self-care. 

As Penny related: 

just be very clean around the site (7) 393–401  

the cleanliness bit is most important (7) 433 

Ray said that the most valuable advice to share with others who are to have an SPC inserted is 

that cystostomy site cleanliness is vital: 

as I say, if anybody gets one [SPC] the important thing is to Keep. It. Clean! It’s all you’ve 

got to do. Keep it clean. (1) 387–388 

Good cleanliness practices were considered conducive to maintaining the health of the stoma, 

thereby avoiding urinary tract complications. Lucy advised:  

Wash it every morning. Make sure it’s kept clean so no infection can get in. (9) 364–368 

Avoiding infection was paramount to all participants. Cystostomy site hygiene was an aspect 

of self-care in which participants felt they had some control over infection risk. As Phillip said:  

that’s why I always take a lot of care of trying to keep it as clean as possible (5) 463 

Commonly, keeping the cystostomy site clean involved daily use of soap and water. Cleansing 

either occurred as a component of a shower or at the hand basin, as in Penny’s account: 

I can give it [stoma site] a really good go around—because I don’t shower every day. I mean 

I shower Monday, Wednesday and Friday, every week. But then we’ll throw in a shower on 

Saturday or Sunday. So, I mean if I don’t shower, it still gets washed every day. I’m particular 

about it. (7) 272–275 
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Ensuring that the cystostomy site was properly dried and kept dry was also important. Nicolle 

commented: 

I give it [stoma site] a good old spray and a good dry (2) 347–348 

Wetness around the SPC site was viewed as unhygienic. Penny suggested that the site could be 

kept dry using the evaporative effect and convenience of an alcohol-based skin wipe: 

Make sure it is dry around the site. If there’s any moisture, and I mean you [can] get those 

little alcohol wipes. So, even if you’re out somewhere and it was a bit [moist]—I don’t carry 

them now, but I used to. Just wipe it around with that, because that’s hygienic. (7) 401–403 

Amber also referred to the convenience of using an alcohol-based skin wipe to clean and dry 

her cystostomy site. This had been a particularly useful strategy for her, as she experienced 

physical difficulty bathing: 

I only shower every two days because it’s hard for me to get in the shower. In between I give 

it a wipe with an alcohol swab. (10) 103–109 

Some participants needed to attend to cystostomy site hygiene more frequently in the presence 

of discharge from their stoma. 

4.4.2 Cystostomy site discharge and odour 

Half of the participants complained of the presence of fluctuating or intermittent levels of 

discharge from their stomas. The presence of discharge made maintaining a clean and dry 

cystostomy site more challenging. There was varied understanding of why stoma discharge 

occurred. Lucy said that the presence of discharge was an expected and natural phenomenon 

when there is a surgically created bodily opening: 

Well there’s always discharge. Of course, it keeps fresh, but not a lot of it, no. Nothing to it. 

… Yeah, just a little bit of discharge—but you can’t do much about that. It’s an open wound. 

(9) 344–348 

Penny said that she could not see a specific reason for the intermittent discharge from her 

stoma: 

it gets a bit cakey, which it does sometimes for no good reason (7) 133 
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However, Penny thought it was possible that the discharge may be related to the periodic 

granulation of her peri-stoma tissue. She had heard of granulation tissue from the conversations 

of nurses who routinely replaced her SPC: 

it does sometimes get a little bit moisturised, as if it’s leaking [urine], but it’s not. Whether 

that [granulation tissue] causes it, I’ve really no idea. (7) 270–272 

Dudley was led to believe that discharge from his stoma was a matter of chance: 

Well I’ve asked the girls [nurses] and they say some people have it and some people don’t. 

(3) 99–101 

When Dudley spoke of the discharge from his stoma he was clearly affected by its 

unpleasantness. He was also perplexed by its presence. He could not say what the discharge 

was or why it occurred to him: 

it’s terrible, gooey—to think that it comes out of your body, it’s just—you know, it’s terrible 

tacky stuff. (3) 64–65  

It’s not a pleasant thing. It’s mucusy (sic). It’s gooey and sticky and slimy. It almost looks 

and feels like pus. But I don’t think it is. (3) 99–101 

The participants used visual and tactile descriptors to explain the discharge from their stomas. 

It was evident that they had difficulty finding appropriate terminology, as was the case for 

Brian: 

But quite often what I get leaking out of the catheter entry point is sort of goo; can I call it 

goo? … Yes, and I always have to check it every now and again to make sure it’s clean. (4) 

114–119  

It was apparent for these participants that there had been limited conversation with health 

professionals about their stomas, as evidenced by the lack of a common language when 

describing the condition of their cystostomy site and stoma discharge. There was also limited 

understanding of the implications of stoma discharge characteristics. For example, Nicolle had 

not recognised the significance of blood from her stoma: 

Occasionally it bleeds—not bleeds, but there’s a bit of—it feels funny and it feels wet and 

I’ll get a tissue or something and it might have a bit of blood on it. (2) 346–349 



102 

Nicolle had described a haemoserous discharge that likely indicates local trauma, for example 

as a result of pulling or chaffing from the catheter. Alternately, the discharge may have 

signalled cystostomy site infection.  

Nicolle and Amber also spoke of noticing an occasional unpleasant odour emanating from their 

SPC sites. Being unable to walk and thus mostly seated, Amber wondered whether the odour 

was due to the creation of skin folds while sitting. These skin folds would envelop her stoma: 

I also find that there’s this type of smell around the catheter site. I don’t know whether it’s 

because your stomach folds over onto it, but I find that horrible. (10) 98–99 

Amber also said that she had previously needed to have her SPC surgically re-sited due to 

having had an infected SPC tract: 

I had to have it replaced. I’ve got another one [stoma site scar] there. I had it replaced because 

I had an infection up the tract. So, they replaced [re-sited] my SPC. (10) 173–176 

A catheter placed in the suprapubic region is not anatomically ideal in the presence of 

abdominal skin folds. For others too, the location of their SPC stoma made it difficult to see 

when attending to their cystostomy site care. 

4.4.3 Assessing the cystostomy site 

Assessment of their cystostomy site was at least a daily routine for all participants, with Brian 

saying that he checked the status of his site multiple times: 

I always have to check it every now and again to make sure it’s clean (4) 119 

it’s what I do all the time … or whenever I get up, go in the bathroom, then I always just 

check to see what is going on, how it’s going on. (4) 160–165 

When assessing their cystostomy sites, four participants spoke of the awkwardness they 

experienced when trying to visually inspect their stomas. The anatomical location of the stoma 

in the suprapubic region made it difficult for them to view. As Dudley expressed: 

That’s really the only annoying thing I have. Because I’m trying to do this thing [stoma site 

care] myself down here where I can’t see (3) 61–62 
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Two participants found it necessary to assess their cystostomy site and attend to its care using 

a mirror. For Brian: 

I always do it in front of the—there’s a big mirror in front of the basin in the bathroom, so I 

do it there. (4) 185–186 

Ian pointed out that using a mirror required optimal vision and that over time he had become 

accustomed to attending to his cystostomy site care in a reverse mirror mode: 

I make sure I have my glasses on [and] look in the mirror … you get used to working 

backwards (6) 352–355 

Good visualisation of the cystostomy site was required for people to make decisions about 

topical treatment or dressing requirements. 

4.4.4 Topical treatments and dressings 

In addition to ensuring that their cystostomy sites were kept clean and dry, seven participants 

reported applying topical treatments. Treatments included non-prescription and prescribed, and 

application varied in frequency. For some, application was a daily or weekly routine, whereas 

others applied topical treatments only as needed.  

4.4.4.1 Non-prescription treatment 

Phillip applied an antiseptic cream daily: 

I put a dab of Savlon cream around, just to keep it as clean as I can. Even then, there’s been 

times of redness. (5) 81–82 

Penny applied Calmseptone ointment, which is a skin protectant with healing and external 

analgesic properties. It is listed as effective for the prevention and treatment of skin irritation, 

especially when moisture or drainage is a precipitating factor. This ointment had been 

recommended by an acquaintance: 

I’ll give you the name of the cream because it’s very good, and it was recommended to me 

by another lady. This is going back years … but that’s it [Calmseptone], and all you need is 

the tiniest amount, just around the site, and the next day you’re good to go … So, I just use a 

little dab on my finger and rub it around the site. Slight whiff—it dries out (7) 133–149  
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In the presence of stoma discharge, there was a need to apply a skin protectant. Brian at times 

developed a peri-stoma rash. He would apply a coating of zinc oxide to treat and protect his 

skin: 

and then sometimes it develops a sort of rash, so I’m having to put zinc ointment around (4) 

119–124 

4.4.4.2 Prescription treatment 

Dudley and Brian applied a daily prescribed treatment as a method to treat and prevent the 

further development of hypergranulation tissue. Both used a topical corticosteroid ointment 

with anti-inflammatory, anti-pruritic and vasoconstrictive properties. Dudley had been using 

this treatment for some months and it was unclear whether there was a defined endpoint to its 

application: 

the girls [nurses] in town have told me I’ve got granulated—hypergranulation. I’ve been 

putting ointment on that each night … Otocomb Otic. A tiny little tube. Doesn’t last long … 

I put it around the aperture (3) 101–106  

Otocomb Otic (MIMS Australia, 2011) is for use in the external auditory canal. However, it is 

of the same pharmaceutical composition (triamcinolone acetonide, nystatin, neomycin and 

gramicidin) as Kenacomb ointment that is specifically for skin application (MIMS Australia, 

2011).  

Brian had been applying Kenacomb ointment at least once daily. His explanation for its 

continual use is in principle accurate; however, the ointment is not intended for prolonged use: 

I actually put [Kenacomb ointment] on the actual entry point. … It helps clear the entry point 

and make it free. Because apparently the flesh will tend to envelop it. … So, you have to keep 

it free of growth impacting round. I think maybe a little, it’s often reddish, darkish red (4) 

129–139 

Ian also used Kenacomb ointment. He was quite specific on how he used it. Nonetheless, he 

too had been applying the ointment routinely, weekly, over many years to prevent 

hypergranulation tissue, which he did not like the look of: 

I’ve been using that for years. The nurses … they instilled upon me, a little is good, you only 

put a tiny amount on. And you mustn’t—you don’t need to, and you shouldn’t do it every 
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day. So, I do it weekly. … I use Kenacomb and that stops hypergranulation, which I’ve had 

in the past. And it doesn’t look terribly nice. And it’s the skin around the catheter hole—

trying to join up again and it looks—you can tell, it looks red and like a little red thing. (6) 

333–343 

Ian also said that maintaining this treatment was expensive and he alluded to the Otocomb Otic 

product that Dudley used. Otocomb Otic comes in a five-gram tube and is on the 

Pharmaceutical Benefits Scheme (PBS) whereas Kenacomb ointment comes in 15- and 30-

gram tubes and is not PBS listed:  

Kenacomb will set you back about $60. I mentioned—it came up in conversation last time I 

was [at the clinic] and the more senior nurse there—said, ‘Are you using such and such? I’ll 

ask next week when I’m there.’ I said, ‘No, I’ve never had that.’ She said, ‘That’s only $5.’ 

And I think what she’s saying, it’s on the PBS list, which this other one isn’t. So maybe in 

the years I’ve been using it, I’ve been unaware of that—so there’s something! (6) 336–340 

Two other participants would only use Kenacomb ointment if there was a change in their stoma. 

For Lucy, the cue was a change in the appearance of her cystostomy site. She would use the 

ointment for a pre-specified period: 

and if it’s a bit red I put a bit of Kenacomb on it. That I do for five days. The nurse told me 

to do it for five days if it’s red, and this is what I do. I keep a check on it for that, and so far, 

things are going all right (9) 132–135 

For Nicolle, who could not see her cystostomy site, her indicator to apply Kenacomb ointment 

was the presence of blood-stained stoma discharge. She would then apply a scant amount of 

ointment for a short duration. Nicolle had been pleased with the effectiveness of this self-care 

treatment: 

I put some around it and it does always seem to fix it. I only do it for two or three days and 

then it seems okay and I stop again. Yes, until next time. It isn’t really—you know, it’s not 

ongoing all the time. Sometimes, I hardly even use it at all. But it’s the best thing I’ve had 

since—to look after it. It seems to fix whatever the problem is. (2) 466–468 

4.4.4.3 Dressings 

All participants recalled having a dressing applied to their newly formed cystostomy site 

following their initial SPC insertion. Two participants, Phillip and Dudley, had continued to 
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routinely apply a dressing, to contain stoma discharge. Phillip applied gauze that was held in 

place with micropore tape: 

Every day I clean the site, put a new dressing on it. I think at the time he [urologist] said, ‘It 

won’t need a dressing,’ but I’ve noticed there’s a discharge around the site, around the 

catheter site, which I just don’t like. So, I’d much prefer to have a small dressing on it. (5) 

74–77 

Dudley also applied a piece of gauze. He would shape it to fit around his cystostomy site and 

catheter: 

I make a little rolled dressing out of—what do you call—gauze and I loop it around and tape 

it with a band aid to hold it around. (3) 60–61 

4.4.4.4 Clinical feedback 

Ian said that he valued the feedback provided by nurses about the condition of his cystostomy 

site. Feedback occurred at the time of his SPC replacements. Ian would refrain from applying 

skin treatments on SPC replacement day so as not to obscure the true state of his cystostomy 

site. Positive feedback had affirmed his self-care regimen: 

I do it [apply Kenacomb ointment] the week before the catheter [replacement] … but I don’t 

do it on the day of the catheter because—so that the girls [nurses] can see what it looks like 

after that week. And I can look at it myself. I can pretty well tell now. … And a week later, 

the girls know that I’ve got into that routine, they say, ‘No, that looks terrific. The catheter 

looks good!’ (6) 345–359  

For people managing their own SPCs at home, clinical review of and feedback about their self-

care practices from healthcare professionals is helpful. At the time of catheter replacement is 

ideal for providing this support. 

4.5 Theme 4—Suprapubic Catheter Replacement 

Periodic replacement of an SPC is required for the duration of catheter use. For people with a 

long-term SPC, this will be lifelong. There is risk associated with SPC replacement. Catheter 

displacement and difficulties may occur on catheter removal and insertion. The theme 

Suprapubic Catheter Replacement shows that the participants were not particularly bothered 

by the need to have their SPCs replaced. Nonetheless, the SPC-replacement procedure could 
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involve discomfort and trauma, which had become normalised. A clinician’s level of 

experience and familiarity with the person’s catheter-replacement needs was noted to positively 

affect the SPC-replacement experience; while to further promote effective SPC replacement, 

the participants reported having implemented strategies to increase their urine flow. 

This theme comprises four interrelated subthemes:  

4. interval for replacement 

5. discomfort and trauma 

6. clinician continuity and expertise 

7. promoting flow. 

4.5.1 Interval for replacement 

The participants communicated understanding and acceptance of why their SPCs required 

periodic replacement. Catheter replacements occurred mostly at health centres close to where 

the participants lived. Otherwise, replacements occurred in participants’ own homes.  

Eight participants had their SPCs replaced by community nurses at four weekly intervals. This 

schedule was reflective of local service guidelines. If a person’s SPC remains complication 

free, the replacement interval may be extended. If there are recurring complications, the 

replacement interval may be decreased.  

One participant, Ray, reported having his SPC replaced every six weeks; whereas Amber, 

because of her frequent complications, had to have her catheter replaced at three weekly 

intervals. Amber explained the rationale for her more frequent replacements: although she 

would still experience CAUTI and blockage with three weekly SPC replacements, she had 

noticed a decrease in urine flow at around three weeks. This change in flow justified for Amber 

her need for three weekly replacements: 

It’s supposed to be six weeks but because I’m getting so many infections, they put it back to 

three … I notice that come the third week the urine starts to slow down coming out so it’s 

starting to build up. (10) 210–213 

Ian said that his urologist had recommended four weekly replacements to best meet his needs. 

Ian was accepting of the interval for his catheter replacements: 
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at this stage [my urologist] doesn’t want me to go past four weeks. He says, ‘Four weeks 

seems to work for you.’ So, they’re changed every four weeks. I mean, that’s not an 

inconvenience. It’s half an hour every four weeks. (6) 189–191 

None of the participants raised concerns about the frequency of their SPC replacements nor the 

time or effort required for maintaining catheter-replacement schedules. Phillip’s comment is 

illustrative: 

I have it changed every four weeks and get on with life. (5) 55–56 

Notwithstanding, the SPC replacement procedure could cause discomfort. 

4.5.2 Discomfort and trauma 

4.5.2.1 Anxiety 

Two of the participants expressed anxiety in association with their SPC replacements. Nicolle 

described apprehension in the lead up to and during her SPC replacement:  

it’s invasive to have it in there and it is to have it changed, but it’s not a painful thing. But I 

certainly don’t look forward to catheter change day. I just think come on, come and get it 

over with. (2) 85–89 

For Penny, the lead up to her SPC replacement also generated anxiety. The preparation for the 

sterile procedure takes time, during which Penny’s confident persona would give way: 

It takes them longer to prepare me than what it does for them [to replace the SPC] and they 

go, ‘Breathe, Penny’—because I forget to breathe. ‘Breathe, Penny,’ and in, and that’s it. All 

over, rover. In a matter of 30 seconds from when they pulled the old—less than that—when 

they pulled the old one out. Not a problem at all. (7) 37–40 

Penny said that SPC replacement did not cause her physical discomfort. However, Penny’s 

inactive role and the duration of the procedure were clearly uncomfortable for her: 

Well it’s not wonderful, but no. As far as hurting, no. They just tell me, ‘Penny keep 

breathing,’ because I forget. I just lay there watching what they are doing, and I even tell 

them what to do. (7) 47–49 
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4.5.2.2 Pain 

Not all participants experienced pain-free SPC replacements. Four spoke of physical 

discomfort with some of their replacements. The descriptions of discomfort varied. Amber 

described occasionally experiencing neurological discomfort on the removal of her old SPC 

and the insertion of the new catheter: 

Sometimes I don’t feel it. Other times it makes my leg spasm. It’s a really bizarre feeling, it’s 

like a burning when it goes in and out and you can feel it right down into your bladder. … 

When they’re taking it out probably about three seconds I suppose. But I sort of feel a bit of 

pain probably for about half an hour afterwards. (10) 219–223 

Fred said at times he was very aware of the catheter being inserted into his bladder. He felt 

pain as the catheter passed through the abdominal wall and again as the catheter tip made 

contact with the adjacent bladder wall. The discomfort could last a day or so: 

you can just feel it pushing through the bladder and pushing through the end of the penis and 

it’s, what’s it feel like? Probably sticking a needle in or something like that … No, well 

probably not that drastic. But that’s, that maybe, it’s every third or fourth time, it’s not a 

regular thing, by any means. (8) 188–203 

A further three participants said that discomfort associated with their catheter replacements 

could persist for some time following the procedure. Lucy commented: 

Sometimes it hurts a bit, but not to the extent you’ve got to scream and cry [laughter]. No, it 

just hurts, just a fraction. … So, I usually take a couple of Panamax before I have it changed, 

which is a bit of a help. (9) 207–211 

Brian also found it necessary to take analgesia following his SPC replacements. He related his 

discomfort as associated with the inflation of the retaining balloon. He explained that he was 

still not feeling his best two days following his last replacement, during which there had been 

difficulties with balloon inflation: 

didn’t go quite so smoothly as it often does. … I understand my bladder is small, so the 

balloon blown up does sort of upset me a bit. So, when I come home, I have a cup of tea and 

a couple of Panadol or something, and have a quiet day; and it normally then goes off all 

right. But this time the nurse had difficulty blowing up the balloon … That normally doesn’t 
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happen. So, I think she had to have two goes at blowing up the balloon, and since then the 

discomfort has been quite a bit, and it’s kept me awake at night. (4) 18–31 

Brian and Fred described their discomfort in terms of the new catheter needing to ‘settle’ in the 

bladder. According to Fred: 

sometimes it takes a while to settle down. Say, but, and that’s only probably a day or so, the 

first couple of days and then it settles down (8) 188–190 

Brian’s explanation of settling down was more specific. Brian said that it was the balloon that 

needed to settle in the right place: 

or it [discomfort] may have simply been the fact that the balloon, having not gone up 

normally, settled in the wrong place in my bladder (4) 77–79 

Fred spoke of an effective strategy to help settle the new catheter more comfortably in his 

bladder following replacement. Fred would manipulate the catheter to ‘reseat’ it: 

I can get the whole thing and twist it in, because I’m not sure of the techniques of how it 

settles in. But I just twist the whole catheter around, and it must sort of reseat itself. Yeah, so 

just a few different little tricks that they’ve showed me, that’s how I work it out. (8) 211–214 

Phillip also spoke of twisting his catheter. Twisting involved holding the catheter tubing close 

to where it enters the body and gently fully rotating it. Phillip’s rationale for twisting his 

catheter daily was to keep it ‘free’ within the bladder to ease catheter removal during 

replacement: 

I twist the catheter just to turn it around, and before I started doing that, it’s only happened 

in the last couple of months. Before that, one of the nurses had trouble getting it out, even 

though the balloon was deflated, and it must have adhered to the bladder inside, because she 

had to call another nurse to wrench it—no, she didn’t wrench it out. It felt like it was being 

wrenched, just because of the fact that it was stuck inside. So, I’ve learnt my lesson and I 

now twist it around every morning, just to keep it free. … I can feel it happening inside me. 

(5) 353–374 

Brian had experienced SPC displacement during a routine replacement. The catheter balloon 

had inadvertently been inflated in the cystostomy tract, resulting in him needing a new 

surgically formed SPC tract: 
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What happened was when they put the catheter in it didn’t go in the bladder, it went in the 

flesh; and then when they attempted to blow the balloon up it was not being blown up inside, 

and it was absolute agony … But they didn’t know that they’d missed the bladder. So, I went 

home, and there was just nothing coming through. So, I went back again, and they 

endeavoured to change it, but somehow or other it had gone wrong. So, in the end they had 

to take it out, and I had to wait for two or three weeks before there was an opportunity for me 

to have another suprapubic catheter insertion. (4) 477–487 

4.5.2.3 Trauma 

Four participants spoke of local trauma with associated bleeding during SPC replacement, with 

Nicolle reporting bleeding from her stoma each time. Bleeding occurred only sometimes for 

the other three participants. Bleeding associated with SPC replacement had been normalised 

by these participants. It was spoken of as an accepted consequence of the physical manipulation 

required for SPC replacement. As Penny recounted: 

it could be once every couple of months there’s a bit of blood, like a discharge, the next day 

after I’ve had it [replaced]. I suppose, by the time they’ve pulled it in and pulled it out (7) 

515–517  

And in Fred’s experience: 

when they’ve changed the [SPC] it has bled a couple of times … I don’t think that there’s 

any real reason. It’s just one of those things that happens. (8) 298–305 

However, clinician proficiency was also noted to improve the SPC replacement experience. 

4.5.3 Clinician continuity and expertise 

The clinician’s level of experience and familiarity with a person’s catheter-replacement needs 

was relayed by three participants as a predictor of their SPC-replacement experience. In this 

study setting, community nurses work in an allocated round, typically for a 12-month rotation. 

A round may be a suburb catchment area or a specific community health clinic.  

On occasion, nurses unfamiliar to Nicolle would visit her at home to replace her SPC. Although 

Nicolle said that she understood the reasons for having a different nurse, the fact that not all 

nurses had recent SPC-replacement expertise did cause her some worry. Nicolle recollected 
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how a nurse had read step-by-step through the SPC-replacement protocol at her bedside. This 

had been unnerving for them both: 

I think, what if she does something wrong? What if she pushes it in too far? What if this? So, 

I’m lying on the bed and I can feel my bladder starting to spasm because I’m getting all 

worried about it. (2) 574–588 

Fred described the SPC-replacement procedure as a skill that is developed through experience. 

He said that there is an ‘art’ to it because if the new catheter was advanced too far, he would 

‘certainly feel it’. He had experienced the difference in technique precision between senior and 

junior nurses. It is not unusual for undergraduate and novice nurses to replace SPCs under the 

guidance of a community nurse. Fred related that when his usual nurse, Claire, replaced his 

catheter, he rarely felt discomfort. He also commented on this nurse’s communication with 

junior staff whereby she had transferred information and unique details specific to him, to 

promote his comfort: 

I guess they’re much more experienced … Claire seems to be able to get it spot on every 

time. And I don’t know how much room they’ve got to play with, probably not a lot by the 

way they talk … if she’s training somebody, she’ll say to them, you know, you put it in [this 

far], there must be a mark on the catheter somewhere … how far you push it in. Yeah, so I 

suppose it’s just the experience more than anything. (8) 229–233  

While a person’s SPC-replacement experience could be dependent on the clinician’s 

experience and familiarity with the person, the experience was also influenced by the person’s 

preparation for the procedure. The participants ensured that they were adequately hydrated 

before their catheter replacements. 

4.5.4 Promoting flow 

In preparation for their SPC replacements, four participants, including Phillip, spoke of the 

requirement to drink extra fluid:  

we are encouraged to drink before an appointment (5) 369–370 

This additional fluid intake was to promote urine production, as it is the flow of urine through 

the newly placed catheter that signals correct placement within the bladder. Three participants 

explained that, if the flow was not readily forthcoming, they would cough at the nurse’s request. 
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The increase of intra-abdominal pressure brought about by a cough helps to expel urine. As 

Penny explained: 

they’ll say, ‘Have you had much to drink?’ I’ll say, ‘A couple of cups of tea,’ and then they’ve 

got it in, and then of course they’ve got to check whether it flows, and I’ll just go [coughs] 

(7) 41–43 

Brian said that he had difficulty remembering to drink additional fluid prior to his catheter 

replacements. To compensate, Brian had implemented an alternate strategy to increase urine 

production, taking his diuretic medication prior to attending the clinic for his SPC replacement: 

they have to wait a little for the urine to start coming through, and I try and drink a lot of 

water, I always have a Frusemide pill an hour before I go … and very effective they are. So 

that’s my plus recommendation. They recommend drinking three or four glasses of water, 

but I forget, and I go, ‘Damn, it’s midday,’ and I still have to drink one … I normally take 

Frusemide when I get up … It’s just on the day of the catheter change I put my little packet 

of Frusemide pills on the table there to remind me to have it about half past twelve. (4) 92–

108 

In addition to the replacement of the catheter, the drainage collection equipment also requires 

replacement.  

4.6 Theme 5—Drainage Equipment Practices 

The theme Drainage Equipment Practices focuses on the management of catheter drainage 

equipment, including leg bags or valves and night bags. The guiding principles of drainage 

equipment practices are based on the use of sterile equipment and maintaining a closed 

drainage system. Participants’ reported variable practices around the replacement of equipment 

and re-use, with the cost of equipment as an influencing factor. Issues around equipment 

options were also raised. 

In total, four subthemes were identified: 

• leg bag or valve replacement interval 

• night bag replacement interval and re-use 

• equipment expense 

• drainage device options. 
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4.6.1 Leg bag or valve replacement interval 

Five of the participants used a sterile leg bag. While three replaced their leg bag weekly as 

recommended by manufacturers, two did not. While aware of the manufacturer 

recommendation, Brian indicated he did not attend weekly to leg drainage bag replacement: 

Well it’s supposed to be a week or so. (4) 234 

Ray would replace his leg bag when it was no longer functional: 

I just change it when I think it’s run out [served] its purpose sort of thing. I don’t change it 

every week or every fortnight or whatever. That’s the way I've been doing it … just depends 

what it looks like on that day … Sometimes down the bottom like where the tap thing is 

there’ll be a leak and I think, oh well, time to change it. (1) 148–159 

Of the remaining five participants who used only a catheter valve, one, Lucy, replaced her 

valve in alignment with the manufacturer’s weekly recommendation: 

This tube you can only use a week. The valve, they call them. You can only use that a week. 

(9) 178–178 

While Dudley was also aware of the weekly replacement recommendation, his response reflects 

his lack of adherence to this exact routine: 

They [nurses] told me seven days and I do it seven, eight, six days. I’m not—I don’t do it on 

a Sunday each week. I just do it when I think a week’s up. (3) 113–114 

The remaining three participants replaced their valves when they replaced their catheters, every 

three or four weeks. As stated by Penny, this replacement routine made particular sense in 

terms of cost: 

I used to change it once a week, and I sort of think, well I’m showering, I’m clean with it. 

It’s just a waste of money. I just take the clean one [valve] over and they change it with the 

catheter, once a month. (7) 177–178 

4.6.2 Night bag replacement interval and re-use 

The addition of a night bag enables people to sleep through the night. All but one participant, 

Ian, attached a night bag to their drainage valve or leg bag.  
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Ian reported that, rather than wearing a night bag, when he felt the sensation of a full bladder, 

he would awaken to empty his leg bag. He preferred the freedom of not having the additional 

attachment of a night bag. Ian linked his view of a night bag as a physical restraint to his 

experiences in hospital: 

I gave that [night bag] up years ago. … Just up here, a message is sent, and I wake up. … it 

generally wakes me. And I don’t like being tethered. I was tethered for so long in hospital 

with all of these things. (6) 160–176 

Phillip, who used a catheter valve, considered a night bag indispensable. Its facilitation of 

continuous overnight urine drainage meant he did not need to awaken frequently to release his 

valve: 

well the [night] drainage bags are necessary … because my bladder has shrunk, and I presume 

it’s because of the radiotherapy. So consequently, I need to empty my bladder quickly and 

frequently. If I left the valve as it is overnight, I’d be up every hour, every night. So that’s 

not an option for me, so I use a drainage bag. (5) 179–182 

In this study setting, night bags, labelled as single-use items, are cleaned for re-use. A client 

brochure explains the cleaning procedure and recommends replacement of the bag after 14 

days. All of the participants (nine) who had used a night drainage bag had modified the 

recommended cleaning process and only two participants replaced their bags at 14 days. As 

with their leg bags and catheter valves, the interval for replacement of their night bags differed. 

One participant replaced his overnight bag when it looked like it needed replacing. One other 

replaced hers weekly in conjunction with her leg bag replacement. Another replaced hers every 

three weeks. Three replaced theirs monthly or approximately monthly, and one would re-use 

his night bag for three months.  

As stated by Lucy, there was a common perception among the participants that night bag re-

use was accepted practice provided the bag was kept clean: 

the night bag you can use a fortnight, as long as you give it a good—like everything else, a 

good wash. (9) 179–180 

However, the processes they used for cleaning their night bags varied. After emptying her night 

bag each morning, Penny would flush it through with water and hang it to dry in her bathroom. 

Nicolle would do the same with her night bag, but twice: 
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I just flush it with water. I flush it right through the tube and then I flush the bag and then I 

flush the bag again and then hang it up somewhere where nobody else touches it. So, it drips 

and is dry by the evening. (2) 157–159 

Amber’s husband washed her night bag out each day with boiling water. She said that this 

method was sufficient as, unlike her catheter valve, her night bag was only in place periodically. 

Amber also said that her night bag only needed to be clean, not sterile as, unlike her valve, it 

was not directly connected to her catheter:   

he just washes it out with water because it’s only of a night it only goes on the thing [valve] 

(10) 288 

Fred provided a similar rationale for his night bag re-use: 

I wash that out every day because it disconnects, that connects on the bottom of there [leg 

bag], and so I disconnect that there, then I wash that out every day, whereas this one [leg 

bag], doesn’t get washed out I think, that’s why you do [replace] it every week. (8) 140–143 

The remainder of the participants would wash out their night bags with soapy water or a 

hypochlorite solution or a combination of soapy water followed by a hypochlorite solution. As 

for Ray, his cleaning procedure was explained as a quite simple process: 

Every morning I empty it out. I’ve got a jug thing in there and a funnel, fits nicely on the 

thing … So, I just put a bit of soapy stuff in there and put some water in it and give it a squish 

around and hang her up to dry. (1) 163–167 

Conversely, Lucy’s daily cleaning of her night bag was much more elaborate and labour 

intensive. Further, apart from the soaking and an omission of an initial warm rinse, Lucy’s 

cleaning process was most in alignment with the process for cleaning outlined in the brochure 

provided by the nursing service: 

I put that [night bag] into a bucket of soapy water, hot soapy water and then after a few hours 

or when I’ve got the time I take it out of the soapy water and give it a good wash, wash all 

the soap out of it. Then I put in the clean water with the—what’s the name—bleach, and leave 

it again for a couple of hours and then give it another wash before I hang it over the clothes 

horse to dry. (9) 167–170 

When Brian explained how he would clean his night bag, he seemed weary: 
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I’m supposed to wash it out with a, sort of, detergent every day, or if I remember. So, I have 

to buy the detergent and a little container, and wash it through with water, and then wash it 

through with a solution of the detergent, whatever it is. Bleach. … Do you know I’m not sure, 

I just know it’s a bleach. … It’s a big container of bleach, yes. So that’s to keep that in order. 

(4) 299–313  

Nicolle and Dudley said that they were glad when it was time to use a new night bag as the 

washing out could be monotonous. When Dudley was asked if the washing out of his night bag 

had been any degree of bother, his response was somewhat contradictory: 

It’s nice not to have to do it, but it doesn’t hassle me. It’s just, it’s nice when I put a new one 

on. I don’t have to wash the old one out. (3) 144–146 

Nicolle said that she found the cleaning of her night bag burdensome. Further, she expressed 

her dislike for having her night bag hanging out to dry in her home, particularly if she had 

visitors. The hanging night bag exposed her otherwise private urinary elimination practices: 

Some mornings, I think, I don’t know if I can be bothered today, but most mornings, I do. I 

mean, I do do it. Sometimes, if I just really can’t be bothered, I think I’ll use a new one 

tonight. Or if my family are coming around or something and I don’t want it hanging in the 

bathroom, I think, I’ll use a new one. (2) 116–119 

It was apparent that Nicolle felt she needed to justify the use of a new night bag. She spoke of 

unscheduled night bag replacements as an extravagance.  

4.6.3 Equipment expense 

Nonessential use of catheter equipment was seen as excessive by most if not all participants 

because the purchase of equipment to maintain their SPCs was expensive. All participants 

received an aged or disability pension. All participants also received Australian 

Commonwealth Government funding from the Continence Aids Payment Scheme (CAPS) to 

assist with the purchase of their catheter equipment. The payment is indexed and has a current 

value of $596.60 per annum. The single or biannual payment, administrated through Medicare 

(an Australian publicly funded healthcare insurance scheme), is deposited into the eligible 

recipients’ nominated bank account.  

For Nicolle, the CAPS payment was only enough to cover half of her catheter equipment costs: 
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And it’s an expense … it’s very expensive. The government give you about half of what 

you’d spend in a year. … I spend about—I just had a look—every month, I reckon I spend 

about $120. (2) 164–167 

The cost of equipment influenced people’s clinical-related decisions. In view of Nicolle’s 

frequent CAUTI, it had been suggested that she have her SPC replaced more frequently. 

However, this would have incurred additional expense: 

The nurse last time, she said, well maybe it would be better if I changed it every three weeks. 

Think about that. But that’s more expense. (2) 221–223 

Amber had her SPC replaced every three weeks as a complication avoidance strategy. She also 

had additional catheter replacements associated with catheter blockage and CAUTI. There is 

no additional financial support for people who have greater equipment needs in relation to 

catheter complications: 

they give you $500 a year for this type of stuff but I was going through a lot more money for 

this than that amount … It became quite expensive. (10) 242–245 

Fred, who had no catheter complications, had calculated the cost of maintaining his SPC, 

finding it to be far more than the CAPS payment: 

So, I suppose $140, $150 a month and then they give me $200 and something every six 

months. (8) 473–474 

In addition to the cost of their catheter equipment, four of the participants required urinary 

incontinence containment, including continence pads. Urinary catheter bypass was common 

and could be episodic or persistent. The CAPS support is the same for people who have 

incontinence or a urinary catheter. There is no additional support for people who have a catheter 

and incontinence. As Nicolle explained: 

Every now and again, if I get sick or if I’m—if something gets kinked or something, I will 

bypass the catheter. So, I wear an incontinence pad just in case. Most of the time, nothing 

happens. But I couldn’t bear to be out and something happens. So that’s another expense as 

well. It’s not a very glamorous thing (2) 168–171 

The unpredictability of incontinence and volume of urine bypass meant that, for security, a 

maximum capacity pad had to be worn to ensure adequate containment. According to Ray: 
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It [SPC] works most of the time but I bypass a lot … so I’ve still got to wear pads … some 

days I’ll get up in the morning and, you know, it’s a little bit damp you might say. Other days, 

ughh, you could ring it out sort of thing (1) 31–38 

When Ray reflected on the CAPS payment, he said that, while it was a help, it did not cover 

the costs of his catheter equipment and continence pads.  

Access to appropriate equipment is a basic and essential requirement when one has an SPC. As 

such, drainage equipment options were considered important by the participants. 

4.6.4 Drainage device options 

When the participants initially had their SPCs inserted, it was attached to a leg bag to facilitate 

continuous urine drainage. For some people, when their SPC tract matures, a catheter valve 

may be an alternate option, and the person’s urologist may suggest the change to a valve.  

The participants who used a catheter valve stated a strong preference for it as compared with 

the encumbrance of a leg bag. In Phillip case, he had creatively initiated the change to a valve. 

After finding out about valves on the internet, Phillip had fashioned one himself. Health 

professionals had not suggested nor offered a valve as an alternate drainage option: 

I initially had a leg bag and did a bush walk with my son … with a leg bag it’s just a nuisance. 

It was just ridiculous, and I thought then—at that time, [my urologist] hadn’t said, ‘It’s time 

for you to have a valve,’ and I thought bugger this. I just got some old components from a 

bag and fixed them together and made my own valve, which wasn’t quite the same, but it 

worked. … I think he was a bit surprised when I went to the next appointment that I’d already 

fixed these things myself and so now that’s what I use all the time. (5) 65–74 

Amber also used a catheter valve. She had been concerned about having to change to a drainage 

bag. It was apparent that there had been some discussion around whether her frequent episodes 

of CAUTI were related to bladder over-distension when using a valve: 

they were trying to work out whether I was getting infections because I had a [valve] and 

whether to use a bag instead of the [valve] because with the [valve] it’s always holding it 

[urine] in there but with a bag it’s always draining out (10) 151–153 

However, Amber preferred her valve. She did not like the idea of having a bag strapped to her 

body. Also, the practicalities of emptying a drainage bag create problems in terms of ease of 
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access. Emptying a leg bag requires the physical ability and dexterity to manipulate straps and 

clothing, both of which are difficult for Amber. Using a leg bag would have compromised her 

independence. Amber also conveyed that a valve is more discrete, enabling her to wear her 

preferred style of clothing. Amber had given considerable thought to the implications of using 

each drainage device; however, she expressed uncertainty and a passive role in this important 

decision. Although Amber was hopeful that she could continue with her valve, she was aware 

that changing to a leg bag was likely imminent: 

I find the bag to be a pain because you’ve got try and strap it to your leg and it fills up quick 

and you can’t wear certain clothes. … I don’t know how long I’ve been using the [valve] for 

because you know how sometimes you get breakthrough leakage with the [valve] so I’m 

hoping that I don’t get that and I can keep the [valve] and not use a bag but I don’t know. 

(10) 153–158 

Penny also said that she preferred the freedom and discretion of using a catheter valve: 

People wouldn’t have a clue, [that I have an SPC] … well, you wouldn’t know that I have 

got anything there. I did first start with it down the leg, and I thought, I can’t stand this. (7) 

300–305 

Having highlighted the equipment-related management practices and issues associated with 

equipment, the next theme concerns participants’ experiences of complications in using SPCs. 

4.7 Theme 6—Complication Management and Avoidance 

The theme Complication Management and Avoidance presents the participants’ experiences 

and opinions related to catheter blockage, CAUTI and complication avoidance practices. These 

two highly prevalent complications are caused by the inevitable presence of catheter associated 

bacteriuria. 

There are four subthemes: 

• catheter blockage 

• CAUTI presentation 

• seeking treatment for CAUTI 

• complication avoidance. 
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4.7.1 Catheter blockage 

Catheter blockage was a recurring complication for Amber and Phillip. Both would have their 

SPCs replaced when they became blocked. At these times, Amber’s husband would replace her 

SPC. This strategy meant that she did not have to wait for assistance nor endure the 

inconvenience of seeking after-hours medical assistance: 

I have had a few blockages … and if it wasn’t for my husband, I’d have to go to hospital for 

them to fix it, but he knows how to change it himself … He’s had to replace it a few times 

now. (10) 111–114 

There were no early signs or symptoms of imminent blockage. Therefore, catheter replacement 

and seeking help were reactive. As stated by Phillip, the escalating discomfort of an over-

distending bladder intensified the need for urgent assistance to replace his blocked catheter: 

I suddenly feel—I’ve had an overnight bag attached even, and I’ve woken up and thought—

why have I got this pain? It should be draining into the bag, and it’s from that point on that 

things start to go downhill. (5) 263–265 

Phillip described an episode of catheter blockage that had occurred in the early hours of the 

morning. He had driven to a hospital emergency department to have his SPC replaced. There 

was a sense of urgency and distress in the retelling of his story: 

two o’clock, three o’clock in the morning. And it’s a desperate drive. (5) 245–249 

After reaching the hospital, there would be delay as appropriately skilled personnel were sought 

to replace Phillip’s SPC. Phillip’s dependence on others to resolve his distressing situation left 

him feeling vulnerable: 

just sitting around waiting for somebody to be called in is traumatic as well … because I’m 

helpless. I can’t do anything about it. (5) 254–259 

As a strategy to delay blockage, Phillip had increased the size of his catheter. As suggested by 

his urologist, he had progressed from a size 16 FG to 22 FG. However, increasing catheter size 

is limited as an ongoing blockage avoidance strategy: 

at the moment I’ve got a size 22 catheter, and I’ve got a feeling that’s about as far as it’s 

going to go … I wonder what a size 60 catheter looks like! (5) 269–270 
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Phillip had also trialled a silicone catheter of the same size as the hydrogel-coated latex catheter 

that he usually used. He was aware that silicone catheters have a slightly larger lumen, which 

could increase time to blockage. However, he had found the silicone catheter less pliable, 

causing discomfort with associated stoma distortion and urine leakage: 

the silicone ones I think have thinner walls and obviously a bigger diameter bore. I wanted 

to change to those to try and get over this problem of blockages, and I did try one, but it was 

a lot stiffer and it meant that it pressed against my clothes. It was pressed against the inside 

of my bladder in the extreme end, and that was very uncomfortable—oh, and there were leaks 

because of that, being twisted slightly sideways. So I’ve gone back to the latex ones. (5) 283–

287 

No other catheter blockage self-management or avoidance strategies were raised. More 

prevalent was CAUTI. 

4.7.2 CAUTI presentation 

The four participants who experienced frequent CAUTI conveyed confidence in being able to 

recognise their CAUTI symptoms. All said that they could tell when they had an infection. As 

Ian recounted: 

I went in [to my GP] and said, ‘I think I’ve got another infection.’ And he said, ‘Well, you 

can tell better than me.’ And I think he’s right. I mean, I know when I’ve got an infection. 

(6) 212–214 

So yes, I have had quite a few. And I can tell. (6) 247–248 

Discomfort and change in urine characteristics were common CAUTI symptoms; however, as 

Amber said, it could be different for individuals: 

Well, it’s probably different for everybody, but I can feel pain around the SPC, and you start 

to feel a bit out of it, a bit different. It’s hard to say because some people who have an SPC 

obviously haven’t got MS so it’s probably different for everybody with an infection. But you 

can normally tell. (10) 324–326 

The presence of an unpleasant urine odour was reported by three participants as a common 

CAUTI sign. As explained by Ian, this sign could also be recognised by others: 
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And I must say, my wife knows, but for different reasons. She can smell my urine. It must be 

awful for her, but she can smell when I have an infection. She can say to me, ‘I think you’ve 

got an infection.’ And I say, ‘Yeah, you’re right.’ Between the two of us. (6) 214–217 

People, including Ian, would also monitor the appearance of their urine for signs of likely 

CAUTI: 

I can usually get a bit of an idea by what my urine looks like. (6) 122 

The changed appearance was commonly cloudy urine, as Lucy observed:  

Well when the urine gets cloudy … I take a test … a [urine] sample, to be on the safe side … 

I just go by the cloud in the urine. (9) 313–336 

Nicolle would also notice particles floating in her urine: 

it does get cloudy and it does get—you know, things floating, debris floating around in it 

sometimes. (2) 43–44 

Gritty particles from her cystostomy were also noted by Nicolle as a precursor to CAUTI: 

I get all this gritty residue. On the catheter tube that’s coming out, I can feel this gritty residue. 

On the outside. And I don’t know how that gets out there. Just where it comes out of the site 

there. It’s just—and honestly, it feels really gritty … But often that seems to be a pre-runner 

to not feeling well. (2) 352–359 

Recognising early signs of CAUTI was relatively straightforward for the participants who had 

experienced frequent infections. However, when to seek treatment was less clear. 

4.7.3 Seeking treatment for CAUTI 

The participants who had not experienced frequent CAUTI attributed this to luck. For Penny:  

as I say, it’s lucky that I haven’t had infections. (7) 261 

Dudley noted: 

I’ve not had any—touch wood, not had any infections at all. (3) 159–160 
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Nicolle provided a more sophisticated explanation of why she experienced frequent CAUTI. 

However, she also expressed an element of fate, suggesting the development of symptomatic 

CAUTI was outside her control: 

[my urologist] says, there is always going to be bugs [bacteria] in my bladder because it’s got 

a foreign body in it. And sometimes my bladder handles it and some—or my body handles 

it, but sometimes my body doesn’t. So, it depends on which way it goes. (2) 45–47 

The participants experiencing frequent CAUTI exhibited treatment-seeking behaviours 

inconsistently. Uncertain if her symptoms would manifest to the stage of requiring antibiotic 

treatment, Nicolle would delay seeking medical review. Her concern about developing 

antimicrobial resistance underpinned the delay: 

But I am very naughty, because I always leave it as long as I possibly can, because I don’t 

like to take a lot of antibiotics because they talk about superbugs and things like that. (2) 71–

72 

On some occasions, Nicolle’s early symptoms would resolve without intervention: 

it does take a few days before you really—once you get to the feeling sick stage, then you 

know. You can just feel a bit off colour and a bit tired. But sometimes it’s stopped, and I’ve 

felt all right again. (2) 77–79 

However, at other times, Nicolle’s symptoms would progress. Headache, fever and nausea 

would lead to her seeking treatment: 

I think the first thing I notice is I seem to get this headache. And I think, oh dear. Then every 

now and again, I’ll be saying, oh my goodness, it’s hot … and then I have sometimes vomited 

… I start to feel really nauseous all the time. That’s when I think it’s time to do something. 

(2) 67–71 

Unlike Nicolle, Phillip had been able to consistently overcome his early CAUTI signs: 

So sometimes the urine has an unpleasant smell to it—and I know there are heavy mixed 

growth on urine test results I’ve had which could indicate an infection … [my urologist is] 

reluctant to provide a prescription for antibiotics, on the basis that if there’s no fever or bad 

feelings—if I’m not feeling ill, then I can cope with it. (5) 215–223 
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In further contrast, Amber’s CAUTI symptoms could rapidly escalate. Consequently, Amber 

sought immediate medical assistance when her symptoms first presented: 

I had an infection and I went to hospital … for the first night I was in emergency and then 

the next day they put me up on the ward … and within a day it went to sepsis. I was in ICU 

once with it too. Very scary and I was hallucinating, and it was awful. So, it hit the brain as 

well. (10) 70–74 

That’s why every time I get an infection, I get scared because the sepsis comes on really 

quick … I get an ambulance. (10) 80–89 

The progression of CAUTI symptoms was outside the participants’ control. However, some 

had adopted strategies to minimise infection risk.  

4.7.4 Complication avoidance 

As previously presented, maintaining a clean and dry cystostomy site was said to be the key to 

avoiding infection. However, opinions were mixed regarding the commonly recommended 

complication avoidance strategies of fluid intake, hand hygiene and catheter securement.  

4.7.4.1 Fluid intake 

The participants who experienced frequent infections said that they increased their water intake 

to increase urine output. The resulting additional flow of urine was said to help ‘flush’ bacteria 

from the bladder. According to Nicolle: 

 [my urologist] says you can actually flush out an infection, if you’re lucky. (2) 79–80 

Drinking one and a half litres of water per day became a daily regimen for Ian. Even though he 

had continued to experience CAUTI, Ian believed that this volume of water intake was helpful: 

there’s no question that drinking water helps. And I’ve been guilty of not drinking enough in 

the past, but those days are behind me … so I am between a litre, I would think and a litre 

and a half a day. (6) 265–268 

Amber had also increased her water intake to prevent CAUTI: 

I wasn’t drinking a lot of water, but I upped my water intake (10) 56 
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Whereas Amber did experience an increase in urine flow, unlike Ian she was less certain of the 

benefits: 

The urine comes out like water. Massive big difference. But I know even when I was drinking 

a lot of water, I still got an infection. (10) 146–149 

4.7.4.2 Hand hygiene 

Hand cleaning prior to handling their catheters as an infection avoidance strategy was seldom 

undertaken. Of the seven participants who were asked, none said that they routinely cleaned 

their hands prior to draining their catheters. It was viewed as unnecessary in their own homes. 

Nicolle said she was unaware of this recommendation and thought she might try it: 

No, I don’t normally. I never really thought about it, but no. It’s probably not a bad idea … 

because you don’t normally wash your hands before you go to the loo, do you? … But maybe 

I’ll start doing a hand sand [sanitise] before I empty it. That might make a difference. (2) 

329–342 

Ray was also aware of the recommendation. However, he did not think it was necessary: 

I know you’re supposed to … but I mean, I’m only opening the thing! (1) 195–197 

Ian, Brian, Phillip and Dudley were of a similar opinion. The emptying of their drainage bags 

or valves was viewed as no different to going to the toilet, and hands are not usually washed 

prior to toileting. Ian said: 

No, I don’t wash my hands before, but I’m just on the outside, I’m just touching the tap. I 

always wash my hands afterwards. (6) 273–275 

If he was away from home, Phillip indicated that he was prepared for a situation in which he 

might need to clean his hands: 

It depends where I am. If I’m at home, I wash my hands afterwards. I always carry hand gel 

in the car. But it’s not sterile, it’s not a sterile situation. (5) 347–348 

The adjustment of clothing and straps is required to access the drainage outlet. Brian and 

Dudley drew attention to how these necessary adjustments made the cleaning of hands 

impractical prior to handling their drainage equipment. Brian commented: 
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Actually, I do tend to wash my hands afterwards. Yes, because I just have to go to the loo 

and put my leg on the basin, and then lean down and open the tap, and empty it and then close 

the tap, and then adjust my trousers and so on; and then I go back into the bathroom and wash 

my hands.(4) 322–324 

Dudley emphasised the added difficulty of hand cleaning when away from home: 

No, I don’t. Sometimes, of course, I’m here [home] and sometimes I’m away somewhere and 

I have to do it. To me, it’s an awkward business because I’ve either got to try and get the leg 

of my pants up or [undo the] strap. (3) 138–140. 

4.7.4.3 Catheter securement 

To minimise friction and trauma on movement, all but two of the participants wore a device to 

secure the catheter to their body. Fred and Amber chose not to wear a securement device. Fred 

only wore the straps for his leg bag: 

they’ve [nurses] showed me all those things but no, I just have the catheter loose (8) 440–

441 

At home, for ease of access in releasing her catheter valve, Amber wore her catheter outside 

her clothing, sitting it on her lap. If need be, she would secure it within the waist band of her 

clothing: 

I just let it hang. If I go out, I put it in my trousers. (10) 312 

Most participants who secured their catheters, including Nicolle, wore an elasticised material 

catheter strap and had found these to be satisfactory: 

I find that’s [catheter strap] really good to hold it there. (2) 300–301 

Nicolle, Dudley and Phillip spoke of their preference for this style of strap in comparison to an 

adhesive device. For Nicolle: 

in hospital they were putting sticky plaster and all sorts of things … but that [catheter strap] 

makes it a lot easier. (2) 301–304 

Keeping adhesive devices in place was difficult for Dudley because of his skin type: 
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I wear a strap … I’ve got … dry skin … the plaster fastenings and so on will only sit on my 

skin for two days at the most and then they peel off. (3) 140–142 

Phillip had previously used an adhesive device designed specifically to hold a tube in place. 

However, he developed a skin sensitivity. He then changed to using an adhesive hypoallergenic 

paper tape, which he found to be effective: 

I’ve just put a tape across to hold it in position … it works … I used to [use Flexitrak] … it’s 

a rectangular pad with a sort of flap in the middle … but I must be allergic to the adhesive or 

whatever … but this micropore works well. (5) 296–306  

The participants had mixed experiences with and opinions about fluid intake, hand hygiene and 

catheter securement as practices to minimise complications. While most were aware of the 

recommendations, it appeared that practices were modified to suit individual preferences and 

logic, with the prevalence of complications as an influencing factor. 

4.8 Conclusion 

At the start of this chapter, the 10 participants from the SPC expert user group were introduced. 

Through semi-structured interviews, each participant shared their information about their SPC-

related experiences and insights into their self-care practices and people’s support needs. 

Thematic analysis and interpretation of the participants’ stories led to the identification of six 

major themes, which have been reported in this chapter. 

These major themes, each of which comprised subthemes, were 1) people’s psychological 

support needs associated with SPC use; 2) the need to constantly plan ahead to accommodate 

an SPC into one’s daily life; 3) cystostomy site care practices; 4) experiences of SPC 

replacement; 5) drainage equipment practices and 6) complication avoidance and management 

strategies. The next chapter presents the Phase Two Delphi survey data, with this phase of the 

study having been influenced by the themes reported above. 
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Chapter 5: Phase 2 Results 

Chapter 4 presented the Phase 1 interview data with the expert SPC user group. This chapter 

will describe the analysis of the data provided by the Phase 2 expert nurse group. As explained 

in Chapter 3, this group of experts was asked to provide opinions on specific interrelated 

practices based on their experiences of providing care or conducting research with people who 

live at home with a long-term SPC.  

Data collection employed the Delphi survey technique. The following sections explain the 

administration and sequential analysis of each of the three Delphi rounds. Preceding this 

information, the recruitment process through expression of interest is presented, which includes 

a description of the expert panel. All surveys, including the expression of interest to participate, 

were administered using Lime Survey® software. Figure 5.1 summarises each step of the Phase 

2 process. The chapter concludes with 282 best practice statements based on expert opinion 

that will guide the care of people who live at home with a long-term SPC. 

Recruitment through expression of interest of expert nurse group 

 

Round 1 Delphi survey (20 open-ended questions) 

Content analysis of responses expressed as statements 

 
Round Two survey (382 statements) 

Level of agreement of each statement rated using Likert scale 

Percentage of agreement consensus calculated for each statement 

≥ 75% agree or strongly agree = consensus of acceptance (209 statements) 

≤ 25% agree or strongly agree = omit statement (30 statements) 

Statement review (further 7 statements omitted) 

Median response to each statement yet to reach consensus calculated 

All statements outside the above parameters represented in Round 3 

 
Round 3 survey (136 statements) 

Each statement rated considering the panel median response rate 

Percentage of agreement consensus calculated for each statement as for Round 2 

≥ 75% agree or strongly agree = consensus of acceptance (73 statements) 

≤ 25% agree or strongly agree = omit statement (63 statements) 

 

Delphi consensus of agreement outcome (282 statements) 

Figure 5.1: Summary of the Phase 2 Delphi process 
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5.1 Recruitment and Expert Panel Characteristics 

5.1.1 Expert panel response rates 

As mentioned in chapter 3 the method for the recruitment of nurse participants to this phase of 

the study included purposive, snowball and third-party access sampling. For the purposive 

sampling method, 20 nurses were sent the letter of introduction and participant information 

sheet by a third-party administrative support co-worker by email. CoNSA and ANZUNS 

assisted with third-party access sampling by extending the invitation to participate through their 

membership networks. It was intended that third-party access sampling would be extended 

through the nursing membership of the ICS. However, following the initial recruitment 

planning discussions with the ICS Nursing Committee chair, it was found that the society no 

longer had the capability to assist with recruitment requests. 

As illustrated in Table 5.1, 33 nurses responded to the expression of interest to participate in 

this study. Of these responders, one withdrew and one did not meet the eligibility criteria 

(insufficient experience). Expert nurses were defined as nurses who had at least five years’ 

practice as either a continence nurse, community nurse or urology nurse providing care to 

people who live at home with a long-term SPC. Of the 31 remaining eligible respondents, one 

was unable to be contacted because the recipient’s return email address was not recognised and 

was returned by the email server; 23 of these respondents continued with their interest and 

completed the Round 1 Delphi (74% response rate). Response rates were maintained at high 

levels in Round 2 (n = 22; 96% response rate) and Round 3 (n = 21; 95% response rate). 

Several strategies were implemented to maintain response rates for the duration of the Delphi. 

Table 5.1: Response rates to the expression of interest and each Delphi round 

EOI 33 respondents 

 

1 withdrawal, 1 ineligible / n = 31 

 

 

Round 1 31 respondents 

 

1 uncontactable, 7 non-responses / n = 23 

 

 

Round 2 23 respondents 

 

1 nonresponse / n = 22 

 

 

Round 3 22 respondents 1 nonresponse / n = 21 
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5.1.2 Enhancing response rates 

To help motivate panel members to continue participation to the last round, it was crucial to 

maintain communication between rounds. On completion of each survey, respondents received 

email correspondence to acknowledge receipt of their survey and to thank them for their 

contribution. For those yet to complete their surveys within the allocated time frames, up to 

two reminders were sent by email. A link to the survey was embedded within the reminder 

correspondence for respondent ease of access to the survey. A detailed spreadsheet was 

developed and maintained to record all correspondence. 

As suggested by Keeney et al. (2011), it is also important to motivate continuing participation 

by creating opportunities to remind panel members of their partnership in the study and to 

ensure they felt like partners. Strategies to enhance a sense of partnership included an 

opportunity for respondents to provide comment at the end of each of the six topic sections in 

the first two rounds. Respondents were also invited to suggest additional topics for 

consideration for inclusion in the next round. 

Individual and median survey response feedback was also provided in Round 3. This feedback 

allowed respondents to recognise the importance of their own contributions and promote an 

appreciation of panel collegiality. Statements that had reached consensus from Round 2 were 

forwarded to panel members as an attachment to the final survey. This inclusion was to 

demonstrate the progress that had been achieved and inspire the completion of the final survey. 

5.1.3 Expert panel characteristics 

This section provides a description of the expert panel. Characteristics include respondents’ 

country of practice, specialty area(s) of expertise, years of experience in the specialty area, 

highest postgraduate qualification and an overview of role relevance in relation to the care of 

people who live at home with a long-term SPC. This data indicate a distinctly qualified and 

experienced group of experts from four countries. 
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5.1.3.1 Country of practice 

Countries where the respondents practised, as illustrated in Table 5.2, included Australia 

(n = 19), New Zealand (n =2), the United Kingdom (n = 1) and the United States (n = 1). 

Table 5.2: Delphi respondents’ country of practice 

Country n = 23 

Australia 

New Zealand 

United Kingdom 

United States 

19 

  2 

  1 

  1 

5.1.3.2 Specialty area(s) of nursing practice 

The panel comprised representation from all specialty areas of nursing specified in the 

inclusion criteria. Thirteen respondents indicated more than one area of specialty. Table 5.3 

outlines respondents’ range of practice area expertise. 

Table 5.3: Delphi respondents specialty areas of nursing practice 

Specialty area(s) of nursing practice n = 23 

Continence 

Community 

Urology 

Continence and community 

Continence and urology 

Continence, community and urology 

Continence, community, urology and research 

8 

1 

2 

7 

2 

2 

1 

5.1.3.3 Years of experience in the specialty area 

The years of experience of the panel in their specialty fields ranged from 5 to 40 years, with a 

mean duration of 19.4 years (SD = 7.79). 

5.1.3.4 Highest nursing qualification 

As illustrated in Table 5.4, all panel members had achieved postgraduate nursing qualifications. 
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Table 5.4: Delphi respondents’ highest postgraduate nursing qualification 

Highest postgraduate 

qualification 

n = 23 

Graduate certificate 

Graduate diploma 

Bachelor* 

Masters 

Masters (Nurse Practitioner) 

PhD 

6 

6 

4 

2 

4 

1 

*Degree obtained prior to the introduction of Bachelor-level entry to nursing. 

5.1.3.5 Description of professional roles 

Each respondent was also asked to provide a brief description of their role in relation to the 

care of people with a long-term SPC at home. All respondents indicated that they provided 

direct care to people who live at home with a long-term SPC. The range of roles included 

clinical, advisory, educational and procedural responsibilities and research: 

• presurgery and postoperative care, and coordinating care 

• educating the person (and carers) about their SPC-related self-care 

• assisting with drainage equipment needs 

• replacing SPCs 

• providing an advanced level of assessment, support and management 

• managing complex catheter problems 

• educating and supporting health professionals, including problem-solving 

• assessing SPC replacement competency 

• contributing to SPC-related guidelines and co-writing policy 

• conducting research. 

Following the finalisation of the expert panel, Round 1 commenced. The implementation, 

distribution and analysis of rounds will now be described. 
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5.2 Round 1 Delphi 

Round One Delphi comprised 20 open-ended questions. As discussed in Section 3.3, the survey 

questions reflected those that arose from the review of the literature, CPGs comparisons and 

interviews with the expert SPC user group. Guided by the PICO framework, (see Section 3.5.4) 

for the development of questions, survey questions were grouped and titled according to the 

six overarching themes that arose from the interviews with the expert SPC user group. Each 

question asked expert panel members to provide intervention or opinion-based responses to 

obtain a specified outcome. The basis and framework that informed the development of each 

question are shown in Tables 5.5–5.10. 

Table 5.5: Question 1—Psychological support needs 

Major theme 1: Psychological support needs 

Problem Intervention and outcome of interest 

People who have undergone 

the insertion of a SPC draw 

attention to the 

psychological adjustments 

required for living with the 

device indefinitely. 

The level of support 

provided by health 

professionals does not 

consistently match people’s 

psychological adjustment 

needs. 

1. What support is required from health professionals to 

promote a person’s psychological adjustment to life with 

their SPC? 

 

 

 

 

 

 



135 

Table 5.6: Question 2—Suprapubic cystostomy site care 

Major theme 2: Suprapubic cystostomy site care 

Problem Intervention and outcome of interest 

Review of the literature and 

CPGs provide limited detail 

or consistent guidance for 

clinical care of a person's 

newly formed suprapubic 

cystostomy wound. 

2. What is best practice to guide the clinical care of a 

person’s newly formed suprapubic cystostomy that will 

promote optimal healing and related care at home? 

People with an SPC state 

that keeping their 

established cystostomy site 

clean and dry is the most 

important aspect of their 

catheter-related self-care for 

their comfort, skin integrity 

and infection avoidance. 

However, there is limited 

standardised guidance for 

cystostomy site assessment 

and self-care. 

3. What advice is required from health professionals for a 

person living at home in relation to the self-care of their 

suprapubic cystostomy site? 

The development of 

hypergranulation tissue at 

the suprapubic cystostomy 

site is a common abnormal 

manifestation associated 

with long-term SPC use. 

People who have a long-

term SPC at home relate a 

poor understanding of the 

causes of their 

hypergranulation tissue. 

4. What advice is required from health professionals to 

prevent the development of hypergranulation tissue at a 

person’s suprapubic cystostomy site? 

Review of the literature and 

CPGs provides mixed 

opinion on treatment 

recommendations for the 

removal of a person's 

hypergranulation tissue at 

their site. 

5. What is the best treatment for the removal of 

hypergranulation tissue at a person’s suprapubic cystostomy 

site? 
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Table 5.7: Question 3—Suprapubic catheter replacement 

Major theme 3: Suprapubic catheter replacement 

Problem Intervention and outcome of interest 

Review of the literature and 

CPGs indicate there is no 

standardised procedure for 

the replacement of an SPC. 

6. What technique, including the type of cleansing solution 

used, do you consider best practice for the replacement of a 

person’s long-term SPC in the community clinic and home-

care settings? 

Review of the literature and 

CPGs indicate there is no 

standardised approach to 

guide the interval for the 

replacement of a person’s 

long-term SPC. 

7. What are the indicators used to guide the interval for the 

first and subsequent replacements of a person’s long-term 

SPC in the community setting? 

Review of the literature and 

CPGs indicate there is 

limited information to guide 

the selection of a catheter 

suitable for long-term SPC 

use. 

8. What catheter and individual characteristics need to be 

considered to guide the appropriate selection of a catheter 

for people who use a long-term SPC in the community 

setting? 

People who have a long-

term SPC in the community 

setting report variable 

experiences of discomfort, 

psychological and physical, 

in association with their SPC 

replacements. Discomforts 

are described as acute or 

may persist for longer 

durations. 

9. What strategies can be implemented to promote a 

person’s comfort in association with their SPC 

replacements? 

Table 5.8: Question 4—Drainage equipment practices 

Major theme 4: Drainage equipment practices 

Problem Intervention and outcome of interest 

Review of the literature 

provides no clear guidance 

about the appropriateness or 

effectiveness of maintaining 

a closed system when living 

at home with a long-term 

SPC. 

A closed system comprises 3 

key elements: a sterile 

catheter and drainage 

collection device, that with 

10. What is your expert opinion about the appropriateness 

and effectiveness of maintaining a closed system for a 

person who lives at home with a long-term SPC? 
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each aseptic insertion, 

remains attached with no (or 

minimal) disconnections or 

interruptions to the system. 

Review of the literature and 

CPGs indicate there is 

limited evidence and 

inconsistencies regarding the 

interval for the replacement 

of catheter drainage 

collection devices (leg/day 

bags, night bags, valves) 

used by people who live at 

home with a long-term 

catheter. 

People who use a long-term 

SPC at home describe wide 

variation in the interval for 

the replacement of their 

drainage collection 

equipment. 

11. What is your opinion about the interval for the 

replacement of drainage collection devices for a person who 

lives at home with a long-term SPC? 

Review of CPGs indicate 

overall that drainage 

collection bags are not to be 

re-used. 

However, the literature and 

practices of people who use 

a long-term SPC indicate 

that drainage bag re-use may 

be common in home 

settings. 

12. What is your opinion about the re-use of drainage 

collection bags for people who use a long-term SPC at 

home? 

 

Review of the literature 

indicates that there is 

insufficient evidence to 

recommend any specific 

cleaning method when re-

using catheter drainage 

collection bags. 

13. If you do advise the re-use of drainage collection bags 

what method of cleaning do you recommend to a person 

who uses a long-term SPC at home? 
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Table 5.9: Question Five—Complication avoidance and management 

Major theme 5: Complication avoidance and management 

Problem Intervention and outcome of interest 

Symptomatic CAUTI is a 

well-known complication 

associated with catheter use. 

Validated effective practices 

to minimise CAUTI for a 

person who uses a long-term 

SPC at home are lacking. 

14. What practices do you promote that aim to minimise 

CAUTI for a person who lives at home with a long-term 

SPC? 

Identification of symptoms 

consistent with CAUTI 

precede laboratory 

diagnostics and treatment 

pathways. 

However, pathways to guide 

the recognition of symptom 

presentation and assessment 

for a person who lives with a 

long-term SPC at home are 

less clear. 

15. From your experiences with people who use a long-term 

SPC at home, what signs or symptom recognition leads to 

timely and appropriate treatment for symptomatic CAUTI? 

Review of the literature and 

CPGs indicate varied 

recommendations about 

replacement of the colonised 

catheter insitu prior to 

obtaining a CSU for 

laboratory analysis when a 

symptomatic CAUTI is 

suspected. 

Recommendations include 

catheter replacement prior to 

any sampling for 

microculture and sensitivity 

testing. Others recommend 

replacing the catheter only if 

it has been in place ≥ 1 

week. Others recommend 

replacement of catheters that 

have been in place ≥ 2 

weeks. 

16. What is your opinion about catheter replacement in 

relation to obtaining a CSU for laboratory analysis for a 

person who has a long-term SPC at home? 

Catheter blockage is a well-

known complication 

associated with long-term 

catheter use. Review of the 

literature and CPGs 

17. From your experiences with people who use a long-term 

SPC at home, what advice and practices do you promote for 

the avoidance and management of catheter blockage? 
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indicates mixed opinion 

about catheter blockage 

avoidance practices and 

catheter blockage 

management. 

 

Table 5.10: Question Six—Planning ahead 

Major theme 6: Planning ahead 

Problem Intervention and outcome of interest 

Managing the practicalities 

of catheter drainage when 

away from home for brief or 

extended periods is a 

necessary practicality of 

SPC-related self-care. 

To avoid urine leakage or 

bladder over-distension, 

people who have an SPC 

state that they need to be in 

a suitable location where 

they can discretely drain 

urine before the drainage 

bag or bladder is near 

capacity. 

People also indicate that 

there is little, if any, 

guidance provided by health 

professionals for managing 

SPC drainage when away 

from home. 

18. What advice is required from health professionals that 

will assist a person to confidently manage urine drainage 

from their SPC when planning and partaking in activities 

outside their home? 

People with a long-term 

SPC state that their catheters 

can limit holidaying and 

travel as it can bring feelings 

of uncertainty. 

The unpredictability of 

catheter function (e.g., 

catheter blockage and 

infection) or the need for 

catheter replacement means 

that they may require 

support from health 

professionals on the way to 

19. What assistance is required from health professionals to 

enhance a person’s experience of accessing appropriate 

support from health professionals when travelling or 

holidaying away from their usual community supports? 
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and at their holiday 

destination. 

People who travel state that 

if required, they will 

typically seek ad hoc 

support most often from 

hospital EDs. 

People who live with a long-

term SPC at home draw 

attention to the need for 

immediate self-management 

strategies in the event of the 

inadvertent dislodgement of 

their catheters. 

20. What are the immediate self-management strategies that 

a person could implement to salvage their cystostomy tract 

in the event of the inadvertent dislodgement of their SPC? 

 

5.3 Results: Administration of Round 1 Delphi 

As for all the surveys in this phase, Round 1 survey content, open-ended questions, was 

accordingly formatted and administered electronically by direct email to each respondent using 

Lime Survey® software. To maintain an understanding of the purpose of the Delphi survey 

technique, the survey introduction and instructions included a reminder to respondents of the 

key premise of Delphi, as outlined in the participant information sheet. The six thematic topic 

areas were introduced. Respondents were asked to provide their expert opinion in response to 

each question based on their experiences of providing or researching SPC-related care. 

Respondents were also provided with the opportunity to include additional topics that they felt 

had been omitted from the first round for consideration for inclusion in the next round. Simple 

instruction on how to complete the survey was provided throughout. Respondents were advised 

of an estimated time frame of 30–60 minutes to complete the survey and were asked to 

complete the survey within 14 days. 

5.3.1 Responses to the Round 1 survey 

The Round 1 survey was completed by 23 respondents; 14 surveys were completed within 14 

days. Reminders to complete the survey were sent to the 16 remaining panel members, resulting 

in a further nine completed surveys. There were seven non-responses. 
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5.3.2 Content analysis of the Round 1 data 

Responses were content analysed for re-presentation to the expert group as statements in Round 

2 Delphi. The content analysis process was guided by the method described by Graneheim and 

Lundman (2004). Using categorised extracts from a content area of Round 1 data, the 

implementation of this method is explained in Section 5.3.2.1. 

5.3.2.1 Example of content analysis of the survey data 

Each unit of analysis was defined as a section of the text that was large enough to be considered 

a complete unit of information on the topic, yet small enough to be retained as context for the 

next step of analysis, which involved identifying meaning units. A meaning unit is defined as 

a group of words, statements or paragraphs that have the same central meaning. There were six 

units of analysis corresponding to each of the six major themes arising from the Phase 1 

interview data: 

1. psychological support needs 

2. suprapubic cystostomy site care 

3. suprapubic catheter replacement 

4. drainage equipment practices 

5. complication avoidance and management 

6. planning ahead. 

Drawing on a section of the text from the responses relating to the first unit of analysis, 

psychological support needs, the content analysis process will be illustrated. Condensing of 

data occurred through the coding and grouping of sections of text within the content area that 

required little or no interpretation. I then grouped text data that had the same or similar central 

meaning and were related to each other. An iterative approach was taken to ensure that the 

content areas for analysis did not become disconnected from each of the Round 1 questions. 

This process involved systematically verifying the abstracted and condensed text alongside 

each respondent’s whole-of-text responses. This procedure was undertaken to ensure that the 

text remained true to context and to each respondent’s intended meaning. 

The following extracts are an example of condensed responses to the question ‘what support is 

required from health professionals to promote a person’s psychological adjustment to living 

with their SPC?’: 
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[people need to] know that other people have catheters 

I find a lot of people think they are the only person in the community with a catheter so 

education regarding how prominent continence issues are for people gives the person some 

perspective on the matter. 

normalisation 

normalising the catheter 

providing a contact patient [that] they can talk to 

peer support prior to insertion 

These condensed data were then abstracted to the two interrelated Round 2 statements: 

People are to be provided with the knowledge that there are many other people who live at 

home with a long-term SPC. 

The opportunity to talk to somebody who has a long-term SPC should be provided where 

possible. 

5.3.2.2 How Round 1 data shaped Round 2 content 

To illustrate how further decisions were made in constructing the next round of Delphi, 

continuing within the psychological support needs unit of analysis, it became apparent from 

the data that there were three interrelated areas of need associated with assisting a person to 

psychologically adjust to life with their SPC. Identified first were specific informational 

requirements that aim to prepare and support a person towards adjustment to their catheter. 

Second were potential support needs in relation to psychological risk factors in association with 

long-term SPC use. The third area of need involved self-care advice to avoid problems and 

promote mastery, leading to a sense of control. Therefore, the presentation of the statements 

for the psychological support needs section for Round 2 were grouped accordingly under the 

sections: 

1. specific information needs 

2. support for people’s common psychological responses to their SPCs 

3. specific advice and educational needs to help regain a sense of control. 
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Further, to remain true to the data provided by expert nurses, as much as possible, the same 

words used by them were reflected as statements with minimal, if any, adjustment. For 

example, the first statement seeking consensus was a direct quotation: 

Adjusting to living with a SPC involves an individual response and includes adjustments to 

[a person’s] environment and support from caregivers/family members. 

This excerpt was selected because it encapsulated in an overarching way what the panel was 

communicating. 

The content analysis of the Round 1 data resulted in 382 statements (see Appendices 10 and 

11). These statements formed the content of the Round 2 Delphi survey. The thematic 

framework used in Round 1 was maintained for the grouping and presentation of statements in 

Round 2. 

5.4 Results: Administration of Round 2 Delphi 

The aim of Round 2 was to obtain the panel’s level of agreement to the statements arising from 

the first round, allowing for a consensus of expert opinion. Respondents were asked to indicate 

their level of agreement for each statement using a seven-point Likert scale that ranged from 

strongly agree to strongly disagree. To facilitate further input, respondents were also provided 

with the opportunity to provide brief comment in relation to their responses at the end of each 

topic section. An estimated time for completion of the survey was 15–30 minutes. Respondents 

were asked to complete the survey within 10 days. 

5.4.1 Responses to Round 2 survey 

Twenty-two respondents completed Round 2; 16 responded within the 10-day time frame. 

Reminders were sent to the remaining seven panel members, resulting in the completion of a 

further six surveys. A second reminder was sent to the remaining one panel member. However, 

the respondent was unable to complete the second round within an extended time frame.  

5.4.2 Analysis of Round 2 data 

Statements attracting a strongly agree and agree combined rating on the Likert scale at the 

predetermined threshold of 75% or greater indicated a group consensus on a statement. 

Consensus to the rejection of a statement were those attracting a 25% or lower rating on the 
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Likert scale. Statements with a percentage that fell between 25% and 75% formed the content 

of the final Round 3 survey. Statistical analysis of percentages for each statement was 

calculated using Lime Survey® software. 

A consensus of agreement at 75% or greater was reached for 209 statements; 30 statements 

attracting 25% or lower were omitted from the next round. A further seven statements were 

omitted from the next round based on logic and the agreement of the research team. It was 

decided that a subset of five statements that related to cystostomy site cleansing solution 

selection could be omitted because 95% of respondents indicated normal saline as the preferred 

solution. A further statement relating to a cystostomy site cleansing technique was omitted on 

similar principles; 91% of respondents indicated that the cystostomy site should be cleansed 

using a swabbing technique. Therefore, a statement that advocated a wash without swabbing, 

which attracted a low level of agreement rating (27%), was also omitted from the next round. 

A further statement about the treatment of hypergranulation tissue (consider consultation with 

a wound care nurse), attracting a 72.73% level of agreement and being below the 75% 

threshold, should have been represented in Round 3. However, the statement was 

unintentionally omitted from the next round. 

In Round 3, 136 statements remained for re-presentation. In addition to the calculation of 

percentage ratings of agreement with each statement, measures of central tendency (median 

scores) were manually calculated to determine the group average response rates. This 

information was used for controlled feedback to panel members in Round 3. 

5.5 Results: Administration of Round 3 Delphi 

In this final round, feedback on the progress of the survey was provided as a component of 

Round 3 correspondence. Respondents were informed of the number of statements that reached 

a consensus of agreement. A copy of these statements was sent as an attachment to the survey 

correspondence. 

Round 3 comprised the 136 statements that were yet to achieve a consensus. These statements 

were again grouped within the thematic framework for the panel to rate using the Likert scale, 

as for the previous round. However, in this round, each respondent was provided with the 

opportunity to reconsider their original rating in the light of the overall panel response rating. 

Alongside each statement, as illustrated in Section 3.5.8, respondents were shown their own 
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individual Likert-rating response from the previous round and the panel median response rate. 

Respondents were advised that they did not have to change their original response if they did 

not wish to. The estimated time for completion of the survey was 10–15 minutes and 

respondents were asked to complete the survey within 7 days. 

5.5.1 Responses to Round 3 survey 

The Round 3 survey was completed by 21 respondents; 15 responded within the 7-day time 

frame. Reminders were sent to the seven remaining respondents, resulting in the completion of 

a further five surveys. A second reminder was sent to the remaining two panel members, 

resulting in the completion of one more survey. 

5.5.2 Analysis of Round 3 data 

As for Round 2, a predetermined threshold of 75% for statements attracting strongly agree and 

agree on the Likert scale indicated a group consensus to a statement. Statistical analysis of 

percentages for each statement was again calculated using Lime Survey® software. Statements 

attracting a rate lower than 75% were omitted from the practice guideline. A further 73 from 

the 136 Round 3 statements reached a consensus of 75% or greater. 

5.6 Consensus Outcomes 

5.6.1 Statements reaching a consensus 

Given the sizable amount of data from the 3 Delphi Rounds, they have been appended (see 

Appendix 10) and the consensus statements that comprise the guideline are presented in the 

discussion chapter. The expert panel rated 73.82% of the statements attracting strongly agree 

and agree ratings of 75% or greater (see Appendix 10). A consensus of agreement was reached, 

resulting in 282 best practice statements. Alongside each statement, the Round 2 percentages 

of agreement to statements attracting strongly agree and agree are provided in Appendix 10. 

The median response rate Likert equivalent in words are also shown for the Round 2 statements 

that were re-presented to the panel for rating in Round 3. Round 3 percentages of agreement to 

statements attracting strongly agree and agree ratings are shown for each statement.  
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5.6.2 Statements that did not reach consensus 

The 93 statements that did not reach a combined strongly agree or agree consensus rating of 

75% or greater in Rounds 2 and 3 are also appended (see Appendix 11). As for the consensus 

statements alongside each statement, percentages of agreement to statements attracting 

strongly agree and agree, and where applicable the median response rate Likert equivalent in 

words, is shown. 

5.7 Conclusion 

This chapter has detailed the recruitment of the expert panel of nurses and described their 

expertise. It also explained how the six major themes emanating from the first group of experts, 

people with an SPC, provided the overarching framework for the construction of this second 

phase of inquiry with the expert nurses. The Phase 2 Delphi survey process and analysis of the 

three rounds was presented. Chapter 6 discusses the main findings.  



147 

Chapter 6: Discussion 

A consensus about what constitutes best practice for the care of a person who lives at home 

with a long-term SPC was reached. This consensus came from the sequential construction of 

knowledge from two groups of experts (people who use an SPC and nurses who provide care 

to people who have an SPC in the community setting). This consensus led to the development 

of a best practice guideline for the care of people who live at home with a long-term SPC.  

The purpose of this chapter is to present and discuss the practice guideline. Unlike some 

traditional discussion chapters, the statements comprising the guideline are not interpreted and 

discussed within the existing body of literature. As established in the introductory chapter and 

the review of the literature it was considered inappropriate to draw on existing knowledge of 

other types of catheters from different contexts. I drew on the broader work as it relates to 

clinical practice guidelines in a context that is specific to the needs of people living at home 

with a long-term SPC.  First, CPG development and the intended application of the guideline 

as a contribution to quality health care are detailed. Following an introduction to the six 

elements of the guideline, holistic health care and self-efficacy are discussed. These two 

concepts that relate to a person’s biopsychosocial wellbeing and self-care needs are present 

within each element of the guideline and are central to best practice for the care of a person 

living at home with a long-term SPC. Each section of the guideline is then presented and the 

main findings within each section are discussed.  

6.1 Clinical Practice Guidelines 

CPGs are developed to improve health care (Eccles et al., 2012). Guidelines comprise 

statements about appropriate health care for specific health-related circumstances. Evidence-

based practice guidelines are derived from a combination of the best available external 

evidence and individual clinical or professional expertise (Pearson, 2004). Expert groups 

undertake systematic appraisal of the evidence and on the basis of consensus, a CPG will 

comprise the practice statements most likely to produce a positive outcome for the intended 

recipients of care (Pearson, 2004). 

The evidence-based guideline for the care of a person living at home with a long-term SPC was 

developed to assist health professionals, particularly community nurses, make decisions about 

appropriate health care for a person who has a long-term SPC in the community setting. This 
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study was needed because to date, there has not been an evidence-based guideline that 

adequately addresses specific long-term SPC-related practices or that focuses on the unique 

needs of this group. A guideline was required that considers the home-care environment and 

that most SPC-related care is undertaken by the people themselves. 

A person’s individual circumstances will also have bearing on practice-related decisions and 

choices. Therefore, guideline adaptability may be required because although there are 

commonalities among people with a long-term SPC at home, there is also variation. A person’s 

individual health history, psychological response to illness and their social and environmental 

context (including resource availability) will vary from one person to the next and likely change 

over time. Accordingly, evidence-based guidelines are used to inform rather than direct care 

practices (Pearson, 2004). 

Notwithstanding, a best practice guideline clarifies practices and provides a standard of care 

on which to base practice. Guideline standardisation also leads to consistency in the advice 

provided by health professionals to support a person to make informed health choices. Such a 

guideline also provides a reference point that is open for critique and from which further 

research may be conducted. 

The areas of practice under investigation in this study emanated from the review of the 

literature and the five catheter CPGs comparisons. They include clarification of a person’s 

support needs; practices in relation to cystostomy site care, tissue trauma minimisation, SPC 

replacement and drainage bag/valve management; and strategies to minimise and manage 

CAUTI and catheter blockage. The knowledge was jointly constructed from the shared 

assumptions and realities of two groups of experts (people who use a SPC and nurses who 

provide care to people with an SPC in the community setting; Burr, 2015). In semi-structured 

interviews with the first group, participants shared information about their SPC-related 

experiences that included their insights into self-care practices and support needs. This first 

phase of the study resulted in the generation of six overarching themes that formed the structure 

of the Delphi survey and, as listed, the six major elements of the best practice guideline: 

1. psychological support needs 

2. suprapubic cystostomy site care 

3. suprapubic catheter replacement 

4. drainage equipment practices 
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5. complication avoidance and management 

6. planning ahead. 

Discussion of these elements of SPC-related care will be presented in the above order, together 

with each corresponding section of the guideline. However, it is most relevant to first discuss 

holistic health care and self-efficacy. As will be illustrated in each element of the guideline, 

biopsychosocial support and self-care confidence are central to promoting a person’s wellbeing 

when living at home with a long-term SPC. Drawing on the knowledge of the two groups of 

experts, it became evident that the philosophy of holistic health care and the theory of human 

determination are intrinsic within and across each element of the resulting guideline. 

6.2 Holistic Health Care 

There is a strong commitment, particularly in nursing, to the provision of holistic health care 

(Chinn & Kramer, 2018, Nursing & Midwifery Board of Australia, 2016b). In the context of 

holism in health care, people are regarded as biopsychosocial beings (Priest, 2012). Holistic 

health care simultaneously considers a person’s physical, psychological and sociological 

viewpoints and needs (Papathanasiou et al., 2013). An unmet need or a disturbance in one or 

more of the parts will disrupt the harmony of the whole. This principle underpins the 

philosophy of holistic health care (Priest, 2012). 

The approach taken in this study has led to the generation of a guideline that advocates holistic 

health care. While biopsychosocial aspects of care are evident within each of the six elements 

of the guideline, there are also clear associations with specific elements. For example, 

suprapubic cystostomy site care, SPC replacement, drainage equipment practices, and 

complication avoidance and management are largely concerned with the physical aspects of 

holistic care. The element psychological support needs is implicit with the psychological aspect 

of holistic health care. The social aspect of holistic health care is most evident in the element 

planning ahead. Nonetheless, while the six elements of the guideline are presented as separate 

components of care, they are to be considered integral elements of the whole in the provision 

of holistic care. 

As shown in the review of the literature and the findings of this study, the six elements of the 

guideline evidence that a SPC can disrupt multiple aspects of a person’s life. Therefore, in the 

presence of the individual challenges that living with the device indefinitely can bring, holistic 
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health care aims to improve and support a person’s biopsychosocial wellbeing. The results of 

this study confirm that the philosophy of holism translates into everyday SPC-related home 

healthcare practices. For people with an SPC, personal, practical and social renewals are 

required that will challenge their sense of self-efficacy to control their future (Bandura, 1997). 

6.3 Self-Efficacy 

Perceived self-efficacy, as defined by contemporary social cognitive psychologist Albert 

Bandura (1997), is a person’s belief in their capability to organise and undertake specific 

actions to influence events that affect their life. To realise self-efficacy, the person requires 

access to appropriate self-care knowledge and provision of the opportunity to develop the skills 

necessary to exercise control. A sense of confidence through mastery needs to be developed, 

which enables the person to predict or influence outcomes and counter the undesired ones that 

occur in their everyday life. This is important knowledge when caring for a person adjusting to 

the new life with an SPC. 

Perceived self-efficacy will influence a person’s preparedness to make changes to adjust to the 

new situation. The opposite, a perceived lack of control, will lead to apprehensiveness, apathy 

or despair (Bandura, 1997). Self-efficacy can also have implications beyond a person’s 

adjustment and self-care capabilities. Psychological stress related to a person’s inability to 

exercise control has associations with immune system impairment, increasing a person’s 

susceptibility to bacterial infection (Bandura, 1997). Perceived self-efficacy, as it may relate to 

infection susceptibility among people with a long-term catheter, is a highly relevant and 

potentially modifiable state of being that may also be beneficial in terms of positively 

influencing symptomatic CAUTI outcomes. 

A person’s perception of self-efficacy will be influenced by one or more sources (Bandura, 

1997). Mastery can be the indicator of a person’s sense of capability, as can some other measure 

of competence including another’s verbal acknowledgement of their capability. A person’s 

own personal judgement on how they think and feel about their capability are also used to 

inform their level of efficacy (Bandura, 1997). The guideline illustrates multiple practices that 

positively support self-efficacy. For example, providing clear, consistent information and 

advice about the elements that must be understood and mastered is paramount. Creating 

opportunity to engage with other people who have an SPC, providing realistic adjustment 

timeframes and normalising an initial changed perception of self as a person learns to live with 
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their SPC are further illustrations of the many self-efficacy promoting practices found 

throughout the guideline. 

Knowledge of the significance of perceived self-efficacy coupled with a biopsychosocial 

approach to the care of a person with an SPC creates the milieu for an optimal health 

professional and person-centred self-care partnership. In addition to this is the value of a 

comprehensive guide that draws health professionals’ attention to potential issues that a person 

may experience, defines common support needs and provides a standardised approach to avert 

complications and problem-solve. Section 6.4 presents and discusses the guideline. 

6.4 Best Practice Guideline for the Care of a Person Living at Home with a 

Long-Term SPC 

This practice guideline is centred on the principles of holistic health care, self-efficacy and 

promotes an insightful person-centred approach to SPC-related care.  Leading the six major 

elements of the guide is psychological support needs. Consistent with the literature (Fowler et 

al., 2014; Kralik et al., 2007; Sweeney et al., 2007), this study shows that acquiring and living 

with a long-term SPC brings significant change for a person. Psychological adjustment to the 

changes is the foremost aspect of integrating an SPC into everyday life. As illustrated 

throughout this chapter, meeting a person’s psychological support needs is integral to 

supporting their physical and practical SPC-related healthcare needs. 

6.4.1 Psychological support needs 

Psychological needs are those that relate to a person’s emotional (feelings), behavioural (doing) 

and cognitive (thinking) functioning. All healthcare interventions provided for illness or 

disability require psychological care (Priest, 2012). Priest (2012) suggests that psychological 

needs in health care could be described as ‘personal longing, want, or wish or, alternatively, an 

expression of distress, deprivation or inadequacy’ (p. 40). Psychological functioning may 

include a person’s ‘social needs, and the need for independence, control, information, social 

interaction, privacy and dignity’ (Priest, 2012, p. 40). These needs reflect the psychological 

support needs of a person adjusting to life with an SPC. 

As discussed previously, psychological health care is a component of holistic care. An 

unidentified or unmet need in this, or any of the other components (biological and social), poses 

a risk to a person’s wellbeing. However, it is not clear how psychological caregiving abilities 
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are acquired, nor is it precisely described as to what is needed or how to provide it (Priest, 

1999). One explanation for this area of uncertainty is that this aspect of health care is developed 

only through experience (Benner, 1984; Priest, 2012). This explanation may be problematic 

because the most experienced, or expert nurses, tend to internalise their knowledge about 

psychological care activities (Benner, 1984; Priest, 1999; Priest, 2012). Therefore, information 

about a person’s SPC-related psychological care needs may not be readily accessible to nurses 

who are advancing in practice or to those who are not specialists in the area of practice. 

One of the most valuable contributions to this study has been the sharing of knowledge about 

a person’s psychological support needs. From the experiences and insights of the participants 

who had a, SPC, the major theme—psychological support needs—arose. In-depth interviews 

in the first phase of this study allowed for the formulation of explicit, meaningful questions to 

be directed to the expert nurse group. Had the expert nurses not been directly asked about a 

person’s psychological support needs, as shown in the formulation of the question below, this 

information from the expert nurse perspective may have otherwise remained internalised: 

People who have undergone the insertion of an SPC draw attention to their early experiences 

with an SPC at home. Issues concerning the psychological impact of having an SPC have 

been raised. The level of support provided by health professionals does not consistently 

match people’s psychological adjustment needs. 

What support is required from health professionals to promote a person’s psychological 

adjustment to life with their SPC? 

This question to the expert panel resulted in two overarching statements within the 

psychological support needs element of the guideline. The statements (in Table 5.11) that 

preface this element draw the reader’s attention to the breadth of the impact to the person and 

provide introduction to what is required from health professionals. As identified from the 

review of the literature and from participants in this study, the impact of having an SPC for the 

person is largely underestimated by health professionals (Kralik et al., 2007; Sweeney et al., 

2007). Following these statements, the information, support and education and advice needs 

referred to in the second statement are expanded upon in the next three sections of this element. 

Table 5.11: Overarching psychological support needs statements 

Overarching statements relating to a person’s psychological support needs 
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Adjusting to living with an SPC involves an individual response and includes adjustments 

to the person’s environment and support from caregivers/family members. 

To assist with a person’s psychological adjustment to the insertion of their SPC, people are 

to be offered information, support and education and advice from suitably specialised 

health professionals who understand the concerns and issues that a person may experience. 

The information component of supporting a person’s psychological needs is about supporting 

a person to become familiar with what an SPC is and why it is has been recommended. As 

described by participants in the first phase of this study and within the review of the literature, 

the impact of not understanding the need for an SPC can be emotionally overwhelming. A 

person’s information needs can be further supported through normalising SPC use. 

Recommended considerations include creating the opportunity for the person to discuss it with 

someone who has an SPC and knowing that other people live with an SPC. Normalisation also 

includes discussion about associated feelings that may be experienced and providing the person 

with an awareness of time frames for adjustment. This information will assist a person to have 

realistic self-efficacy evaluation parameters. The information needs section (see Table 5.12) 

concludes with recommendations for strengthening a person’s formal and informal sources of 

human support. 

Table 5.12: Psychological support—Information needs 

Information requirements to support a person’s psychological adjustment to their 

suprapubic catheter 

Information is required to help the person understand why the insertion of an SPC has been 

recommended for them, which includes how it improves or maintains their health and the 

associated risk factors. 

The opportunity is to be provided for the person to visualise what the catheter and drainage 

equipment look like and where they are placed. 

The person should be informed that many other people live at home with a long-term SPC. 

People are to be provided with the opportunity, when possible, to talk to somebody who 

has a long-term SPC. 

The person is to be informed that they may feel differently about themselves after having 

their SPC inserted and that they are encouraged to talk about this. 

The person is to be informed that it can take some time to adjust to living with a catheter. 

Involving significant others (e.g., a spouse or carer) with the person’s consent, during 

information sessions can enhance supportive networks. 

A timely handover of care is required from acute to community services to maintain 

continuous support from health professionals. 
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The support section (see Table 5.13) brings awareness to the adverse perceptions or issues that 

a person may experience in association with their long-term SPC. An awareness and 

understanding of the potential repercussions that long-term SPC use can bring provides 

opportunity for health professionals to anticipate, enquire about and respond to a person’s 

psychological support needs. Information and support-seeking may not be initiated by the 

person because the private nature of urinary elimination has been shown to limit open 

conversation and health-seeking behaviours (Fowler et al., 2014; Sweeney et al., 2007). This 

perceived barrier may impede a person’s access to support from their usual networks. 

Table 5.13: Psychological support—Support needs 

To help support a person who has a long-term suprapubic catheter at home, health 

professionals are to be aware of potential perceptions or issues that may affect an 

individual’s psychological wellbeing and be prepared to initiate associated discussion 

and problem-solving. It is acknowledged that individuals’ experiences will vary. 

A changed sense of self 

Alteration to body image 

Concerns about sexuality and intimate 

relationships 

Embarrassment 

Isolation 

Reduced quality of life 

Restriction of activities 

Sleep disturbances 

Loss of independence 

Increased responsibility 

Carer burden 

Fear of living with an increased risk of 

infection  

Pain and discomfort 

Increased financial burden 

Stress 

Anxiety 

 

The final section of the psychological support needs element of the guideline clarifies a 

person’s advice and education needs (see Table 5.14). Preceding a list of these requirements 

are statements that highlight the need for health professionals to be clear and consistent with 

the advice and education they provide. Consistency will help create a sense of certainty for a 

person in their pursuit of self-efficacy. 
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Table 5.14: Psychological support—Advice and education needs 

Advice and education requirements in relation to the day-to-day management of a 

person’s suprapubic catheter 

To assist a person to regain a sense of control following the insertion of their SPC, 

education and advice from health professionals on how to master the practicalities of the 

device is required. 

Education and advice provided by health professionals should be consistent. 

Education and advice help the person make informed decisions regarding their health and 

self-care choices. 

Education and advice for self-care and the day-to-day management of a person’s catheter 

should be supported with written/pictorial information targeted to the person’s level of 

health literacy. 

Information to assist a person to gain control of their suprapubic catheter includes 

advice on aspects of self-care and support 

Hand hygiene 

Personal hygiene 

Cystostomy site care 

How and when to empty drainage 

bags/catheter valves 

How and when to replace drainage 

bags/catheter valves 

How to incorporate the management of their 

catheter into everyday life activities 

Equipment choices 

Equipment access 

Applying for funding support where 

available 

Who to contact for advice and support 

When the catheter will be replaced and who 

will replace it 

Bowel elimination management 

Healthy eating 

Fluid requirements 

Activity and exercise 

Maintaining a healthy weight 

Managing the SPC when away from home 

Returning to work 

Clothing choices 

Troubleshooting catheter problems 

 

The health-promoting self-care and specific practical self-care requirements listed above aim 

to help a person incorporate their SPC into daily life. Further detailed information about 

specific practices from this list is provided in the guideline. 

The psychological support needs element of the guideline has highlighted and defined the 

psychological support needs of people who have or are to have a long-term SPC. The element 

comprised information, support and education and advice needs. The next element to be 

discussed is suprapubic cystostomy site care. 
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6.4.2 Suprapubic cystostomy site care 

This element clarifies best practice in relation to a person’s newly formed cystostomy, advice 

for day-to-day self-care and monitoring of the site and practices to prevent tissue 

hypergranulation. The goal of cystostomy site care is to maintain a healthy tract to the bladder 

with no to minimal exudate and to avoid exit site complications. The literature review failed to 

locate any research that addressed suprapubic cystostomy site care and the CPGs review 

indicated variable or incomplete recommendations. 

The surgical insertion of an SPC creates a wound (cystostomy site) where the catheter enters 

the body. The first section of this element encompasses practices to promote optimal healing, 

including preoperative risk screening and promotion of lifestyle factors to limit wound 

complications. Newly formed cystostomy site wound-care advice includes indication for 

dressing application and replacement; the type of dressing and technique are clearly stated (see 

Table 5.15). 

Table 5.15: Care of a person’s newly formed suprapubic cystostomy 

Practices to promote optimal healing of a person’s newly formed suprapubic 

cystostomy 

When possible, limit wound complication risk factors prior to the surgical insertion of the 

person’s SPC. Risk factors include malnutrition, diabetes, anaemia, cytotoxic therapy, 

anticoagulant therapy and smoking. 

Encourage good nutrition and fluid intake to support healing. 

Newly formed cystostomy wound care 

A postsurgical dressing is applied to protect 

the wound and contain haemoserous ooze 

A basic dry dressing is typically all that is 

required (e.g., keyhole dressing taped 

insitu). 

Occlusive dressings are not recommended 

Change of dressing frequency is determined 

by the volume of ooze with the aim to keep 

the site clean and dry. 

Dressings are applied using aseptic non-

touch technique. 

A wet or soiled dressing should be replaced. 

If sutures are present remove at 7–10 days. 

 

The person will typically return to their home on the same day as their SPC insertion, so 

guidance for self-care of the cystostomy wound is also provided. Practical advice to promote 

wound healing and an explanation about what the person may expect to observe or experience 

is recommended to avoid unnecessary concern (see Table 5.16). 



157 

Table 5.16: Self-care advice for a person’s newly formed cystostomy 

Self-care advice for a person in relation to their newly formed suprapubic cystostomy 

Advise the person to always clean their hands prior to touching the site. 

Advise the person that the body views the SPC as a foreign body and a small amount of 

mucous ooze is not uncommon. 

Some people may experience urine bypass initially and this should settle. 

Alternate the position of the catheter tubing/drainage system daily to avoid pressure injury 

to the site and assist in the formation of the tract. 

Avoid tension on the tract, ensuring the catheter is securely anchored to the body, but not 

taut, and that drainage bags are adequately supported. 

Avoid constrictive clothing over the site. 

Guidance for the ongoing day-to-day care of the person’s cystostomy site is outlined in Table 

5.17. As identified in the first phase of this study, participants stated that keeping their 

established cystostomy site clean and dry was the most important aspect of their catheter-

related self-care for comfort, skin integrity and infection avoidance. However, there was found 

to be limited standardised guidance for cystostomy site assessment and self-care. As illustrated 

in the following section of the guideline, detailed advice concerning a person’s day-to-day self-

care and monitoring of their cystostomy site is clarified. Although the ongoing application of 

dressings is generally discouraged, the advice provided considers exceptions and personal 

preferences. 
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Table 5.17: Day-to-day cystostomy site self-care advice 

Advice for day-to-day self-care of the suprapubic cystostomy site 

In addition to the advice provided for a 

newly formed cystostomy site, once the 

wound is healed, cystostomy site self-care is 

incorporated into a person’s daily hygiene 

routine. 

The site needs to be kept clean and dry. 

A daily shower is preferable; however, 

cleansing may be required more often. 

The catheter support and leg-bag straps need 

to be kept on while showering and replaced 

with dry straps after the shower. 

The use of antiseptic products is 

discouraged. 

Ensure any exudate or crusting is gently 

washed away. 

Wash the catheter also. 

Gently pat dry with a clean towel or cloth. 

If necessary, the application of a topical 

antiseptic solution containing povidone-

iodine (e.g., Betadine) can be helpful to dry 

moist exudating sites. 

Avoid the use of talc, lotion or creams near 

the site. 

Ensure that clothing, particularly underwear 

and clothing that is in contact with the 

cystostomy site and catheter, is freshly 

laundered and changed daily. 

Advice for day-to-day monitoring of a suprapubic cystostomy site 

Monitor the site for inflammation. 

Monitor the site for swelling. 

Monitor the site for discharge including 

discharge characteristics. 

Monitor the site for the presence of 

hypergranulation tissue. 

Report visible changes. 

Report discomfort. 

Report ongoing urine leakage. 

Suprapubic cystostomy site dressings 

If the cystostomy is sited within skin folds 

or depending on body habitus, a dressing 

may be required to absorb moisture. 

If a person chooses to apply dressings, 

encourage use of a breathable, non-

occlusive basic dry dressing. 

 

The next section addresses cystostomy site hypergranulation (see Table 5.18). As discussed in 

the literature review, hypergranulation tissue is a common complication associated with long-

term SPC use. The exact stimulus for hypergranulation is not clear and it may be multifactorial. 

Implicated are the prolonged use of dressings (Rew & Smith, 2011), external pressure or 

friction (Darouiche et al., 2006) and a bacterial inflammatory response (Hanlon & Heximar, 

1994). 

The advice for the prevention of hypergranulation tissue at the person’s cystostomy site 

involves reassessment of the implementation and effectiveness of the previously stated 

cystostomy site-care recommendations. The use of supportive devices to anchor the catheter 

and drainage equipment to avoid tissue trauma is also emphasised. Several methods for the 
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removal of hypergranulation tissue were considered by the Delphi panel, including prescribed 

topical applications (a corticosteroid and a cauterising agent). However, a consensus of 

agreement was not reached. A possible explanation is that prescribing is not typically the role 

of nurses providing care to people who have a SPC; therefore, this did not align with the 

intended guideline audience. Although there was no recommendation for the removal of 

hypergranulation tissue, there was consensus for caution in the application of cauterising 

agents. 

Table 5.18: Cystostomy site hypergranulation practices 

Practices to prevent tissue hypergranulation at the cystostomy site 

If hypergranulation tissue develops, review 

the person’s cystostomy site self-care 

practices with them. 

Review practices that aim to keep the area 

clean and dry. 

Review practices that aim to minimise 

traction and friction-related trauma to the 

tract through the use of catheter anchoring 

and supportive devices for the drainage 

equipment. 

Review practices of alternating the position 

of the catheter to prevent continual pressure 

in the same place. 

Review practices related to dressing use. 

Management of hypergranulation tissue at a person’s suprapubic cystostomy site 

Be sure to address the causes. Consider obtaining a wound swab if 

infection is suspected. 

Treatment of hypergranulation tissue at a person’s suprapubic cystostomy site 

Nil consensus 

Removal of hypergranulation tissue at a person’s suprapubic cystostomy site 

The application of silver nitrate to the site should only be performed by specialists who are 

trained in all aspects of its application. 

Within the suprapubic cystostomy site-care element, guidance was provided for the care of a 

newly formed cystostomy, day-to-day cystostomy site self-care and monitoring and practices 

to prevent cystostomy site tissue hypergranulation. The next element to be discussed is 

suprapubic catheter replacement. 

6.4.3 Suprapubic catheter replacement 

As discussed in the literature review, an SPC when it is used long term requires routine 

replacement. Additional catheter replacements may also be required as a complication 
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management strategy, such as in association with symptomatic CAUTI and catheter blockage. 

There is risk associated with SPC replacement. Catheter displacement and inability to reinsert 

a catheter may occur when the catheter is removed. This risk arises because it is the presence 

of a catheter that maintains the artificial tract to the bladder. A further risk associated with SPC 

replacement is discomfort, both physical and psychological. Notwithstanding, the review of 

the literature and CPGs indicated there is no standardised SPC-replacement guideline for this 

procedure, nor did any guideline adequately address strategies to avoid or manage replacement 

difficulties and replacement discomfort. 

The suprapubic catheter-replacement element clarifies best practice for SPC replacement in the 

community clinic and home-care settings. The issues for clarification included replacement 

technique, including the type of cleansing solution used; interval for first and subsequent 

replacements; and catheter selection and strategies to promote comfort. In addition to providing 

technical guidance for SPC replacement, unique to this guideline is the inclusion of specific 

clinician, person and environmental preparation advice. Above all, this component of SPC-

related care provides clear guidance for the avoidance and management catheter replacement 

adverse outcomes, including discomfort. 

The first section provides guidance for the replacement technique (see Table 5.19). This section 

is prefaced with a professional competency statement: people who perform SPC replacement 

must be educated and competent to perform the procedure. This practice standard concerns 

accountability and provision of safe, quality practice competently and with confidence 

(Krautscheid, 2014; Nursing & Midwifery Board of Australia, 2016a). Not all health 

professionals have practised in settings to develop SPC replacement competence. This 

procedure is not a component of undergraduate training in health care as is urethral 

catheterisation, nor is it the same. The setting in which the care is provided is a further 

consideration. 

Health professionals who attend long-term SPC-replacement work in a variety of settings. 

However, it is most often nurses working in community settings who are the primary care 

providers. Community nurses most often work independently and are remote to clinical and 

medical support services. Therefore, it is vital that community nurses have explicit guidelines 

to not only perform the procedure, but also to anticipate, avoid and manage associated 

difficulties. 
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Catheter displacement is one of the major difficulties and although it is cited as such in the 

literature, guidance for displacement avoidance and displacement management strategies are 

lacking. From the experiences of expert nurses who have encountered these difficulties, 

strategies are offered to guide clinicians to assess and prepare for the procedure. Preparation 

for the procedure requires cooperation and preparation from the person who is to have their 

SPC replaced. Displacement risk is a component of gaining informed consent, which helps set 

the context for assessing the person’s preparedness. To avoid complications, attention to 

hygiene and hydration are examples of basic strategies that a person can attend to prior to their 

catheter replacement. Preparation also includes assessment of previous replacement issues, 

including review of documentation and discussion with the person about any concerns. 

Inability to replace an SPC remains a risk. Once the catheter has been removed, time is of the 

essence because the tract to the bladder can close over in a short period (Harrison et al., 2011). 

Health professionals are guided to be prepared with a smaller size catheter or a firmer Nelaton-

style catheter, both of which may more easily traverse the tract to maintain tract patency. While 

the use of a Nelaton catheter for tract dilatation was noted anecdotally as a measure to salvage 

the tract, salvage strategies have not been present in previous guidelines. 
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Table 5.19: Suprapubic catheter-replacement preparation and technique 

Clinician preparedness for suprapubic catheter replacement 

Clinicians who perform SPC replacements 

must be trained and competent to perform 

the procedure. 

The person needs to be informed about the 

risks that may arise when attending their 

SPC-replacement (e.g., displacement). 

To minimise the risk of tract closure, the 

replacement catheter must be inserted 

without delay. 

Always have a size smaller catheter or a 

Nelaton catheter on hand in case of 

difficulty inserting the replacement catheter. 

Issues relating to past catheter replacements 

need to be communicated. 

Reassessment of catheter-related self-care 

practices and a person’s support needs can 

be included as a component of the catheter-

replacement consultation. 

Preparing the person for their suprapubic catheter replacement 

Schedule the catheter replacement to occur 

after the person has attended their general 

hygiene. 

Encourage the person to be as well hydrated 

as able prior to the procedure. 

Ensure that the positioning of the person 

allows access to the suprapubic site. 

Advise and support the person to be still and 

relaxed. 

Peri-stomal cleansing and preparation techniques in relation to suprapubic catheter-

replacement 

The site may be cleansed with sterile normal 

saline. 

Cleanse from the insertion site in an 

outwardly direction, one stroke per swab, 

then discard. 

A water-based lubricant should be applied 

to the new catheter and around the 

cystostomy tract to facilitate smooth 

insertion. 

Suprapubic catheter-replacement technique 

A sterile aseptic non-touch technique is 

used by health professionals. 

Replacement involves noticing the direction 

and length of the catheter insitu when being 

removed as a guide for inserting the 

replacement catheter. 

Consider supporting the peri-tract 

abdominal area with your hand as the 

catheter is gently removed. 

Gently rotate the catheter on removal. 

Consider removing the catheter insitu with 

the fingers at skin level, directly measure 

the length of the old catheter to the new, and 

insert the new catheter with the clean hand, 

again at skin level so that the length 

measured is the same as to be inserted. 

To minimise cuffing, the retaining balloon 

is deflated passively, allowing the water to 

fill the syringe without drawing back on the 

plunger. 

Wait until urine flows from the replacement 

catheter before inflating the balloon. 

Fill the retaining balloon with the volume 

specified by the manufacturer. 

Following inflation of the balloon, gently 

pull back on the catheter until the balloon is 

felt at the anterior bladder wall. 
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Guidance specific to SPC-replacement intervals and catheter selection are clarified in the next 

section (see Table 5.20). The new SPC tract needs time to heal to become established prior to 

the first replacement. It is recommended that an appropriately skilled specialist attend the initial 

replacement to mitigate risk. Subsequent catheter replacements intervals should then be 

individualised.  

Advice is also provided to guide catheter selection for suprapubic use. Selection of an 

inappropriate size or type of catheter carries potential for harm, such as insertion difficulty or 

insertion of a catheter that is not licensed for suprapubic use. Some catheter designs or 

properties may better suit a person’s individual circumstances. However, the cost of catheters, 

to be discussed later in this chapter, is another consideration when selecting or recommending 

a catheter type. 

Table 5.20: Suprapubic catheter-replacement interval and catheter selection 

First suprapubic catheter replacement 

The first SPC replacement is typically 

attended by a urologist or an experienced 

specialist nurse. 

The first SPC replacement typically occurs 

at no sooner than four weeks up until eight 

weeks, with four to six weeks being the 

most common interval. 

Ongoing suprapubic catheter replacements 

The person’s urologist or specialist nurse 

may indicate the interval for replacements in 

the community; however, ongoing 

replacement intervals need to be 

individualised. 

The catheter-replacement interval is the 

optimal time frame for which the catheter 

continues to patently drain and is without 

complications. 

A catheter function history should be 

documented to determine the catheter-

replacement interval for each individual. 

A catheter should not remain insitu for 

longer than the period recommended by the 

manufacturer. 

Catheter size selection 

The urologist or specialist nurse who 

inserted the catheter will usually determine 

the size catheter used. 

It is typical to continue with the same size 

catheter that has been inserted unless 

otherwise requested by the urologist or 

specialist nurse. 

Sizes range from 14–20 FG, with 16 FG 

catheters being the most common size. 

Larger gauge catheters (e.g., 18 FG) may be 

preferable for a person who is at risk of AD. 

Catheter type selection 
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The catheter should be approved by the 

manufacturer as suitable for suprapubic use. 

Hydrogel-coated latex catheters or silicone 

catheters are most often chosen for long-

term suprapubic use. 

A hydrogel-coated latex catheter may be 

preferable for comfort because they are 

softer and more malleable compared with a 

silicone catheter. 

The use of a hydrogel-coated latex catheter 

is contraindicated for a person with latex 

sensitivity. 

A silicone catheter with an integrated 

balloon may be a preferable selection to 

minimise the effects of balloon cuffing. 

Silicone catheters have a larger internal 

lumen than do the same gauge hydrogel-

coated latex catheter. Therefore, a silicone 

catheter may be preferable for a person who 

is prone to occlusion and blockage. 

A short-tipped catheter may be preferable, 

particularly for a person who is prone to 

bladder spasm. 

Open-ended catheters or catheters with large 

drainage eyes may improve flow for a 

person with drainage issues, including urine 

bypass. 

Most people will use a standard length 

(male length) catheter. 

A short length (female length) catheter may 

be more comfortable for a very thin or small 

person. 

A short length (female length) catheter may 

be preferable to suit an individual’s 

lifestyle. 

The cost of certain types of catheter can 

limit choices. 

 

The next section of this element promotes strategies to promote a person’s comfort in 

association with their SPC replacement (see Table 5.21). The reviewed literature (Chapple et 

al., 2013; Jannings & Kelly, 2001; O’Donohue et al., 2010; Roe & Brocklehurst, 1987; 

Sweeney et al., 2007; Wilde et al., 2017) and the results of this study show that physical pain 

and feeling unwell, sometimes for several days, following a person’s SPC replacement is 

common. The level of discomfort can be moderate to severe and some people experience 

associated tissue injury and bleeding. Anticipatory anxiety and escalating distress leading up 

to subsequent replacements is also common. The absence of strategies within current guidelines 

to decrease discomfort indicates that these adverse experiences may have become accepted as 

normal by the person and some health professionals. 

Management of a person’s discomfort can be improved if health professionals are aware of the 

associated pain and psychological distress that many people may experience. This section of 

the guideline prompts health professionals to actively ascertain if a person experiences anxiety. 

Continuity of care is recommended and interventions to reduce preprocedural anxiety and the 

anticipated pain are provided. Support strategies include discussing the procedure with the 

person and asking how they feel. Identifying a person’s concerns helps build therapeutic 
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relationships and offers the opportunity to problem-solve. Environmental and psychological 

therapeutic considerations are also offered. If these conservative strategies do not resolve a 

person’s discomfort, medical review is recommended. 

Table 5.21: Suprapubic catheter-replacement strategies to promote comfort 

Strategies to avoid suprapubic catheter-replacement-associated discomfort prior to 

the procedure 

Allow time to explain the procedure and 

answer any questions. 

When possible, have clinicians who are 

familiar to the person attend their catheter 

replacements. Continuity will help the 

person build trust and confidence; 

simultaneously, the clinician develops a 

therapeutic understanding of the person’s 

unique needs. 

Inquire about any catheter-related problems 

the person is experiencing and resolve these 

prior to the catheter replacement. 

Inquire about the person’s experience of 

previous catheter replacements. 

If the person is anxious, ask what makes 

them anxious about their catheter 

replacement and consider if they can be 

addressed. 

If the person experiences physical 

discomfort, discuss with the person which 

part of the procedure causes discomfort and 

attempt to address that problem. 

Explain that the tract may feel a little 

uncomfortable following their SPC 

replacement and that the first few 

replacements can be more painful, but when 

the tract becomes more established, pain 

and discomfort should resolve. 

Strategies to promote environmental comfort in association with suprapubic catheter 

replacement 

Create an environment of comfort and calm, 

ensuring privacy, dignity and suitable room 

temperature. 

Minimise the number of people present. 

Provide the option for the person to have a 

supportive significant other be present. 

Strategies to avoid the psychological discomfort in association with suprapubic 

catheter replacement 

Allow the person to be in control by 

requesting that they ask the clinician to stop 

if experiencing discomfort. 

Observe body language (e.g., notice the 

person’s feet; if they start to pull their toes 

up, pause until they have relaxed). 

Explore suitable relaxation techniques. 

Implement distraction techniques. 

For a person who is very tense, consider 

medical review with a view to a 

preprocedure anti-anxiety medication. 

Strategies to avoid physical discomfort in association with suprapubic catheter 

replacement 

If discomfort is associated with bladder 

spasm, consider medical review with a view 

to prescription of preprocedure medication 

to reduce bladder spasm. 

When pain is a repeated concern, consider 

medical review with a view to preprocedure 

analgesia. 
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Within the suprapubic catheter-replacement element, guidance has been provided for preparing 

for the procedure and potential difficulties, replacement technique, first and subsequent 

catheter-replacement intervals, catheter selection and strategies to avoid discomfort. The next 

element to be discussed is drainage equipment practices. 

6.4.4 Drainage equipment practices 

This element relates to the day-to-day management of the drainage devices that attach to the 

catheter. Drainage devices include body-worn leg bags or catheter valves and larger-capacity 

night bags. This element provides guidance in relation to maintaining a closed-drainage system, 

the interval for equipment replacement and drainage device re-use. 

The reviewed literature and CPGs indicated inconsistencies and provided no clear guidance on 

the appropriateness or effectiveness of maintaining a closed system for long-term catheter use 

in the home setting. A closed system comprises a sterile catheter and drainage collection device 

that with each aseptic insertion remains attached with no (or minimal) disconnections or 

interruptions to the system (Gould et al., 2009). The closed system is used to minimise the 

introduction of bacteria to the system, thereby minimising bacteria ascending internally within 

the drainage system to the bladder (Garibaldi et al., 1974; Kunin & McCormack, 1966; Miller, 

1960; Thornton & Andriole, 1970). 

The guideline recommends maintaining the principles of a closed-drainage system as standard 

practice for long-term SPC use (see Table 5.22).  The evidence that supports the effectiveness 

of the closed system—minimising infection for long-term catheter use in the person’s home 

setting—is not strong. This information is reflected in this section of the guideline. However, 

until there is definitive evidence for the safe use of a non-sterile system, the cautionary practice 

of maintaining a closed system is considered best practice. 
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Table 5.22: Maintaining a closed-drainage system 

Appropriateness and effectiveness of maintaining a closed-drainage system for people 

who live at home with a long-term suprapubic catheter 

It is recommended that a closed system is maintained in the home setting for people who 

have an SPC. 

Maintaining a closed system is believed to be a strategy that minimises infection. 

Until there is clear and unequivocal evidence that a non-sterile system is proven, the closed 

sterile drainage system must be promoted. 

Drainage appliances are replaced to keep the system cleaner. 

The effectiveness of maintaining a closed system in preventing bacteriuria-related 

complications varies between individuals. 

The recommendation for implementing the principles of the closed system are reflected in the 

guidance for the replacement of drainage devices (see Table 5.23). A new sterile drainage bag 

or catheter valve is attached to the catheter using an aseptic non-touch technique. The 

recommended interval for the replacement of the device is the interval suggested by the 

manufacturer of the specific device. However, a device will also need to be replaced if the 

closed system is disrupted or otherwise appears unsightly or functionally compromised. 

However, it is also acknowledged that individuals may choose not to replace their drainage 

device at the recommended intervals. As illustrated in the first phase of this study, some 

participants strictly adhered to manufacturers’ recommendations. Others had a more relaxed 

approach, replacing their device only when it appeared that it needed changing or was no longer 

considered by them to be acceptably functional. While this practice may be a pragmatic choice 

for some people, the cost of replacing sterile equipment may also influence a person’s drainage 

equipment practices. In recognition of a person’s individual situation that leads to the extended 

use of their drainage devices, guidance is also provided. Support may be offered to help the 

person assess for early manifestation of drainage complications. 
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Table 5.23: Drainage leg/day bag and valve replacement 

Interval for the replacement of drainage leg/day bags and catheter valves 

Manufacturer guidelines are to be adhered to regarding the frequency of replacing drainage 

devices. 

Leg bags and catheter valves typically remain attached to the catheter for five to seven 

days. At that time, they are discarded and replaced with a new sterile device. 

If a leg bag or catheter valve is disconnected at any time, it is to be replaced with a new 

sterile device. 

Devices are replaced using an aseptic non-touch technique. 

If a drainage device becomes soiled, malodourous or unsightly, it is recommended that it is 

replaced for the dignity and wellbeing of the person. 

If a person chooses not to replace their drainage device at the recommended intervals, to 

avoid complications, it is important that the person is provided with information about 

signs to be aware of that indicate a replacement is necessary (e.g., build-up of sediment in 

the tubing, minimal output via the valve, evidence of bypassing or if the device is leaking). 

The cost of drainage devices may influence how often a person replaces their drainage 

devices. 

 

The financial implications for maintaining a catheter at home vary considerably. In Europe for 

example, the cost of catheter equipment is fully compensated. In Australia, financial support 

for catheter use is not coordinated across the states and territories. Catheter funding and 

subsidised options, where available, are variable, as is the eligibility criteria used by each 

funding program. There are further limitations as to the type and quantity of equipment that a 

person may access. Inequitable and insufficient financial support means that many people have 

considerable out-of-pocket expenses or are unable purchase the equipment required to meet 

their needs. 

The literature review indicated that maintaining a closed system has not shown to be 

economically sustainable for many people who live at home with a long-term catheter (Getliffe, 

1994; Moody & McCarthy, 2015; Paterson et al., 2011; Wilde et al., 2010a). Therefore, it is 

not surprising that a person may need to clean and re-use their drainage equipment. The 

practices of participants within this study also indicated that many people clean and re-use their 

drainage bags. 

Notwithstanding this, the review of CPGs indicated overall that drainage collection bags are 

not to be re-used. This last section of this element provides guidance for the re-use of drainage 

collection bags (see Table 5.24). The panel consensus was that devices labelled sterile, single 
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use cannot be re-used, according to manufacturer guidelines and therapeutic goods 

administrators. Therefore, re-use is not recommended, nor is providing advice on cleaning 

drainage devices. 

While the re-use of drainage devices connected directly to the catheter is not recommended in 

the guideline, the night bag that is connected to the leg bag may be cleaned and re-used. The 

closed-system principle does not extend to the management of the larger night bag when it is 

connected to the outlet of the first device (leg bag or catheter valve). An exception to this 

practice is a person who has issues with infection, indicating individual assessment informing 

the appropriateness of night bags re-use. 

While it is considered acceptable to re-use a night bag when a person experiences no ill effects, 

a consensus on the best method for cleaning the bag was not reached. The review of the 

literature also indicated insufficient evidence to recommend any specific cleaning method 

when re-using catheter drainage collection bags. The re-use of drainage bags creates a 

significant dilemma for health professionals; this is reflected in the following section of the 

guideline. To resolve this problem, further research is needed. Otherwise, equitable access to 

equipment is needed to enable each person to have real choices about whether to replace their 

night bag following each use. 

Table 5.24: Drainage equipment re-use 

Drainage equipment re-use 

Devices labelled sterile, single use cannot be re-used according to manufacturer guidelines 

and therapeutic goods administrators. Therefore, re-use is not recommended, nor is 

providing advice on washing routines. 

Single use of equipment is to be maintained until such times as the recommendations 

change AND it is supported by evidence that shows there are no ill effects. 

Re-use of drainage devices is an area of significant dilemma for health professionals. 

The night bag that is connected to the leg bag may be cleaned and re-used. 

If infection is an issue, drainage devices should not be re-used. 

Cleaning drainage bags can be an added burden. 

A person’s concerns about disposable products contributing to landfill may affect their 

decision to re-use their drainage devices. 

The cost of equipment may influence a person’s options in relation to equipment re-use 

practices. 
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Within the drainage equipment practices element, maintaining a closed system is 

recommended. Guidance for the replacement interval of drainage equipment, including 

equipment re-use, has been provided. The cost of drainage equipment, raised as an issue by six 

participants and in the review of the literature (Ostaszkiewicz & Paterson, 2012), can limit a 

person’s options in relation to their capacity to adhere to recommended drainage equipment 

replacement practices. The next element discusses complication avoidance and management. 

6.4.5 Complication avoidance and management 

This element provides guidance for the management of symptomatic CAUTI and encrustation-

related catheter blockage. Practices to minimise and manage these two highly prevalent (Maeda 

et al., 2013; O’Donohue et al., 2010; Wilde et al., 2010a; Wilde et al., 2017) complications 

associated with long-term catheter use vary widely and lack clarity. This section provides 

guidance for practices to minimise CAUTI, recognise the signs and symptoms of CAUTI, 

obtain a CSU and minimise and manage catheter blockage. 

Much of the published literature on CAUTI has either a pathobiological, prevalence or outcome 

severity focus. Therefore, information about CAUTI tends to be medicalised and largely 

removed from the day-to-day real world of people who manage their own catheters at home 

and for whom the consequences of CAUTI are greatest. The following recommended practices 

are person-centred, providing iteration of the self-care practices discussed in the preceding 

elements of the guideline. 

While the self-care practices to minimise infection are simple in nature, they are not innate 

knowledge for people who live with a urinary catheter. Becoming proficient with this aspect 

of self-care is important because it is arguably the first line of resistance in any attempt to lessen 

CAUTI-related morbidity. Further, as discussed previously in this chapter, self-efficacy, a 

person’s belief in their capability to undertake specific actions to influence events that effect 

their life, has correlations with wellbeing, which positively affects a person’s immunity 

(Bandura, 1997). The next section of the guideline outlines CAUTI-minimisation principles, 

lifestyle advice and personal hygiene practices to minimise CAUTI (see Table 5.25). 
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Table 5.25: Practices to minimise urinary tract infection 

Principles to minimise catheter-associated urinary tract infection 

Maintain a closed system. 

Replace the drainage equipment at the 

interval recommended by the manufacturer. 

If re-using and cleaning drainage devices 

and urinary tract infection is a recurring 

problem, review the cleaning process and/or 

the appropriateness of re-use practices. 

Implement an aseptic non-touch technique 

for drainage bag/valve replacement. 

Ensure correct storage of sterile equipment. 

An individualised catheter-replacement 

regime is in place. 

Health and lifestyle advice to minimise catheter-associated urinary tract infection 

Promote adequate fluid intake, preferably 

water. 

Promote good nutrition, exercise and rest. 

Treat/manage constipation and faecal 

incontinence. 

Treat/manage urinary incontinence. 

Personal hygiene self-care advice to minimise catheter-associated urinary tract 

infection 

Always attend hand hygiene before and 

after touching the cystostomy site and any 

part of the drainage system. 

Keep the cystostomy site clean and dry. 

Avoid the use of dressings to the 

cystostomy site. 

Wear clean laundered clothing and change 

underwear daily. 

 

The previous section primarily focused on self-care practices to minimise CAUTI. The 

following section addresses the identification of symptoms consistent with CAUTI (see Table 

5.26). Health professionals and the person with the catheter need to be familiar with and 

correctly recognise CAUTI presentation because this will lead to timely laboratory diagnostics 

and appropriate treatment pathways. Missed or delayed diagnosis carries morbidity and 

mortality risk in a vulnerable population in which infection and care needs can rapidly escalate. 

Unlike in the hospital setting, people living at home with a catheter will not typically have 24-

hour, 7-day a week access to integrated services for medical diagnosis, microbiological 

analysis and pharmaceutical dispensing. Therefore, considerable CAUTI-related groundwork 

preparation and support is required. 

Leading this section of the guideline is the requirement to substantiate the presumption of 

CAUTI with the presence of symptoms consistent with infection of the urinary tract. Health 

professionals are guided to investigate thoroughly and consider the possibility of other potential 

sources of infection. In the absence of symptoms, sampling of urine should not be undertaken. 

Underpinning this principle is that inappropriate sampling leads to the misuse of antibiotics 
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and the development of antimicrobial resistance (Hooten et al., 2010). Symptom identification 

is key to appropriate diagnosis and treatment. 

Symptoms of CAUTI vary widely and presentation will differ between individuals. A list of 

common symptom presentations is provided. A person will often develop an awareness of their 

own individual signs and symptoms if harbouring a CAUTI. Therefore, the person needs to be 

informed about CAUTI signs and symptoms to enable them to initiate action to resolve 

problems without delay. The action may be self-managed in the first instance. For example, a 

notable change in the appearance of urine that is cloudy may resolve by drinking extra fluid. 

Otherwise, if non-resolving, the person may need to seek assistance from a health professional.  

Further diagnostics may lead to obtaining a CSU for microanalysis and antibiotic sensitivity 

testing. 

The guideline recommends that when a urine sample is indicated, the catheter insitu is to be 

replaced and the urine sample for testing is obtained from the newly placed catheter. There was 

significant variation or absence of guidance for CSU in the reviewed CPGs. Replacing the 

catheter is promoted in the literature as the preferable practice because sampling from the new 

catheter enables a more accurate culture of the infecting bacteria rather than from the mixed 

growth colonised on the catheter surface (Batura et al., 2018; Nicolle, 2014). A faster resolution 

of CAUTI symptoms (Raz et al., 2000) and a reduction in infection relapse is also reported 

(Hooten et al., 2010; Jacobsen et al., 2008). However, this information had not consistently 

translated to practice guidelines. It is also possible that limited access to affordable catheter 

supplies may influence catheter-replacement options. 
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Table 5.26: Identifying and managing symptomatic urinary tract infection 

Catheter-associated urinary tract infection principles 

An extensive history and physical 

examination are required to exclude other 

potential sources of infection (e.g., chest 

infection). 

No routine urine sampling for infection 

should occur in the absence of symptoms 

(e.g., at catheter replacement). 

Check that the person understands how to 

take antibiotics when prescribed for 

symptomatic urinary tract infection and that 

they are able to take them as directed. 

The person needs to be informed about 

signs and symptoms of catheter-associated 

urinary tract infection. 

Symptoms of catheter-associated urinary 

tract infection vary widely. 

Most people will have an awareness of their 

individual signs and symptoms if 

harbouring a catheter-associated urinary 

tract infection. 

A person’s awareness of their own signs and 

symptoms of catheter-associated urinary 

tract infection is essential so that medical 

assistance can be sought when infection 

becomes symptomatic. 

Range of catheter-associated urinary tract infection signs and symptoms 

A feeling of being unwell with no other 

obvious cause. 

A feeling of malaise or fatigue. 

Complaint of increasing abdominal 

discomfort. 

Tenderness in the costovertebral angel 

region. 

A painful or inflamed suprapubic stoma site. 

Urine that is cloudy, malodourous or the 

presence of a burning sensation that do not 

improve after drinking extra fluids. 

Increasing debris or sediment in the urine. 

Presence of visible haematuria. 

Purulent discharge from the suprapubic 

stoma site or urethra. 

An onset or increase of bladder spasms. 

An onset or increase of urine bypass. 

An onset of frequency and urgency if using 

a catheter valve. 

Temperature may be within normal 

parameters or only slightly elevated. 

Symptoms of fever, chills or rigour. 

Onset of confusion or an exacerbation of 

confusion. 

Deterioration in memory. 

An unexplainable onset of agitation. 

An unexplainable onset of behavioural 

changes. 

Symptoms of delirium. 

Catheter replacement and catheter specimen of urine sampling for laboratory 

analysis when symptomatic urinary tract infection is suspected 

Replace the catheter prior to collecting a catheter specimen of urine. 

 

Associated with bacteriuric complications is catheter blockage. As presented in literature 

review (see Chapter 2), the presence of urease-producing bacteria creates pH changes within 

the bladder environment that can result in catheter encrustation and blockage (Broomfield et 
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al., 2009; Stickler & Feneley, 2010). Catheter encrustation refers to the occlusion of the 

catheter lumen with crystalline deposits that precipitate from alkaline urine. Catheter blockage, 

often a frequent and recurring complication, equates to catheter failure. At least half of all 

people who use a long-term catheter are believed to experience catheter blockage (Getliffe, 

1994; Kunin et al., 1987; Wilde et al., 2017). A blocked catheter requires an intervention to re-

establish urine flow. 

There is controversy within the literature and reviewed CPGs about the management of a 

person’s blocked catheter. Clarity is essential because the implications of obstructed urine flow 

can be severe, causing AD (Vaidyanathan et al., 2012) or ureteric reflux and acute kidney injury 

or sepsis among susceptible people (Martinez-Maldonado & Kumjian, 1990; Stickler & 

Zimakoff, 1994,). This section of the guideline delineates catheter blockage avoidance 

practices, signs of impending blockage, management of a blocked catheter, catheter-selection 

considerations and next-level intervention for persistently recurring blockages (see Table 5.27). 

Foremost is optimising a person’s self-care practices in relation to their fluid intake and 

troubleshooting practices to alleviate alternative causes of obstructed urine flow. A person’s 

self-care and healthcare-seeking behaviours may be expediated through their noticing and 

acting on changes in the appearance of their urine or decreased urine flow. When flow is not 

re-established, a blocked catheter should always be replaced. To avoid crisis management of a 

blocked catheter and to create a sense of certainty for the person and clinician, a planned 

approach to catheter blockage management is recommended. Notwithstanding, persistent and 

recurring catheter blockage indicates the need for specialist medical review. 
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Table 5.27: Catheter blockage avoidance and management 

Advice to avoid catheter blockage (encrustation) 

First, provide the person with information to 

alleviate obstruction of urine flow that is not 

caused by encrustation-related blockage 

(e.g., constipation, kinked tubing, drainage 

bag placement and occlusion from negative 

suction pressure). 

If the person is able, encourage 

mobilisation. 

Promote optimal and adequate fluid intake 

(e.g., 30 ml per kg body weight). 

Obtain a baseline of what the person drinks 

and their urine output (e.g., a three-day 

diary). 

Fluids should be taken across the day to 

optimise urine flow (e.g., not just in the 

morning or evening). 

 

Early signs and symptoms of catheter blockage 

Sediment/debris build-up or a sluggish flow. 

Management of recurring catheter blockage 

Always replace a blocked catheter. 

Consider assessing for and treating 

associated urinary tract infection. 

Review the person’s catheter-replacement 

interval. 

Review of the catheter-replacement interval 

includes observation of at least three 

catheter replacements to identify a catheter-

replacement pattern. 

Observation includes examining the catheter 

by cutting it open lengthwise to assess the 

patency of the drainage lumen. Debris that 

resemble toothpaste/eggshells within the 

lumen is indicative of encrustation. 

The aim is to replace the catheter at 

intervals prior to the predicted pattern of 

catheter blockage occurring. 

Strategies that are aimed to prolong time to catheter blockage 

Consider trialling an open-ended catheter Consider trialling a silicone catheter 

Intervention for persistent recurring catheter blockage 

A cystoscopy is indicated when catheter blockage is frequent and persistent to flush out 

debris and determine the presence of bladder calculi/stones. 

 

Within the complication avoidance and management element, guidance has been provided for 

practices to minimise CAUTI, aid recognition of the signs and symptoms of CAUTI, obtain a 

CSU, and minimise and manage catheter blockage. The next element of the guideline discusses 

the need to plan ahead when living with an SPC. 



176 

6.4.6 Planning ahead 

The final element, planning ahead, provides guidance for health professionals to support a 

person who is living with a long-term SPC to resume their pre-SPC way of life. In a holistic 

healthcare framework, self-efficacy is not confined to the practices necessary to maintain 

physiological wellbeing and monitor for complications as discussed in the previous elements. 

This element relates to helping a person integrate and coordinate their SPC-related care needs 

into daily life in a way that enables the person to maintain social connections and participate 

in community activities that are important to them. 

Health professionals can do much to strengthen a person’s capacity to live not only a normal 

life, but a good life, despite the continuous healthcare and self-care requirements that living 

with an SPC brings. The psychological health benefits for a person who confidently manages 

their SPC have been discussed. This section is about supporting a person’s social confidence, 

which will also help positively influence wellbeing (Entwistle et al., 2016.; Wade, 2020). To 

counter a person’s SPC creating a social barrier, transitions are required for a person to 

confidently plan and participate in activities outside their own home. This section addresses 

managing an SPC when away from home for short and extended periods (see Table 5.28). 

Managing catheter drainage when away from home is a necessary practicality associated with 

SPC use. People who have an SPC indicate that there is very little, if any, guidance provided 

by health professionals for managing catheter drainage when away from home (Prinjha et al., 

2016). Without guidance, a person is left to independently determine how to manage this 

seemingly simple aspect of self-care; alternatively, a person may limit leaving their home. As 

stated by participants in this study, managing an SPC with discretion when away from home 

was a significant issue. Skilful monitoring and preplanning are required to avoid leakage or 

bladder over-distension. A suitable location where a person can discretely drain urine before 

the drainage bag or bladder is near capacity is required. However, locating and accessing a 

suitable public toilet could be difficult. Consequently, to minimise the need to access a toilet, 

fluid restriction as a urine-output minimisation strategy appeared to be common (Chapple et 

al., 2016; Fowler et al., 2014; Prinjha et al., 2016). This strategy is not recommended because 

fluid restriction can be detrimental in terms of maintaining adequate hydration and the function 

of the catheter (e.g., catheter blockage). 
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Therefore, it is important that information about this aspect of self-care is not overlooked by 

health professionals. When provided with the appropriate information and support, people need 

not experience the difficulties described by others, nor should they feel socially restricted 

because of their SPC. The next section of the guideline outlines advice that can be offered to 

assist a person to confidently manage urine drainage when planning activities outside the home. 

Table 5.28: Managing a suprapubic catheter when away from home 

Advice to assist a person to confidently manage urine drainage from their suprapubic 

catheter when planning and undertaking activities outside the home 

Ensure good hydration. 

Empty the drainage bag or bladder before 

leaving home and leaving the destination. 

Monitor drainage to avoid overfilling. Aim 

to empty the leg bag when no greater than 

three-quarters full. 

Advise the person to monitor time frames 

for when they usually need to empty their 

device based on normal routines at home. 

This baseline information will enable the 

person to plan for times they will need to be 

near a toilet and plan for toilet stops when 

travelling. 

Provide information about the availability of 

alternate drainage options (e.g., consider a 

different capacity leg bag). 

Consider the suitability of a catheter valve 

and continence containment garments 

instead of a leg bag for short periods (e.g., 

for swimming). 

Advise to trial or practice with alternate 

drainage/containment options at home first. 

Consider the most appropriate clothing for 

accessing drainage devices for emptying 

(e.g., zippers). 

Consider the most appropriate clothing for 

discretion (e.g., long pants or a long skirt to 

conceal the tubing and drainage bag). 

Consider dark clothing to disguise any leaks 

or stains. 

Consider use of alternate securing devices to 

disguise the leg bag (e.g., an elasticised 

stocking style leg bag holder). 

Always have a spare drainage bag available 

in case of leakage or unintentional 

detachment. 

Check for the location of toilet facilities 

ahead of time; access a toilet map or locator 

application. 

Consider carrying a container to drain urine 

into if unable to access a toilet. 

For privacy, use a toilet cubicle and drain 

the bag over the toilet. 

Consider using moist wipes or hand gel to 

clean hands after entering the toilet cubicle. 

Access to the toilet needs to be considered 

prior to going out, and people who use 

catheters need to become used to asking for 

what they need, especially if in a 

wheelchair. 

Consider changing the length of the tubing 

on the leg bag or adding extension tubing 

for easier access to the toilet. 

People who use a catheter valve can take a 

leg bag with them and drain into the bag if 

accessing the toilet is difficult. The leg bag 

is easier to empty directly into the toilet and 

then discarded. 

Some people may require the support of a 

carer. 

Bathrooms that say ‘family’ are helpful 

because they allow a person of the opposite 

sex to assist in these single-toilet spaces. 

If visiting with friends or relatives, explain 

the need for access to the bathroom. 
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Some people may like to cover the bag with 

a small cloth shopping bag or towel for 

privacy. 

Take a small carry bag with equipment 

needed (e.g., alcohol-based hand rub, moist 

wipes, swabs, plastic ziplock bags, 

aromatherapy oils or odour neutraliser). 

People require access to affordable drainage 

bags that at the very least are easy to empty; 

the drainage outlet needs to work easily. 

People who have a long-term SPC also indicated that their catheters can limit holidaying and 

travel because of feelings of uncertainty. The unpredictability of catheter function, which 

includes leakage, catheter blockage and CAUTI coupled with equipment logistics, can be 

discouraging. This means that some people may exclude themselves from attending important 

events and the option of travel and holidaying. 

Support can be offered to a person who is considering travel and planning holidays. Discussing 

their plans with them will help identify concerns and provide an opportunity to plan for and 

manage issues such as leakage and equipment needs. The following section of the guideline 

(see Table 5.29) outlines advice to assist people to plan their travel, including contingency 

preparation. 
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Table 5.29: Managing a suprapubic catheter when travelling and holidaying 

Advice to assist a person who has a suprapubic catheter to plan travel and holidays 

Discussing the holiday or travel plans with the person will help them become confident. 

Provide information about websites/blogs with tips from other people who have 

experienced travelling with a catheter. 

Encourage usual self-care, the same as when at home (e.g., hygiene care, and dietary and 

fluid requirements). 

Advice to assist a person with their equipment needs while travelling and to prepare 

for any mishaps 

Consider taking absorbent continence 

products and bags for their disposal. 

Be prepared by having access to a change of 

clothing. 

Suggest carrying spare drainage equipment 

in carry-on luggage in case of baggage loss 

or delay. 

Ensure the person knows how much 

equipment is needed to last the duration of 

the time away, including extra to cover for 

unplanned replacements. 

If the person is going to be away for a long 

period, suggest planning ahead by sending a 

box of products to the hotel or a location in 

the town where they will be staying. 

Suggest obtaining the contact details of the 

companies that supply their drainage 

products to enable purchase, access or 

advice while away. 

As appropriate, suggest that the person 

obtain a medical equipment card from their 

dispensing/appliance company or a letter 

from their doctor to state that they are 

carrying medical supplies. 

A further consideration when travelling is catheter replacement. The necessity for scheduled 

and unplanned catheter replacements (e.g., in relation to CAUTI or catheter blockage) means 

that the person will require support from health professionals on the way to or at their holiday 

destination. When travelling, people indicated that they typically sought ad hoc support, most 

often from hospital EDs. 

The following section of the guideline outlines strategies to assist a person to manage their SPC 

replacements and catheter-related issues when away from home (see Table 5.30). Initial 

strategies for consideration aim to minimise healthcare reliance, as appropriate. This may 

include people rescheduling catheter replacements or learning how to attend their own SPC 

replacement. Even so, supporting the person to research available healthcare support at the 

destination and facilitating a transfer of care is recommended. 

As presented in the catheter-replacement section of the guideline, continuity of care is 

promoted. This should also be maintained when a person is away from their usual community 

supports. Continuity of care is about how the person experiences the integration and 

coordination of healthcare services. The experience of care should be connected and coherent 
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(Haggerty et al., 2003). To optimise a person’s transfer of care to other healthcare providers, a 

person’s relevant clinical and catheter-replacement history and their authorisation for SPC 

replacement should be communicated. 

Table 5.30: Managing suprapubic catheter replacement and catheter problems when 

travelling or holidaying 

Strategies to assist a person to manage their suprapubic catheter replacements and 

catheter-related issues when holidaying 

Depending on the person’s travel time 

frame, catheter replacements may be 

scheduled to occur just before going away 

and upon their return. 

If appropriate and acceptable to the person 

or carer, teach them how to replace the 

catheter. 

Assist the person to identify, according to 

their itinerary, the location and contact 

details of available health services (e.g., 

community health service, locum medical 

service, availability of procedural extended 

care paramedics and hospital). 

Strategies to promote continuity of care for people who have a suprapubic catheter 

when travelling or holidaying away from their usual community supports 

When possible, if catheter replacement is 

required while the person is away, action a 

referral to a community nursing service at 

the destination to schedule an appointment. 

Suggest the person obtains a written 

authority from their doctor for their catheter 

replacement. 

Provide a letter of introduction that outlines 

the person’s relevant clinical history and the 

reason for their suprapubic catheter that can 

be produced if needed. 

Provide a copy of the person’s care plan that 

includes the date of the last replacement, 

catheter type, size, length, securement type 

and drainage bag/valve type. Note any 

issues with previous replacements. 

Provide service contact details should 

further clarification be required. 

Strategies to manage symptomatic urinary tract infection 

If travelling overseas, consider suggesting that the person obtain a script for a broad-

spectrum antibiotic and obtain the antibiotics before leaving; advising only to commence 

same if symptomatic. 

The final section of the planning ahead element relates to planning for the management of 

inadvertent catheter dislodgement (see Table 5.31). Managing catheter dislodgement is an 

aspect of SPC-related self-care not previously presented in the literature or CPGs. Participants 

in this study highlighted the need for immediate self-management strategies in the event of the 

inadvertent dislodgement of their SPC. Spontaneous balloon deflation and accidental traumatic 

dislodgement places a person at risk of SPC tract closure. As previously discussed, the presence 

of the catheter maintains tract patency. Following the removal of the catheter, loss of the tract 
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will occur in a short period. Immediate intervention is needed to reinsert a catheter to salvage 

the tract. If unsuccessful, a surgical reformation of the tract is required. 

While urgent assistance to replace the catheter is imperative, the person can be supported to 

actively attempt to salvage the tract themselves. The guideline provides information to enable 

a person to prepare for and become well-rehearsed in implementing an immediate plan of 

action in an atmosphere of heightened urgency. Strategies range from instruction to reposition 

a partially displaced catheter through to inserting a temporary Nelaton catheter (a firm plastic 

non-balloon catheter) if the catheter has completely dislodged. Information preparedness also 

includes ensuring that the person knows who to contact or where to present for assistance and 

what to communicate to triage personnel. Post-episode action includes investigation and 

management of the reasons for dislodgement to avoid recurrence. 

Table 5.31: Managing inadvertent suprapubic catheter dislodgement 

Strategies that a person may implement to manage the inadvertent dislodgement of 

their suprapubic catheter 

Although time is of the essence and the 

person should not delay implementing a 

salvage plan, advise the person not to panic; 

the tract if well established, it will stay 

patent for a period. 

Advise the person to always have a sterile 

Nelaton catheter on hand, the same size or 

one size smaller than their SPC, apply 

sterile lubricant and gently insert the 

Nelaton into the tract until urine drains. 

Then tape in place and seek immediate 

assistance. 

If the catheter has displaced a small distance 

but is still in the tract and the person is not 

able to deflate the retaining balloon to 

reposition it, advise the person to anchor the 

catheter in place with tape and seek 

immediate assistance. 

Ensure the person knows who to contact and 

where to present for assistance, day or night, 

if they should experience catheter 

dislodgement (e.g., community health 

service, procedural paramedic or hospital 

ED). 

If the person is travelling by private 

transport to an ED, on arrival, advise the 

person to tell triage personnel that their SPC 

has dislodged and that the tract may close. 

Advise the person to take a replacement 

catheter with them to the facility to ensure 

the replacement catheter is the right size and 

type. 

A dressing may be taped over the 

cystostomy site to absorb urine leakage. 

Post-episode, investigate and manage the 

reasons that the catheter dislodged to avoid 

re-occurrence. 
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Within this element, guidance was provided for assisting a person to plan for short or long 

periods away from home, including factors such as continuity of care and preparedness for 

inadvertent catheter dislodgement. This section concludes the six elements of the guideline. 

6.5 Conclusion 

This chapter defined CPG development, the purpose of guidelines and the intended application 

of the guideline. The importance of providing holistic health care and the holistic qualities of 

the guideline were discussed as well as the significance of self-efficacy as an integral 

component of the guideline. The contribution from the two groups of experts in shaping the 

guideline content and the depth of the information generated was discussed. Each of the six 

elements of the best practice guideline for the care of a person living at home with a long-term 

SPC have been presented and the main findings have been discussed. Chapter 7 concludes the 

study.  
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Chapter 7: Conclusion 

This chapter draws together a reflective summation of the thesis and the original contribution 

to knowledge it makes. The key findings are affirmed and the limitations of the study are 

provided. Further, it outlines recommendations for future research. 

7.1 Contribution of the Study 

Returning to the question posed at the beginning of this study, it is now possible to state best 

practice for the care of adults living at home with a long-term SPC. This study has ascertained 

a person’s healthcare requirements and provided an insightful consensus on related healthcare 

practices in the form of a best practice guideline. Guided by the theory of social 

constructionism, this outcome was generated through the opinions and experiences of two 

groups of experts. The co-constructed guideline that promotes holistic health care and self-

efficacy across six healthcare elements offers a substantive contribution to the wellbeing of 

people who live at home with a long-term SPC. 

7.2 Reflective Summation 

This study arose from an identified need in clinical practice. It was argued in the literature 

review that current catheter recommendations were limited for people living with a long-term 

SPC at home. Present guidelines indicated inconsistencies in practice and an incompleteness 

of guidance commensurate with a person’s needs. This unintended ambiguity engendered 

conflicting advice, creating practice uncertainty. Correspondingly, the reviewed literature 

depicted SPC use and related care in a less than positive light, evidencing widespread 

complications and difficult experiences. 

A sparsity of empiric evidence has impeded the advancement of the knowledge base specific 

to long-term SPC use. This sparsity has been attributed to the diverse reasons for a person’s 

SPC, health background complexity and home-care variations, creating multiple control 

difficulties. Consequently, generalisations from the available research that is irrespective of 

catheter type, duration of use or setting contributes to a mismatch and gaps in current practice 

recommendations. A guideline was needed that is specific to long-term SPC use and the home-

care environment. Importantly, a guideline was needed to consider that most catheter-related 

care is undertaken by the person who has the SPC. 
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From these perspectives and given the limitations of researching this topic through an 

objectivist lens, a social constructionism methodology was applied. The aim of the study was 

to gain knowledge specific to the needs of a person who lives with a long-term SPC at home; 

people with expert knowledge about long-term SPC management in the home setting were well 

placed to inform this investigation. The experts in this study were people who managed their 

own long-term SPCs at home and nurses who had advanced knowledge and skill in relation to 

long-term SPC use in the community setting. Through the shared realities of experts, the most 

comprehensive representation of a person’s needs and associated healthcare practices were 

ascertained. 

Social constructionism provided a valuable theoretical framework for joint construction of the 

guideline. Guided by this theory, a mixed-methods approach was selected to facilitate a means 

to observe what is happening with and between people. Through the shared assumptions of 

experts, based on their individual thoughts and experiences, a clarification of a person’s SPC-

related needs and an associated practice consensus was achieved. A different method of inquiry 

for each group of experts was implemented in a phased manner to enable the findings from the 

first group of experts, the SPC users, to be incorporated within the second phase of the study, 

which involved expert nurses. 

Semi-structured in-depth interviews involving 10 participants who had a SPC comprised the 

first phase of the study. Thematic analysis of the participants’ accounts of their experiences 

and opinions resulted in the identification of six major themes. These themes were embedded 

in the framework of the second phase of the study and transitioned to become the six major 

element of the guideline. This method ensured that the guideline remained centred on the needs 

of people with an SPC and facilitated a means for a jointly constructed guideline. 

A classical three-round Delphi survey was developed to ascertain best practice and consensus; 

23 expert nurses participated in the Delphi. The Delphi method allowed for an outcome 

consensus on important aspects of SPC-related care where previously the availability and 

consistency of information to guide practice was limited. The first round comprised 20 open-

ended questions that arose from the interviews with the expert SPC user group and the practice 

ambiguities identified in the review of the literature and CPG. Using qualitative content 

analysis, 382 practice statements were generated and used in subsequent survey rounds. Using 

a Likert scale and individual controlled feedback, respondents rated their level of agreement to 

each statement. The guideline comprises the 282 practice statements that achieved a consensus. 
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7.3 Key Findings 

The results of this study show that best practice for the care of a person living at home with a 

long-term SPC is the provision of holistic health care. As illustrated throughout this study and 

in the literature review, long-term SPC use will bring multiple interrelated biopsychosocial 

disturbances. Yet to date, guidelines have tended to favour a urologic or procedures focus. This 

study facilitated a means to reframe and reconsider the development of a guideline that reaches 

beyond the technical aspects of a person’s physical needs. Holistic health care for a person who 

has or is to have an SPC aims to restore the harmony of a person’s physical, emotional and 

social wellbeing. This study contributes comprehensive guidance for health professionals for 

the provision of holistic health care in response to a person’s real needs. 

Integral to holistic health care, the guideline also provides specific information for health 

professionals to support a person in their pursuit of self-efficacy. Support from health 

professionals for a person’s adjustment to their SPC is variably referred to or implied within 

current guidelines. It is also an aspect of care that has been consistently identified as lacking in 

practice. Inadequate guidance for health professionals in this aspect of care undermines the 

gravity of a person’s psychological healthcare needs. The insertion of a long-term SPC and the 

need to self-manage the device creates a need for significant personal adjustment at a time 

when a person’s sense of certainty is challenged. Considerable information and educational 

support are required from health professionals who have an insightful understanding of a 

person’s needs. The health benefits of perceived self-efficacy positively influence a person’s 

confidence in their ability to adjust and persevere, perform self-care tasks and overcome 

challenges. Further, these benefits have protective immunity associations (Bandura, 1997). 

This study has produced a guideline comprising six elements of care specific to the needs of a 

person living with an SPC in the home-care context where no such guideline has previously 

existed. A consensus for strategies is provided where practice gaps and inconsistencies 

prevailed in the literature and extant guidelines. The six elements of the guideline, although 

presented individually, are not disparate in the context of providing holistic health care. 

However, by investigating each element as a distinct component of health care, through the 

perspectives of people who have expert experience with each element, provided for deeper 

examination and sharing of insights that may have otherwise remained internalised or 

supressed as unimportant. The six elements—psychological support needs, cystostomy site 

care, SPC replacement, drainage equipment practices, complication avoidance and 
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management and planning ahead—are all important interrelated components of providing 

holistic SPC-related health care. 

Within these elements, this study has also led to the inclusion of practices that have received 

little if any attention in any other catheter guideline. These practices include the well-

recognised risks associated with SPC replacement, catheter displacement and psychological or 

physical discomfort. Detailed information is provided in the guideline to assist health 

professionals to anticipate, avoid and manage these adverse outcomes. Guidance of this nature 

is imperative for health professionals who practice in community settings, where access to 

specialist support can be limited. Further, and for like reasons when considering a person’s 

self-care needs, guidance is also provided for teaching a person a plan of action to salvage their 

SPC tract themselves should their catheter inadvertently dislodge.  

Further, as detailed in the planning ahead element of the guideline, to the best of my knowledge, 

prior to this study, no other guideline has addressed a person’s support requirements for the 

management of urine drainage when away from home. This is an aspect of self-care identified 

in the literature review on which people who had a catheter said they would have appreciated 

more information from health professionals. This oversight illustrates the inadequacies of 

superimposing guidelines that relate to short-term catheter use in hospital settings to people 

who have vastly different support needs when living with a catheter at home. 

The results of this study have implications concerning the re-use and replacement of catheter 

drainage equipment. The expert nurse group stated that practices relating to re-use versus single 

use of drainage bags created a significant dilemma for health professionals. While some people 

may choose to re-use their drainage bags, for others, the expense of replacing their equipment 

will influence or dictate their practice choices. Within a regulated environment that prohibits 

the re-use of single-use items, and without reliable evidence to support otherwise, nurses find 

themselves in the predicament of not being able to advise on safe cleaning and re-use practices. 

This finding suggests that the real dilemma or predicament in which people find themselves is 

not about equipment re-use or cleaning. Rather, it is about equitable access to catheter drainage 

equipment. In any setting, all people with a long-term catheter require access to the equipment 

needed at an affordable cost to maintain the recommended closed-drainage system. 
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7.4 Strengths and Limitations 

A strength of this study is that it represents an in-depth, comprehensive examination of long-

term SPC use in the home care setting. Through the shared assumptions and experiences of 

experts it was possible to see what is going on with and between people who have an SPC and 

those who provide care. This approach allowed for the generation of a vast level of detail 

creating a platform of evidence from which to disseminate knowledge and practice that is 

responsive to a person’s health care experience and reintegration into life with a SPC. 

 Several limitations are to be considered when interpreting the results of this study. Participants 

in the first phase of the study comprised a mix of age and gender. However, the group was 

much more representative of older people (49–87 years, mean age 74 years). Had the group 

been more representative of younger adults who had an SPC, their experiences and perspectives 

may have been different. 

There may also be implications for the generalisability of the results of this study. It was 

intended that the Delphi panel comprise wider geographical consultation. However, access 

difficulties were encountered with the international sampling strategy. It is not known if a 

broader geographical sample would have produced different findings. A detailed demographic 

of the panel was provided, which included respondents’ country of practice. 

Last, Delphi consensus does not mean that the correct answers to the specified topics have been 

found. Delphi produces valid expert opinion on topics that may or may not be supported with 

evidence, but cannot be proved with any existing evidence (Keeney et al., 2011). The results 

of this study provide a valid agreement from experts to guide comprehensive, context-specific 

care for people who live at home with a long-term SPC where none has previously existed. 

7.5 Further Research 

Nonetheless, as highlighted in the key findings section of this chapter, more research on this 

topic needs to be undertaken. There is abundant room to further progress holistic health care 

and self-efficacy for this group of people. Further work is also needed on important issues of 

discomfort and catheter displacement in relation to replacing a SPC. Future studies are also 

needed to establish the effectiveness of the re-use of urine drainage bags. 
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The findings from this study provide a benchmark for standardised care that is open for critique 

and validation, urging further research in this understudied area of health care. The inclusion 

of consumers of health care in future studies, as shown to be invaluable in this study, is strongly 

encouraged to help ensure that healthcare provision aligns with the real needs of the intended 

recipients of care. 

7.6 Knowledge Translation and Implementation 

 

This study has produced an implementation-to-practice ready guideline. However, strategies 

to transfer this knowledge to targeted healthcare professionals requires several approaches. The 

target groups include my workplace colleagues and more broadly, includes national and 

international specialty nursing associations. It is anticipated that the associations who assisted 

with the recruitment phase of the study will also be willing to extend their involvement in the 

transfer of knowledge to practice phase. 

 

Within my immediate workplace, through meetings and educational workshops Information 

about this study will be shared with managers, clinical leaders and clinicians. It is 

acknowledged that people will have differing knowledge, attitudes and skill in relation to SPC 

related care. Therefore, to facilitate the uptake of the guideline it will be necessary at these 

meetings to be alert and responsive to barriers to guideline implementation (Woolf, 2008).   

Further dissemination of this work will continue through presentations at conferences and 

journal publications. Ready access to the guideline will also be made available through the 

electronic database of a relevant professional nursing group. Lastly, with a view to integrating 

this guideline within existing guidelines I will also contact authors of relevant current catheter 

guidelines. 

7.6 Conclusion 

As mentioned in this chapter this study was the first to thoroughly examine and develop a 

comprehensive best practice guideline specific to the needs of people who live at home with a 

long-term SPC. Together, through social processes and the generous contribution of experts, a 

substantial and considerate resource was made available to guide health professionals. 

Importantly, to conclude, it is anticipated that the contribution of this study will help 
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standardise and improve existing practices that will in turn promote optimal wellbeing for 

people living with a SPC.  
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Appendix 1: Clinical Practice Guideline Comparisons 

ANZUNS: Australian and New Zealand Urological Nurses Society, Catheterisation Clinical Guidelines  

WOCN: Wound, Ostomy and Continence Nurses Society, Care and Management of Patients with Urinary 

Catheters: A Clinical Resource Guide 

EAUN: European Association of Urology Nurses, Evidence-based Guidelines for Best Practice in Urological 

Health Care, Catheterisation, Indwelling Catheters in Adults, Urethral and Suprapubic 

RCN: Royal College of Nursing, Catheter Care, Guidance for Health Care Professionals 

SARI: A Strategy for the Control of Antimicrobial Resistance in Ireland, Guidelines for the Prevention of 

Catheter-associated Urinary Tract Infection 

 

Strategies to minimimise infection 

 ANZUNS WOCN EAUN RCN SARI 

Closed 

system 

Closed system Closed 

system 

 

Closed system Closed system 

Symptomatic CAUTI identification 

Signs and 

symptoms 

CAUTI 

ANZUNS WOCN EAUN RCN SARI 

- Fever  

Atypical in 

elderly; muted 

or absent fever 

or hypothermia 

Fever Fever Fever or chills 

Absence of 

fever does not 

rule out 

infection 

- Costovertebral 

angle pain, 

suprapubic 

tenderness 

Systemically 

unwell 

Tachycardia 

Abdominal 

pain 

Systemic 

features: new 

onset loin or 

suprapubic 

pain, 

confusion 

- - - Changes in 

urine 

characteristics 

such as odour 

and colour 

Changes in 

urine 

characteristics 

- Non-specific in 

elderly: 

cognitive 

changes, 

lethargy, 

anorexia, 

weakness, 

tachycardia, 

hypotension, 

increased 

respiration 

- _ - 

Symptomatic CAUTI management 

ANZUNS WOCN EAUN RCN SARI 
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SPC 

replacement 

prior to 

obtaining 

CSU 

> 7 days SPC 

insitu replace 

for CSU and 

for faster 

resolution of 

symptoms 

Replace prior 

to 

antimicrobial 

therapy and, 

replace if > 7 

days insitu 

>7 days SPC 

insitu replace 

for CSU and 

for faster 

resolution of 

symptoms, 

replace prior 

to 

antimicrobial 

therapy 

Change ASAP 

when CAUTI 

suspected or 

confirmed 

Replace 

immediately if 

patient is stable 

and 

comfortable, or 

within 48 to 72 

hours of 

starting 

antibiotics 

- 

 

SPC blockage management 

Action for 

blocked 

catheter 

ANZUNS WOCN EAUN RCN SARI 

Replace if 

insitu > 7 

days, 

perform 

manual 

irrigation 

Replace Replace - - 

Recurrent 

blockage 

Silicone 

catheter 

Establish 

individualised 

replacement 

pattern 

(blockage or 

pH 

monitoring) 

Establish 

individualised 

replacement 

pattern 

Triclosan 

balloon 

inflation if 

Proteus 

related 

Establish 

individualised 

replacement 

pattern 

Catheter 

washout 

- Maintenance 

solutions may 

be prescribed 

on an 

individual 

basis 

- Prescription 

only and 

when all 

other options 

have been 

considered 

Maintenance 

solutions may 

be prescribed 

on an 

individual 

basis 

Fluid intake - Adequate fluid Adequate fluid - - 

Urine 

acidification 

- Lower urine 

pH with diet or 

supplements 

Lemon juice 

supplements 

- - 

 

SPC-replacement practices 

ANZUNS WOCN EAUN RCN SARI 
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First SPC-

replacement 

interval 

- Tract matures in 

1–2 weeks but 

should not be 

replaced for            

6–12 weeks 

Will take 10 

days–4 weeks to 

mature 

4–6 weeks - 

Ongoing 

replacement 

interval 

Individualised 

but not > 12 

weeks 

Based on 

clinical 

indication such 

as CAUTI, 

blockage, 

compromise of 

closed system 

Individualised 

but not > 12 

weeks 

Individual 

basis 

Individualised 

but not > 12 

weeks 

Procedure 

method 

Clamp or 

instillation 

method 

Observe angle 

and depth  

Remove with 

even traction 

Exchange 

new SPC 

immediately 

Observation 

method or 

clamp 

Mark on 

catheter 

length/depth of 

insertion using 

SPC as a guide 

Exchange new 

SPC within 10 

minutes 

Observation 

method 

Exchange new 

SPC 

immediately 

Observation 

method 

Exchange 

first SPC 

within 10–

15 minutes. 

Not so 

critical at 

subsequent 

changes but 

should be 

immediate 

- 

Balloon 

Passive 

deflation 

Do not inflate 

until urine 

flows 

Stop inflation 

if pain felt 

Passive 

deflation 

Inflate slowly to 

ensure not 

inflated outside 

bladder 

Passive 

deflation 

Do not inflate 

before urine 

flows 

Observe for pain 

on inflation 

Ensure 

correct 

positioning 

using 

appropriate 

indicators 

before 

inflation 

- 

Catheter 

type 

Hydrogel-

coated latex 

or silicone 

Silicone may 

be preferable 

for persistent 

blockage 

No specific 

recommendation 

Silicone may be 

preferable for 

persistent 

blockage 

No specific 

recommendation 

Silicone may be 

preferable for 

persistent 

blockage 

Ensure is 

licensed for 

SPC use 

Silicone 

with integral 

balloon may 

reduce risk 

of cuffing 

- 

Catheter 

size 

14–20 FG 12–14 FG 12–14 FG or 

greater 

16–18 FG - 

Cleansing 

solution 

Antiseptic or 

sterile, 

preferably 

0.9% sodium 

chloride 

- - - Soap-and-

water wash, 

followed with 

an aqueous-

based surgical 

site 

disinfectant 

(e.g., 

chlorhexidine 
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or povidone-

iodine) 

Lubricant 

Sterile gel as 

per local 

policy applied 

to lower third 

of SPC 

Lubricate 

catheter tip with 

water-soluble 

gel 

5–10 ml sterile 

anaesthetic gel 

or water-soluble 

gel inserted into 

the tract after 

removal of the 

SPC insitu 

Appropriate 

lubricant or 

anaesthetic 

gel that is 

licensed for 

SPC use 

- 

Difficulty 

removing 

SPC 

Rotate 

slightly if 

resistance is 

felt 

If cuffed; re-

instil 1–2 mls 

sterile water into 

balloon to 

remove cuff  

To minimise 

ridge formation, 

re-instil 1–2 mls 

back into 

balloon 

If cuffing 

suspected, 

leave 

catheter 

insitu 5 

mins after 

deflation to 

allow 

catheter to 

regain 

original 

shape 

Rotate 

catheter 

slowly on 

removal 

- 

Difficulty 

replacing 

SPC 

- Have patient 

take deep 

breaths and 

relax abdominal 

muscles 

- - - 

 

Drainage bag practices 

Replacement 

interval 

ANZUNS WOCN EAUN RCN SARI 

5–7 days in 

keeping with 

manufacturer 

guidelines or 

if 

malodourous, 

at SPC 

replacement 

Monthly or 

more 

frequently if 

there is 

clouding, 

odour or 

discolouration 

Based on 

clinical 

indicators 

such as 

CAUTI, 

obstruction or 

whenever 

closed system 

compromised 

At least every 

7 days or as 

per 

manufacturer 

instruction or 

if 

contaminated 

As per 

manufacturer 

instruction 

Leg bag; 

sterile, single 

use or re-use 

Single use, 

sterile 

Single use; 

sterile 

considered 

best although 

insufficient 

evidence to 

Single use; 

sterile bags 

only 

Single use; 

sterile 

Single use; 

sterile 
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support either 

single or multi 

use 

Night bag; 

sterile, single 

use or re-use 

Linked to day 

bag to 

maintain the 

closed system     

Re-use for up 

to 7 days 

Some link to 

day bag to 

maintain the 

closed system 

Others switch 

between a day 

and a night bag 

Linked to day 

bag to 

maintain the 

closed system     

Clean (not 

sterile) 

Never re-use, 

wash urine 

bags or 

reconnect in 

any care 

setting (unless 

manufacturer 

has put in 

writing as an 

acceptable 

practice) 

Single use; 

sterile 

Cleaning 

methods for 

re-use 

Warm soapy 

water and air 

dry 

Dilute bleach 

solution or 

acetic acid 

solution & air 

dry 

Disinfect end 

of tubing prior 

to connecting 

to catheter 

- 

 

- - 

 

Cystostomy site care 

 

 

 

Dressings 

ANZUNS WOCN EAUN RCN SARI 

Small 

keyhole 

dressing, 

only in the 

presence of 

exudates 

Must be 

renewed 

daily 

Keep in place 

for first month 

then 

discontinue 

Best avoided, if 

used to contain 

discharge should 

be undertaken 

with strict 

aseptic 

technique 

Generally 

unnecessary 

and best 

avoided, can 

be used to 

contain 

discharge 

using strict 

aseptic 

technique 

Small, 

sterile 

dressing 

may be 

placed over 

the site 

initially but 

can be 

removed 

after 24 hrs 

Aseptic 

technique, 

appropriate 

cleansing 

solution and 

sterile 

dressing 

until healed 

When 

healed, only 

use dressing 

when 
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absolutely 

necessary 

Daily care - Soap and 

water 

Monitor daily 

for irritation, 

erosion, urine 

leakage 

maceration 

Soap and water 

Observe for 

signs of 

infection and 

hypergranulation 

Soap and 

water 

Observe for 

abnormalities 

and take 

appropriate 

action  

Soap and 

water 

Hypergranulation 

management 

- Treat with 

corticosteroids 

or cauterise 

with silver 

nitrate as 

prescribed 

Treat with silver 

nitrate 

To help 

prevent, 

change angle 

of balloon so 

that catheter 

lies 

externally 

against 

abdominal 

wall  

- 

SPC securement Ensure 

secured 

Ensure 

secured 

Ensure secured Ensure 

secured 

Ensure 

secured 

 

Support needs 

Pre-insertion 

ANZUNS WOCN EAUN RCN SARI 

- Help people 

recognise it is 

invasive and 

can be an 

uncomfortable 

and distressing 

experience; 

acknowledge 

these feelings 

and offer help 

What it is, 

how it 

functions and 

its location 

anatomically 

Awareness of 

the impact 

having a 

catheter has 

on people 

- Verbal & 

written 

information 

Daily care 

advice 

Provide 

education and 

brochure as 

appropriate; 

may be need 

for further 

reinforcement 

Hygiene 

practices 

Healthy 

behaviours 

self-

management 

tools 

(hydration) 

Hygiene 

 

Fluid intake 

Practical 

planned 

education 

Fluid intake 

Hygiene 

Hand 

hygiene 

Lifestyle 

advice 

Provide 

urinary 

passport to 

Hygiene 

Emptying 
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support 

consistency 

in care 

Drainage 

equipment 

advice 

- Care of SPC 

and access to 

supplies 

Care of 

drainage 

equipment 

Care of SPC 

and access to 

supplies  

Link system 

Maintain 

catheter 

function 

Access to 

supplies 

Care of SPC 

and 

replacement 

intervals 

Complication 

management 

- Self-

monitoring and 

problem-

solving 

Information 

about 

possible 

problems and 

how to 

manage 

Explanation 

of common 

catheter-

related 

problems 

Signs and 

symptoms of 

complications 

Psychosocial 

support 

- Self-image, 

control, 

comfort, 

intimacy, 

sexuality, 

clothing 

advice, discuss 

how to 

incorporate 

into daily life 

(e.g., work, 

social, 

recreation) 

adjustment 

reassurance 

and support 

Raise topic of 

sexual issues 

Review 

impact on 

lifestyle and 

QOL, body 

image, 

sexuality, 

recreation, 

holidays, 

travel, 

confidence, 

work  

Social 

support 

networks 

- 
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Appendix 2: Consent Form for Interview 

 

Consent Form for Participation in Research by Interview 

Long-term suprapubic catheter related care requirements when living at home: the 

development of a best practice guide.  

I agree to take part in the research study named above. 

I have read and understood the Information Sheet for this study. 

Any questions that I have asked have been answered to my satisfaction. 

I understand that: 

• The study involves one interview of up to one hour and that the interview will be audio-

recorded. 

• My participation is voluntary, and I may withdraw at any time without any effect. 

• Prior to data analysis I may request that any interview data I have supplied be 

withdrawn from the research. 

• I have direct access to a qualified counsellor in the unlikely event that the discussions 

cause me distress. 

• The researcher will maintain confidentiality and that any information I supply to the 

researcher will be used only for the purposes of the research. 

• The results of the study will be published so that I cannot be identified. 

• All research data will be securely stored at the University of Tasmania for five years 

from the publication of the study results, and will then be destroyed. 

Participant’s name: _______________________________________________________ 

Participant’s signature: ____________________________ Date:  ___________________ 
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Statement by Investigator 

I have explained the study and the implications of participation in it to this volunteer and I 

believe that the consent is informed and that he or she understands the implications of 

participation. 

Investigator’s name: ___________________________________________________ 

Investigator’s signature: __________________________Date: ________________ 
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Appendix 3: Letter of Introduction for Community Nurses 

 

Letter of introduction for Community Nurses 

Dear colleague, 

You are invited to assist in the identification of people who may like to participate in the study 

titled, Long-term suprapubic catheter related care requirements when living at home: The 

development of a best practice guide. 

I am conducting this research as a student of the University of Tasmania as partial fulfilment 

of a Doctorate of Health under the supervision of Professor Kenneth Walsh and Doctor Karen 

Ford. 

The aim of the study is to develop a practice guide that is specific to the needs of people who 

live at home with a long-term suprapubic catheter. 

This first phase of the study aims to seek understanding of people’s opinions and experiences 

related to the day-to-day management of their suprapubic catheter. There is not a lot known 

about self-care practices and support needs from the viewpoint of people who live at home with 

a suprapubic catheter. 

What are you asked to do? 

1. You are asked to identify eligible clients who have long-term suprapubic catheter at 

home who may be interested in participating in the study. 

2. Briefly introduce the study to clients who meet the eligibility criteria and if they are 

interested seek their permission to pass on their name and phone number to me. I will 

then contact them to answer any questions. 

Who is eligible to participate? 

• adults ≥ 18 years 

• live at home 
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• have a long-term suprapubic catheter; defined as > 3 months and expected to be 

required permanently 

• able to provide informed consent 

• able to participate in one interview, the participant may choose to include their carer 

(e.g., spouse or relative). 

What if you have further questions about this study? 

If you have any further questions about this study please feel free to contact me by phone 6282 

0760 or alyson.sweeney@ths.tas.gov.au. I will be happy to discuss any aspect of the study with 

you. 

This study has been approved by the Tasmanian Health and Medical Human Research Ethics 

Committee. If you have concerns or complaints about the conduct of this study, please contact 

the Executive Officer of the HREC (Tasmania) Network on +61 3 6226 6254 or email 

human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive 

complaints from research participants. Please quote ethics reference number H0016989.  

This information sheet is for you to keep. 

Thank you for taking the time to consider assisting with this study. 
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Appendix 4: Participant Information Sheet 

 

Participant Information Sheet 

This information sheet provides you with details about the study titled: Long-term suprapubic 

catheter-related care requirements when living at home: the development of a best practice 

guide.  

Why have I been invited to participate? 

You have been invited to participate in this study because you have a suprapubic catheter. This 

is a research project, and you do not have to be involved. If you do not wish to participate, your 

health care will not be affected in any way. 

Invitation 

You are invited to take part in a study that seeks information about your experiences and 

opinions related to the day-to-day management of your suprapubic catheter. There is not a lot 

known about self-care practices and support needs from the viewpoint of people who live at 

home with a suprapubic catheter. 

The nature of this enquiry seeks information about your day-to-day practices and experiences 

of suprapubic catheter use. For example, how you manage the drainage equipment; how you 

avoid or manage problems such as urine leakage or infection; your impressions of suprapubic 

catheter use or anything else that is important to you.   

This research is being conducted by University of Tasmania student Alyson Sweeney as partial 

fulfilment of a Doctorate of Health under the supervision of Professor Kenneth Walsh and 

Doctor Karen Ford. 
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What is the purpose of this study? 

It is anticipated that this study will provide valuable information that will inform the 

development of guidelines that will improve the care provided to people who have a suprapubic 

catheter. 

What will I be asked to do? 

If you choose to participate, you will be asked to take part in one interview. You may also 

choose to include an adult carer such as a spouse or family member to participate in the 

interview. The duration of the interview will be up to one hour, at a time that is convenient to 

you. The interview can take place in your home. If this does not suit you a private meeting 

room can be arranged within a community health centre convenient to you. The interview is to 

be audio-recorded. Prior to interview, you will be asked to sign a consent form. 

Are there any possible benefits from participation in this study? 

There may not be any direct benefits to you associated with the study. However, your 

contribution to the study will improve outcomes for other people with suprapubic catheters in 

the future. 

Are there any possible risks from participation in this study? 

It is not anticipated that taking part in this study will cause you any harm. However, in the 

unlikely event that you should experience any distress related to the interview you will have 

access to a professional counsellor from Tasmanian Health Services who can be contacted on 

+62 820 328.  

What if I change my mind during or after the study? 

Your participation in this study is entirely voluntary and you have the right to withdraw at any 

time without explanation. You are, of course, entirely free to discontinue your participation or 

decline to answer particular questions. If you withdraw from the study, any information you 

have provided prior to any data analysis will be removed and the data destroyed. 

If you decide not to participate in this study or if you withdraw from this study, you may do so 

freely without prejudice to any treatment from the Tasmanian Health Services.  
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What will happen to the information when this study is over? 

All records containing personal information will remain confidential and no information, which 

could lead to your identification, will be released. All documents and recorded data will stored 

on a secure password protected file on the University of Tasmania secure server. Only the 

researcher will have access to data.  

The data will be securely stored in this manner for a period of at least 5 years from the first 

date of publication. Recorded data will then be erased and all documents will be destroyed via 

a secure shredding service. 

How will the results of the study be published? 

The information that you and others provide contributes to Alyson Sweeney’s production of a 

thesis. The results from this study will also be disseminated through research publications, 

conference presentations and presentations to professional bodies. Be assured that any 

information provided will be treated in the strictest of confidence and you will not be 

individually identifiable in the resulting thesis, report or other publications. 

What if I have questions about this study? 

If you have any questions about this study, or you would like to find out more about this 

study please feel free to contact Alyson Sweeney on 62.. ..... Alyson will be happy to discuss 

any aspect of the study with you. 

This study has been approved by the Tasmanian Health and Medical Human Research Ethics 

Committee. If you have concerns or complaints about the conduct of this study, please contact 

the Executive Officer of the HREC (Tasmania) Network on +61 3 6226 6254 or email 

human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive 

complaints from research participants. Please quote ethics reference number H0016989. 

If you choose to participate in this study, you may ask your community nurse to forward your 

name and contact details to Alyson Sweeney.  

This information sheet is for you to keep. 

Thank you for taking the time to consider this study. 
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Appendix 5: Interview Schedule for Interview 

Interview guide for semi-structured interview for a participant who has a suprapubic catheter. 

Background information 

• Age and male/female

• What led to you acquiring your suprapubic catheter?

• For how long have you had your suprapubic catheter?

• What is it like for you looking after and living with a suprapubic catheter?

What is the day-to-day care of your suprapubic catheter stoma? 

• For example, your day-to-day hygiene practices, treatments or dressings.

What type of drainage equipment do you use? 

• What influences your choice of drainage equipment?

• Where on your body do you position your drainage equipment?

• How do you maintain your equipment?

• When is your equipment replaced?

• Do you use sterile equipment?

• If equipment is re-used what are your decontamination practices?

How is your catheter and bag kept in place? 

How do you empty your drainage device? 

• For example, the handling of the equipment/emptying intervals.

Do you use a night bag? 

• What are your night-time drainage equipment practices?

What influences your choice of catheter and drainage equipment? 

What is your experience of catheter replacement? 

What is your experience of urinary tract infection? 

What strategies do you take to minimise infection risk? 

What signs or symptoms prompt you to seek investigation / treatment of suspected 

infection? 
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Do you experience catheter blockage?  

• Do you have any early symptoms that may alert you to catheter blockage? 

• Do you have any troubleshooting strategies if the catheter stops draining? 

Do you have urine leakage problems?  

• If so, how is leakage avoided or managed? 

Does your bowel elimination pattern affect your catheter drainage / function? 

Does the amount / type / timing of your fluid intake effect your catheter function? 

What do you think are the educational & support requirements for people who have a 

suprapubic catheter? 

• e.g., pre-insertion / post-op / adjustment phase / long-term 

• What information or support is most or least helpful? 

• Do you have any suggestions for future information or support resources? 

What do you see as the main issues related to suprapubic catheter use? 

What are your impressions of the benefits of having a suprapubic catheter? 

  



228 

Appendix 6: Delphi Letter of Introduction 

 

Letter of Introduction—Delphi Survey 

Dear Colleague, 

You are invited to participate in the study titled Long-term suprapubic catheter related care 

requirements when living at home; the development of a best practice guide. 

This study is seeking your expert opinion. 

I am conducting this research as a student of the University of Tasmania, as partial fulfilment 

of a Doctorate of Health under the supervision of Professor Karen Francis, Professor Kenneth 

Walsh and Doctor Karen Ford. 

The aim of the study is to develop a practice guide that is specific to the needs of adults who 

live at home (not nursing home or other facility) with a long-term suprapubic catheter. 

Existing guidelines indicate varied and at times ambiguous recommendations for nursing 

practice and the day-to-day management of the device. Many recommendations have been 

transposed from our knowledge of other types of urinary catheter particularly urethral 

indwelling catheter use and short-term catheter use in hospital settings. There is limited 

empirical evidence that is specific to long-term suprapubic catheter-related practices in the 

home setting. This study aims to define best practice incorporating the opinions of experts. 

The experts in the context of this study include: 

• people who manage their own long-term suprapubic catheters at home (1st Phase) 

• registered nurses who have advanced knowledge and skill in relation to long-term 

suprapubic catheter use in the home setting (second phase) 
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This second phase of the study uses Delphi technique which comprises a series of surveys that 

aims to achieve consensus on specific aspects of long-term suprapubic catheter-related care in 

the home setting. For nursing practice, the strength of the Delphi survey approach is that the 

outcome consensus facilitates decisions for strategies where there is limited information. This 

method will be the first undertaken to address this health question.   

There are the following inclusion criteria: 

• must be a registered nurse with ≥ 5 years practice as either a specialist continence nurse,

community nurse or urology nurse providing care to people who live at home with a

long-term suprapubic catheter

• or, a nurse researcher who has published in the area of long-term catheter use in the

community that includes suprapubic catheters

If you choose to participate, you will be contacted by email 3 times. You will be asked to 

complete an electronic survey each time you are contacted. The initial survey asks for your 

opinions on specific aspects of suprapubic catheter-related care at home.  The subsequent 

surveys (2) ask you to quantify your level of agreement (Likert scale) on statements collated 

by the researcher from the combined responses to the first survey. Specific, simple instructions 

will accompany each survey.  

Wide consultation is required for this study in collaboration with local and international expert 

nurses who have advanced knowledge and experience specific to the topic under study.  

Please feel free to extend this invitation to participate to your contacts. 

Your involvement in the study is voluntary and you may withdraw your participation from the 

study at any time, however any data that you provide will be used to form a consensus view 

and cannot be withdrawn after a survey has been submitted.  

The researcher guarantees your confidentiality and will not publish or pass on any information 

provided by you that is not completely de-identified.   

If you meet the inclusion criteria and would like to participate in this study please read the 

accompanying Information Sheet. If you are interested in obtaining additional 

information about this research please email Alyson Sweeney a.d.sweeney@utas.edu.au or 

call 03 628.. .... 
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This study has been approved by the Tasmanian Health and Medical Human Research Ethics 

Committee. If you have concerns or complaints about the conduct of this study, please contact 

the Executive Officer of the HREC (Tasmania) Network on +61 3 6226 6254 or email 

human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive 

complaints from research participants. Please quote ethics reference number H0016989. 

Thank you for taking the time to consider this study. 

Yours sincerely 

Alyson Sweeney RN, BN, MNg (Continence) 

Clinical Nurse Consultant, Community Continence Service 
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Appendix 7: Delphi Information Sheet 

Participant Information Sheet—Delphi Survey 

This information sheet provides you with details about the study titled Long-term suprapubic 

catheter related care requirements when living at home: the development of a best practice 

guide. 

Why you have been invited to participate 

Your expert opinion on specific aspects of long-term suprapubic catheter-related care and 

consensus is sought using Delphi survey.  

Purpose of the research 

The purpose of this study is to develop a best practice guide for the care of adults living at 

home with a long-term suprapubic catheter.  

The findings from the study will be used for completion of a research thesis and will also be 

used for conference proceedings and journal publications.  

What you are asked to do 

If you choose to participate, you will be contacted by email 3 times. You are asked to complete 

an electronic survey each time. The first survey asks for your opinions on specific aspects of 

long-term suprapubic catheter-related care in the home setting (not nursing home or other 

facilities). Subsequent surveys (2) ask you to quantify your level of agreement (Likert scale) 

on statements collated by the researcher from the combined responses to the first survey. 

Specific, simple instructions will accompany each survey. 
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Possible inconveniences or risks 

Apart from the time it will take you to respond to the surveys, approximately 30 to 60 minutes 

for survey 1 and 15 to 30 minutes for surveys 2 and 3 there are no inconveniences or foreseen 

risks for you.  

What if you change your mind during or after the study? 

If you decide not to participate in this study or if you withdraw from this study, you may do so 

freely without explanation. 

Your involvement in the study is voluntary and you may withdraw your participation from the 

study at any time, however any data that you provide will be used to form a consensus view 

and cannot be withdrawn after a survey has been submitted.  

If you do not respond to a survey following notification by email of its availability, a maximum 

of two email reminders will be sent to complete the survey.  

If you choose to withdraw from the research, please email the administrative staff member 

janine.triffett@ths.tas.gov.au  

Confidentiality 

Your anonymity is assured as no comments you make will be attributed to you and all data will 

be de-identified during transcription and securely stored. 

All records containing personal information will remain confidential and no information that 

could lead to your identification will be released. 

All documents and data will be stored on a secure password protected file at the University of 

Tasmania secure server. Only the researcher will have access to the data. 

The data will be securely stored in this manner for a period of at least 5 years from the first 

date of publication. Data will then be erased.  

Funding and benefits of the research 

This study is not funded by a research grant or any external body. 
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There may not be any direct benefit to you associated with this study. However, your 

contribution to the study will help clarify best practice improving the wellbeing of people who 

live at home with a long-term suprapubic catheter. 

Eligibility and Consent to participate 

If you would like to participate in this study, please complete this linked Expression of Interest 

Survey that specifies your eligibility and associated demographics relevant to this study.  

Fully informed consent to participate in this study will be implied on submission of your 

Expression of Interest. 

Ethics review and complaints 

This study has been approved by the Tasmanian Health and Medical Human Research Ethics 

Committee. If you have concerns or complaints about the conduct of this study, please contact 

the Executive Officer of the HREC (Tasmania) Network on +61 3 6226 6254 or email 

human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive 

complaints from research participants. Please quote ethics reference number [H0016989]. 

If you wish to contact the researcher for further information regarding this study you can 

contact:  

Alyson Sweeney a.d.sweeney@utas.edu.au  or phone 03 62.. .... 
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Appendix 8: Delphi Expression of Interest 

Survey—www.surveys.utas.edu 

Long-term suprapubic catheter-related care requirements when living at home; the 

development of a best practice guide 

Thank you for your interest in participating in this study 

Completion of this brief survey provides indication of your eligibility and consent to 

participate. 

You are asked to provide your name and email address for survey correspondence. 

To facilitate a description of the expert panel this survey concludes with several questions about 

your professional background. 

If you have any questions do not hesitate to contact the researcher. 

Your continuation with this survey indicates that you:  

• have read the Letter of Introduction and Information Sheet for this study 

• have had any questions that you have asked answered to your satisfaction 

• meet the inclusion criteria 

• consent to take part in the research study named above. 

Please complete the following questions 

Expression of interest 

Your contact details 

Please provide your first and last name 

Please provide your email address for further survey correspondence  

Your identity and contact details will remain confidential and will not be made known to any 

other participant  

To facilitate a description of the expertise of the panel please complete the following 

questions. 

In which country do you practice? 

Which is your specialty area(s) of nursing?  
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Please choose all that apply: 

• continence 

• community 

• urology 

• research. 

How many years of experience do you have in the specialty area? 

What is your highest nursing qualification? 

Please provide a brief description of your role as it relates to adults who live in their own 

homes and have a long-term suprapubic catheter. 

Additional comments (optional)  

You have completed the Expression of Interest. 

Thank you 

Submit your survey. Thank you for completing this survey. 

 

www.surveys.utas.edu.au 

© University of Tasmania, Australia ABN 30 764 374 782 CRICOS Provider Code 00586B 
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Appendix 9: Ethics Approval 
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Appendix 10: Delphi Consensus of Agreement Statements 

Consensus Results: Psychological support needs 

Round 2 Round 3 

Statement Likert ratings Consensus 

%  

 IQR 

Likert 

rating 

median 

response 

Likert ratings Consensus 

% 

IQR 

Overarching statements relating to a person’s psychological support needs 

1. Adjusting to living with a suprapubic catheter involves an 

individual response and includes adjustments to the person’s 

environment and support from caregivers / family members. 

Strongly Agree 72.73% 

Agree       22.27% 

100% 

IQR 1.0 

 

2. To assist with a person's psychological adjustment to the 

insertion of their suprapubic catheter people are to be offered 

information, support and education and advice from suitably 

specialised health professionals who have an understanding of the 

concerns and issues that a person may experience. 

Strongly Agree 77.27%  

Agree       13.64% 

90.91% 

IQR 0.25 

Information requirements to support a person’s psychological adjustment to their suprapubic catheter 

3. Information is required to help the person understand why the 

insertion of a suprapubic catheter has been recommended for 

them which includes how it improves or maintains their health 

and the associated risk factors. 

Strongly Agree 72.73% 

Agree       22.73%  

95.46% 

IQR 1.0 

 

4. The opportunity is to be provided for the person to visualise 

what the catheter and drainage equipment look like and where 

they are placed. 

Strongly Agree 68.18% 

Agree       22.73%  

90.91% 

IQR 1.0 

 

5. The person should be informed there are many other people 

who live at home with a long-term suprapubic catheter. 

Strongly Agree 50% 

Agree       36.36%  

86.36% 

IQR 1.0 

6. People are to be provided with the opportunity, where possible, 

to talk to somebody who has a long-term SPC. 

Strongly Agree 45.45% 

Agree       22.73%  

68.18% 

 

Agree Strongly Agree 19.05%  

Agree       66.67%  

85.72% 

IQR 0 
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7. The person is to be informed that they may feel differently 

about themselves after having their suprapubic catheter inserted 

and that they are encouraged to talk about this. 

Strongly Agree 45.45% 

Agree       31.82% 

77.27% 

IQR 1.25 

 

 

8. The person is to be informed that it can take some time to 

adjust to living with a catheter. 

Strongly Agree 54.55% 

Agree       40.91%  

95.46% 

IQR 1.0 

9. A timely hand over of care is required from acute to 

community services to maintain continuous support from health 

professionals. 

Strongly Agree 90.91% 

Agree       9.09%  

100% 

IQR 0 

10. Involving significant others, e.g. a spouse or carer, with the 

person’s consent, during information sessions can enhance 

supportive networks. 

Strongly Agree 72.73% 

Agree       22.73%  

95.46% 

IQR 1.0 

To help support a person who has a long-term suprapubic catheter at home health professionals are to be aware of the following potential perceptions or issues 

that may impact an individual's psychological wellbeing and be prepared to initiate associated discussion and problem-solving. It is acknowledged that individual 

experiences will vary. 

11. A changed sense of self Strongly Agree 50.00% 

Agree       45.45%  

95.45% 

IQR 1.0 

 

12. Alteration to body image Strongly Agree 59.09% 

Agree       27.27% 

86.36% 

IQR 1.0 

13. Concerns about sexuality and intimate relationships Strongly Agree 50.00% 

Agree       40.91% 

90.91% 

IQR 1.0 

14. Embarrassment  Strongly Agree 40.91% 

Agree       40.91% 

81.82% 

IQR 1.0 

15. Isolation Strongly Agree 27.27% 

Agree       40.91% 

68.18% Agree Strongly Agree 4.76% 

Agree       85.71% 

90.47% 

IQR 0 

16. Reduced quality of life  Strongly Agree 27.27% 

Agree       36.36% 

63.63% Agree Strongly Agree 4.76% 

Agree       80.95% 

85.71% 

IQR 0 

17. Restriction of activities Strongly Agree 31.82% 

Agree       31.82% 

63.64% Agree Strongly Agree 4.76% 

Agree       85.71% 

90.47% 

IQR 0 



240 

18. Sleep disturbances Strongly Agree 22.73% 

Agree        31.82% 

54.55% Agree Strongly Agree 4.76% 

Agree       85.71% 

90.47% 

IQR 0 

19. Loss of independence Strongly Agree 22.73% 

Agree        31.82% 

54.55% Agree Strongly Agree 4.76% 

Agree      80.95% 

85.71% 

IQR 0 

20. Increased responsibility Strongly Agree 18.18% 

Agree       40.91% 

59.09% Agree Strongly Agree 9.52% 

Agree       76.19% 

85.71% 

IQR 0 

21.Carer burden Strongly Agree 27.27% 

Agree       31.82% 

59.09% Agree Strongly Agree 9.52% 

Agree      76.19% 

85.71% 

IQR 0 

22. Fear of living with an increased risk of infection  Strongly Agree 40.91% 

Agree       40.91% 

81.82% 

IQR 1.0 

 

23. Pain and discomfort Strongly Agree 22.73% 

Agree       40.91% 

63.64% Agree Strongly Agree 4.76% 

Agree       80.95% 

85.71% 

IQR 0 

24. Increased financial burden Strongly Agree 27.27% 

Agree       27.27% 

54.54% Agree Strongly Agree 14.29% 

Agree       71.43% 

85.72% 

IQR 0 

25. Stress Strongly Agree 18.18% 

Agree       40.91% 

59.09% Agree Strongly Agree 9.52% 

Agree      76.19% 

85.71% 

IQR 0 

26. Anxiety Strongly Agree 1.82% 

Agree      27.27% 

51.09% Agree Strongly Agree 14.29% 

Agree       61.90% 

76.19% 

IQR 0.5 

Advice and education requirements in relation to the day-to-day management of a person’s suprapubic catheter 

27. To assist a person to regain a sense of control following the 

insertion of their suprapubic catheter, education and advice from 

health professionals on how to master the practicalities of the 

device is required. 

Strongly Agree 90.91% 

Agree         9.09% 

100% 

IQR 0 

 

28. The education and advice provided by health professionals 

should be consistent. 

Strongly Agree 90.91% 

Agree         9.09% 

100% 

IQR 0 

29. Education and advice help the person to make informed 

decisions regarding their health and self-care choices. 

Strongly Agree 86.36% 

Agree       13.64% 

100% 

IQR 0 

30. Education and advice for self-care and the day-to-day 

management of a person’s catheter should be supported with 

Strongly Agree 68.18% 95.45% 
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written / pictorial information targeted to the person’s level of 

health literacy. 

Agree       27.27% 1QR 1.0 

Information to assist a person to gain control of their suprapubic catheter includes advice on the following aspects of self-care and support 

31. Hand hygiene Strongly Agree 0.91% 

Agree       9.09% 

100% 

IQR 0 

 

32. Personal hygiene Strongly Agree 1.82% 

Agree       18.18% 

100% 

IQR 0 

33. Cystostomy site care Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

34. How and when to empty drainage bags / catheter valves Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

35. How and when to replace drainage bags / catheter valves Strongly Agree 77.27% 

Agree       22.73% 

100% 

IQR 1.0 

36. How to incorporate the management of their catheter into 

their everyday life activities 

Strongly Agree 86.36% 

Agree       13.64% 

100% 

IQR 0 

37. Equipment choices Strongly Agree 68.18% 

Agree       31.82% 

100% 

IQR 1.0 

38. Equipment access Strongly Agree 72.73% 

Agree       27.27% 

100% 

IQR 0.25 

39. Applying for funding support where available Strongly Agree 68.18% 

Agree       22.73%  

90.91% 

IQR 1.0 

40. Who to contact for advice and support Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

41. When the catheter will be replaced and who will replace it Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

42. Bowel elimination management Strongly Agree 81.82% 

Agree      18.18% 

100% 

IQR 0 

43. Healthy eating Strongly Agree 81.82% 90.91% 
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Agree        9.09% IQR 0 

44. Fluid requirements Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

45. Activity and exercise Strongly Agree 72.73% 

Agree       22.73% 

95.46% 

IQR 1.0 

46. Maintaining a healthy weight Strongly Agree 54.55% 

Agree       27.27% 

100% 

IQR 1.0 

47. Managing their suprapubic catheter when away from home Strongly Agree 72.73% 

Agree       18.18% 

100% 

IQR 1.0 

48. Returning to work Strongly Agree 77.27% 

Agree       22.73% 

100% 

IQR 0.25 

49. Clothing choices Strongly Agree 63.64% 

Agree      36.36% 

100% 

IQR 1.0 

50. Troubleshooting catheter problems Strongly Agree 86.36% 

Agree       13.64% 

100% 

IQR 0 

Consensus results: Suprapubic cystostomy site care 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

IQR 

Likert median 

response rate 

Likert ratings Consensus 

% 

IQR 

Practices to promote optimal healing of a person's newly formed suprapubic cystostomy 

51. Where possible limit wound complication risk factors prior to 

the surgical insertion of the person’s suprapubic catheter. Risk 

factors include malnutrition, diabetes, anaemia, cytotoxic therapy, 

anticoagulant therapy and smoking. 

Strongly Agree 45.45% 

Agree       45.45% 

90.9% 

IQR 1.0 

 

52. Encourage good nutrition and fluid intake to support healing. Strongly Agree 54.55% 

Agree      40.91% 

95.46% 

IQR 1.0 

Newly formed cystostomy wound care 
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53. A postsurgical dressing is applied to protect the wound and 

contain haemoserous ooze. 

Strongly Agree 0.91% 

Agree      45.45% 

86.36% 

IQR 1.0 

 

54. A basic dry dressing is typically all that is required (e.g., 

keyhole dressing taped insitu). 

Strongly Agree 27.27% 

Agree       50.00% 

72.27% 

IQR 1.25 

55. Occlusive dressings are not recommended. Strongly Agree 45.45% 

Agree       31.82% 

77.27% 

IQR 2.25 

56. Change of dressing frequency is determined by the volume of 

ooze with the aim to keep the site clean and dry. 

Strongly Agree 45.45% 

Agree       50.00% 

95.45% 

IQR 1.0 

57. Dressings are applied using aseptic non-touch technique. Strongly Agree 36.36% 

Agree       40.91% 

77.27% 

IQR 1.25 

58. A wet or soiled dressing should be replaced. Strongly Agree 72.73% 

Agree      22.73% 

95.46% 

IQR 1.0 

59. If sutures are present remove at 7 to 10 days Strongly Agree 36.36% 

Agree       50.00% 

86.36% 

IQR 1.0 

Self-care advice for a person in relation to their newly formed suprapubic cystostomy 

60. Advise the person to always clean their hands prior to 

touching the site.  

Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

 

61. Advise the person that the body sees the suprapubic catheter 

as a foreign body and a small amount of mucous ooze is not 

uncommon. 

Strongly Agree 50.00% 

Agree       50.00% 

100% 

IQR 1.0 

62. Some people may experience urine bypass initially and this 

should settle.  

Strongly Agree 36.36% 

Agree       36.36% 

72.72% Agree Strongly Agree 9.52% 

Agree      76.19% 

85.71% 

IQR 0 

63. Alternate the position of the catheter tubing / drainage system 

daily to avoid pressure injury to the site and to assist in the 

formation of the tract. 

Strongly Agree 54.55% 

Agree       36.36% 

90.91% 

IQR 1.0 

 

64. Avoid tension on the tract ensuring the catheter is securely 

anchored to the body, but not taut, and that drainage bags are 

adequately supported. 

Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

65. Avoid constrictive clothing over the site. Strongly Agree 50.00% 90.91% 
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Agree       40.91% IQR 1.0 

Advice for day-to-day self-care of the suprapubic cystostomy site 

66. In addition to the advice provided for a newly formed 

cystostomy site, once the wound is healed cystostomy site self-

care is incorporated into a person’s daily hygiene routine. 

Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

 

67. The site needs to be kept clean and dry. Strongly Agree 63.64% 

Agree       31.82% 

95.46% 

IQR 1.0 

68. A daily shower is preferable however cleansing may be 

required more often. 

Strongly Agree 54.55% 

Agree       40.91% 

95.46% 

IQR 1.0 

69. The catheter support and leg bag straps need to be kept on 

while showering and replaced with dry straps after the shower. 

Strongly Agree 45.45% 

Agree       36.36% 

81.81% 

IQR 1.0 

70. The use of antiseptic products is discouraged. Strongly Agree 31.82% 

Agree       40.91% 

72.73% Agree Strongly Agree 4.76% 

Agree      85.71% 

90.47% 

IQR 0 

71. Ensure any exudate or crusting is gently washed away. Strongly Agree 50.00% 

Agree       50.00% 

100% 

IQR 1.0 

 

72. Wash the catheter also. Strongly Agree 31.82% 

Agree       22.73% 

54.55% Agree Strongly Agree 4.76% 

Agree      85.71% 

90.47% 

IQR 0 

73. Gently pat dry with a clean towel or cloth. Strongly Agree 45.45% 

Agree       54.55% 

100% 

IQR 1.0 

 

74. If necessary, the application of a topical antiseptic solution 

containing Povidone-iodine (e.g. Betadine) can be helpful to dry 

moist exudating sites. 

Strongly Agree 13.64% 

Agree       40.91% 

54.55% Agree Strongly Agree 0.00% 

Agree      76.19% 

76.19% 

IQR 0.5 

75. Avoid the use of talc, lotion or creams near the site. Strongly Agree 63.64% 

Agree       31.82% 

95.46% 

IQR 1.0 

 

76. Ensure that clothing, particularly underwear and clothing that 

is in contact with the cystostomy site and catheter, is freshly 

laundered and changed daily. 

Strongly Agree 45.45% 

Agree       31.82% 

77.27% 

IQR 1.25 

Advice for day-to-day monitoring of a suprapubic cystostomy site 

77. Monitor the site for inflammation Strongly Agree 68.18% 95.45%  
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Agree       27.27% IQR 1.0 

 

78. Monitor the site for swelling Strongly Agree 59.09% 

Agree       27.27% 

86.36% 

IQR 1.0 

79. Monitor the site for discharge including discharge 

characteristics 

Strongly Agree 59.09% 

Agree       36.36% 

95.45% 

IQR 1.0 

80. Monitor the site for the presence of hypergranulation tissue Strongly Agree 59.09% 

Agree       36.36% 

95.45% 

IQR 1.0 

81. Report visible changes Strongly Agree 68.18% 

Agree       31.82% 

100% 

IQR 1.0 

82. Report discomfort Strongly Agree 63.64% 

Agree       36.36% 

100% 

IQR 1.0 

 

83. Report ongoing urine leakage Strongly Agree 68.18% 

Agree       27.27% 

95.45% 

IQR 1.0 

Suprapubic cystostomy site dressings 

84. If the cystostomy is sited within skin folds or depending on 

body habitus a dressing may be required to absorb moisture. 

Strongly Agree 18.18% 

Agree                54.55% 

72.73% Agree Strongly Agree   0.00% 

Agree                90.48% 

90.48% 

IQR 0 

85. If a person chooses to apply dressings encourage use of a 

breathable, non-occlusive basic dry dressing. 

Strongly Agree 54.55% 

Agree                36.36% 

90.91% 

IQR 1.0 

 

Practices aimed to prevent tissue hypergranulation at the cystostomy site 

86. If hypergranulation tissue develops review with the person 

their cystostomy site self-care practices. 

Strongly Agree 54.55% 

Agree       36.36% 

90.91% 

IQR 1.0 

 

87. Review practices that aim to keep the area clean and dry. Strongly Agree 54.55% 

Agree       40.91% 

95.46% 

IQR 1.0 

88. Review practices that aim to minimise traction and friction-

related trauma to the tract by the use of catheter anchoring and 

supportive devices for the drainage equipment.  

Strongly Agree 68.18% 

Agree       27.27% 

95.45% 

IQR 1.0 
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89. Review practices of alternating the position of the catheter to 

prevent continual pressure in the same place. 

Strongly Agree 72.73% 

Agree       27.27% 

100% 

IQR 1.0 

90. Review practices related to dressing use. Strongly Agree 63.64% 

Agree       36.36% 

100% 

IQR 1.0 

Management of hypergranulation tissue at a person's suprapubic cystostomy site 

91. Be sure to address the causes. Strongly Agree 50.00% 

Agree       45.45% 

95.45% 

IQR 1.0 

 

92. Consider obtaining a wound swab if infection is suspected. Strongly Agree 59.09% 

Agree       31.82% 

90.91% 

IQR1.0 

Removal of hypergranulation tissue at a person's suprapubic cystostomy site 

93. The application of silver nitrate to the site should only be 

performed by specialists who have training in all aspects of its 

application. 

Strongly Agree 36.36% 

Agree       40.91% 

77.27% 

IQR 1.25 

 

Consensus Results: Suprapubic catheter replacement 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

IQR 

Likert median 

response rate 

Likert ratings Consensus 

% 

IQR 

Clinician preparedness for suprapubic catheter replacement 

94. Clinicians who perform suprapubic catheter replacements 

must be trained and competent to perform the procedure. 

Strongly Agree 86.36% 

Agree        9.09% 

95.45% 

IQR 1.0 

 

95. The person needs to be informed about the risks that may 

arise when attending their suprapubic catheter replacement e.g. 

displacement. 

Strongly Agree 50.00% 

Agree       40.91% 

90.91% 

IQR 1.0 

96. To minimise the risk of tract closure the replacement catheter 

must be inserted without delay. 

Strongly Agree 63.64% 

Agree       27.27% 

90.91% 

IQR 1.0 

97. Always have a size smaller catheter or a Nelaton catheter on 

hand in case of difficulty inserting the replacement catheter. 

Strongly Agree 45.45% 

Agree       36.36% 

81.81% 

IQR 1.0 
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98. Issues relating to past catheter replacements need to be 

communicated. 

Strongly Agree 6.36% 

Agree      13.64% 

100% 

IQR 0 

99. Reassessment of catheter-related self-care practices and a 

person’s support needs can be included as a component of the 

catheter-replacement consultation. 

Strongly Agree 59.09% 

Agree       40.91% 

100% 

IQR 1.0 

Preparing the person for their suprapubic catheter replacement 

100. Schedule the catheter replacement to occur after the person 

has attended their general hygiene. 

Strongly Agree 8.18% 

Agree      50.00% 

68.18% Agree Strongly Agree 0.00% 

Agree      90.48% 

90.48% 

IQR 0 

101. Encourage the person to be as well hydrated as able, prior to 

the procedure. 

Strongly Agree 68.18% 

Agree       31.82% 

100% 

IQR 1.0 

 

102. Ensure that the positioning of the person allows for access to 

the suprapubic site. 

Strongly Agree 86.36% 

Agree       13.64% 

100% 

IQR 0 

103. Advise and support the person to be still and relaxed. Strongly Agree 59.09% 

Agree       36.36% 

95.45% 

IQR 1.0 

Solution for peri-stomal cleansing in relation to suprapubic catheter replacement 

104. The site may be cleansed with sterile normal saline. Strongly Agree 31.82% 

Agree       63.64% 

95.64% 

IQR 1.0 

 

Peri-stomal cleansing and preparation techniques in relation to suprapubic catheter replacement 

105. Cleanse from the insertion site in an outwardly direction, one 

stroke per swab then discard. 

Strongly Agree 45.45% 

Agree       45.45% 

90.9% 

IQR 1.0 

 

106. A water-based lubricant should be applied to the new 

catheter and around the cystostomy tract to facilitate smooth 

insertion. 

Strongly Agree 27.27% 

Agree       36.36% 

63.63% Agree Strongly Agree 14.29% 

Agree       85.71% 

100% 

IQR 0 

Suprapubic catheter-replacement technique 

107. A sterile aseptic non-touch technique is used by health 

professionals. 

Strongly Agree 77.27% 

Agree       18.18% 

95.45% 

IQR 0.25 
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108. Replacement involves noticing the direction and length of 

the catheter insitu when being removed as a guide for inserting 

the replacement catheter. 

Strongly Agree 72.73% 

Agree       22.73% 

95.46% 

IQR 1.0 

109. Consider supporting the peri-tract abdominal area with your 

hand as the catheter is gently removed. 

Strongly Agree 36.36% 

Agree       31.82% 

68.18% Agree Strongly Agree 14.29% 

Agree       76.19% 

90.48% 

IQR 0 

110. Gently rotate the catheter on removal. Strongly Agree 45.45% 

Agree       27.27% 

72.72% Agree Strongly Agree 19.05% 

Agree       76.19%  

95.24% 

IQR 0 

111. Consider removing the catheter insitu with the fingers at skin 

level, directly measure the length of the old catheter to the new, 

and insert the new catheter with the clean hand, again at skin level 

so that the length measured is the same as to be inserted. 

Strongly Agree 27.27% 

Agree       27.27% 

54.54% Agree Strongly Agree 9.52% 

Agree      76.19% 

85.71% 

IQR 0 

112. To minimise cuffing the retaining balloon is deflated 

passively; allowing the water to fill the syringe without drawing 

back on the plunger. 

Strongly Agree 54.55% 

Agree       31.82% 

86.37% 

IQR 1.0 

 

113. Wait until urine flows from the replacement catheter before 

inflating the balloon. 

Strongly Agree 54.55% 

Agree       40.91% 

95.46% 

IQR 1.0 

114. Fill the retaining balloon with the volume specified by the 

manufacturer. 

Strongly Agree 50.00% 

Agree       36.36% 

86.36% 

IQR 1.0 

115. Following inflation of the balloon gently pull back on the 

catheter until the balloon is felt at the anterior bladder wall. 

Strongly Agree 50.00% 

Agree       22.73% 

72.73% Agree Strongly Agree 23.81% 

Agree       71.43% 

95.24% 

IQR 0.5 

First suprapubic catheter replacement 

116. The first suprapubic catheter replacement is typically 

attended by a urologist or an experienced specialist nurse. 

Strongly Agree 54.55% 

Agree       40.91% 

95.46% 

IQR 1.0 

 

117. The first suprapubic catheter replacement typically occurs at 

no sooner than four weeks up until eight weeks, with four to six 

weeks being the most common interval. 

Strongly Agree 54.55% 

Agree       36.36% 

90.91% 

IQR 1.0 

Ongoing suprapubic catheter replacements 

118. The person’s urologist or specialist nurse may indicate the 

interval for replacements in the community however ongoing 

replacement intervals need to be individualised.  

Strongly Agree 63.64% 

Agree       31.82% 

95.46% 

IQR 1.0 
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119. The catheter-replacement interval is the optimal time frame 

where the catheter continues to patently drain and is without 

complications. 

Strongly Agree 45.45% 

Agree       50.00% 

95.45% 

IQR 1.0 

 

120. A catheter function history should be documented to 

determine the catheter-replacement interval for each individual. 

Strongly Agree 50.00% 

Agree       45.45% 

95.45% 

IQR 1.0 

121. A catheter should not remain insitu for longer than the 

period recommended by the manufacturer. 

Strongly Agree 59.09% 

Agree       27.27% 

86.36% 

IQR 1.0 

Catheter size selection 

122. The urologist or specialist nurse who inserted the catheter 

will usually determine what size catheter is used. 

Strongly Agree 45.45% 

Agree      36.36% 

81.81% 

IQR 1.0 

 

123. It is typical to continue with the same size catheter that has 

been inserted unless otherwise requested by the urologist or 

specialist nurse. 

Strongly Agree 31.82% 

Agree       54.55% 

86.37% 

IQR 1.0 

124. Sizes range from 14-20FG with 16FG catheters being the 

most common size.  

Strongly Agree 27.27% 

Agree       40.91% 

68.18% Agree Strongly Agree 9.52% 

Agree     85.71% 

95.23% 

IQR 0 

125. Larger gauge catheters (e.g. 18FG) may be preferable for a 

person who is at risk of autonomic dysreflexia.  

Strongly Agree    

22.73% Agree                

36.36% 

59.09% Agree Strongly Agree 4.76% 

Agree      76.19% 

80.95% 

IQR 0 

Catheter type selection 

126. The catheter should be approved by the manufacturer as 

suitable for suprapubic use. 

Strongly Agree 63.64% 

Agree       36.36% 

100% 

IQR 1.0 

 

127. Hydrogel-coated latex catheters or silicone catheters are 

most often chosen for long-term suprapubic use. 

Strongly Agree 40.91% 

Agree       45.45% 

86.36% 

IQR 1.0 

128. A hydrogel-coated latex catheter may be preferable for 

comfort as they are softer and more malleable in comparison to a 

silicone catheter. 

Strongly Agree 22.73% 

Agree       45.45% 

68.18% Agree Strongly Agree 9.52% 

Agree      71.43% 

80.95% 

IQR 0 

129. The use of a hydrogel-coated latex catheter is 

contraindicated for a person with latex sensitivity. 

Strongly Agree 45.45% 

Agree       40.91% 

86.36% 

IQR 1.0 
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130. A silicone catheter with an integrated balloon may be a 

preferable selection to minimise the effects of balloon cuffing. 

Strongly Agree 18.18% 

Agree       36.36% 

54.54% Agree Strongly Agree 9.52% 

Agree      66.67% 

76.19% 

IQR 0.5 

131. Silicone catheters have a larger internal lumen in comparison 

to the same gauge hydrogel-coated latex catheter. Therefore, a 

silicone catheter may be preferable for a person who is prone to 

occlusion and blockage. 

Strongly Agree 18.18% 

Agree       50.00% 

68.18% Agree Strongly Agree 0.00% 

Agree      85.71% 

85.71% 

IQR 0 

132. A short-tipped catheter may be preferable particularly for a 

person who is prone to bladder spasm.  

Strongly Agree 22.73% 

Agree       36.36% 

59.09% Agree Strongly Agree 9.52% 

Agree      80.95% 

90.47% 

IQR 0 

133. Open-ended catheters or catheters with large drainage eyes 

may improve flow for a person with drainage issues including 

urine bypass. 

Strongly Agree 18.18% 

Agree       45.45% 

63.63% Agree Strongly Agree 4.76% 

Agree      85.71% 

90.47% 

IQR 0 

134. Most people will use a standard length (male length) 

catheter. 

Strongly Agree 27.27% 

Agree       59.09% 

86.36% 

IQR 1.0 

 

135. A short length (female length) catheter may be more 

comfortable for a very thin or small person. 

Strongly Agree 18.18% 

Agree       54.55% 

72.73% Agree Strongly Agree 0.00% 

Agree     90.48% 

90.48% 

IQR 0 

136. A short length (female length) catheter may be preferable to 

suit an individual’s lifestyle. 

Strongly Agree 18.18% 

Agree       45.45% 

63.63% Agree Strongly Agree 0.00% 

Agree      85.71% 

85.71% 

IQR 0 

137. The cost of certain types of catheter can limit choices. Strongly Agree 9.09% 

Agree      54.55% 

63.64% Agree Strongly Agree 4.76% 

Agree     80.95% 

85.71% 

IQR 0 

Strategies aimed to avoid suprapubic catheter replacement associated discomfort prior to the procedure 

138. Allow time to explain the procedure and answer any 

questions. 

Strongly Agree 81.82% 

Agree       18.18% 

100% 

IQR 0 

 

139. Where possible have clinicians, who are familiar to the 

person attend their catheter replacements. Continuity will help the 

person build trust and confidence and simultaneously the clinician 

develops a therapeutic understanding of the person’s unique 

needs. 

Strongly Agree 50.00% 

Agree       36.36% 

86.36% 

IQR 1.0 

140. Enquire about any catheter-related problems the person is 

experiencing and resolve these prior to the catheter replacement. 

Strongly Agree 59.09% 

Agree       31.82% 

90.91% 

IQR 1.0 
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141. Enquire about the person’s experience of previous catheter 

replacements. 

Strongly Agree 59.09% 

Agree       36.36% 

95.45% 

IQR 1.0 

142. If the person is anxious ask what things make them anxious 

about their catheter replacement and see if they can be addressed. 

Strongly Agree 54.55% 

Agree       45.45% 

100% 

IQR 1.0 

143. If the person experiences physical discomfort, discuss with 

the person what part of the procedure is causing discomfort and 

attempt to address that problem. 

Strongly Agree 59.09% 

Agree       40.91% 

100% 

IQR 1.0 

144. Explain that the tract may feel a little uncomfortable 

following their suprapubic catheter replacement and that the first 

few replacements can be more painful but when the tract becomes 

more established pain and discomfort should resolve. 

Strongly Agree 31.82% 

Agree       45.45% 

77.27% 

IQR 1.0 

Strategies to promote environmental comfort in association with suprapubic catheter replacement 

145. Create an environment of comfort and calm ensuring 

privacy, dignity and suitable room temperature. 

Strongly Agree 77.27% 

Agree       22.73% 

100% 

IQR 0.25 

 

146. Minimise the number of people present. Strongly Agree 36.36% 

Agree       31.82% 

68.18% Agree Strongly Agree 9.52% 

Agree      76.19% 

85.71% 

IQR 0 

147. Provide the option for the person to have a supportive 

significant other be present. 

Strongly Agree 45.45% 

Agree       54.55% 

100% 

IQR 1.0 

 

Strategies to avoid the psychological discomfort in association with suprapubic catheter replacement 

148. Allow the person to be in control by requesting that they ask 

the clinician to stop if experiencing discomfort. 

Strongly Agree 50.00% 

Agree       36.36% 

86.36% 

IQR 1.0 

 

149. Observe body language; e.g. notice the person’s feet, if they 

start to pull their toes up pause until they have relaxed. 

Strongly Agree 54.55% 

Agree       31.82% 

86.37% 

IQR 1.0 

150. Explore suitable relaxation techniques. Strongly Agree 45.45% 

Agree       45.45% 

90.9% 

IQR 1.0 

151. Implement distraction techniques. Strongly Agree 40.91% 

Agree       59.09% 

100% 

IQR 1.0 

152. For a person who is very tense consider medical review with 

a view to a preprocedure anti-anxiety medication. 

Strongly Agree 27.27% 

Agree       27.27% 

54.54% Agree Strongly Agree 0.00% 

Agree      76.19% 

76.19% 

IQR 0.5 
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Strategies to avoid physical discomfort in association with suprapubic catheter replacement 

153. If discomfort is associated with bladder spasm consider 

medical review with a view to a prn preprocedure medication to 

reduce bladder spasm. 

Strongly Agree 27.27% 

Agree       54.55% 

81.82% 

IQR 1.0 

 

154. When pain is a repeated concern, consider medical review 

with a view to preprocedure analgesia. 

Strongly Agree 36.36% 

Agree       54.55% 

90.91% 

IQR 1.0 

Consensus Results: Drainage equipment practices 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

IQR 

Likert median 

response rate 

Likert ratings Consensus 

% 

IQR 

Appropriateness and effectiveness of maintaining a closed-drainage system for people who live at home with a long-term suprapubic catheter 

155. It is recommended that a closed system is maintained in the 

home setting for people who have a suprapubic catheter. 

Strongly Agree 68.18% 

Agree       27.27% 

95.45% 

IQR 1.0 

 

156. Maintaining a closed system is believed to be a strategy that 

minimises infection. 

Strongly Agree 54.55% 

Agree       36.36% 

90.91% 

IQR 1.0 

157. Until there is clear and unequivocal evidence that a non-

sterile system is proven, the closed sterile drainage system must 

be promoted. 

Strongly Agree 54.55% 

Agree       36.36% 

90.91% 

IQR 1.0 

158. Drainage appliances are replaced to keep the system cleaner. Strongly Agree 4.55% 

Agree      50.00% 

54.55% Agree Strongly Agree 4.76% 

Agree     80.95% 

85.71% 

IQR 0 

159. The effectiveness of maintaining a closed system in 

preventing bacteriuria-related complications varies between 

individuals. 

Strongly Agree 2.73% 

Agree      31.82% 

54.55% Agree Strongly Agree 4.76% 

Agree       80.95% 

85.71% 

IQR 0 

Interval for the replacement of drainage leg / day bags and catheter valves 

160. Manufacturer guidelines are to be adhered to regarding the 

frequency of replacing drainage devices. 

Strongly Agree 27.27% 

Agree       50.00% 

77.27% 

IQR 1.0 
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161. Leg bags and catheter valves typically remain attached to the 

catheter for five to seven days. At that time, they are discarded 

and replaced with a new sterile device. 

Strongly Agree 22.73% 

Agree       59.09% 

81.82% 

IQR 0 

162. If a leg bag or catheter valve is disconnected at any time it is 

to be replaced with a new sterile device. 

Strongly Agree 36.36% 

Agree       50.00% 

86.36% 

IQR 0 

163. Devices are replaced using aseptic non-touch technique. Strongly Agree 50.00% 

Agree       27.27% 

77.27% 

IQR 1.25 

164. If a drainage device becomes soiled, malodourous or 

unsightly it is recommended that it is replaced for the dignity and 

wellbeing of the person. 

Strongly Agree 50.00% 

Agree       40.91% 

90.91% 

IQR 1.0 

165. If a person chooses not to replace their drainage device at the 

recommended intervals, to avoid complications it is important 

that the person is provided with information about what signs to 

be aware of that indicate a replacement is necessary (e.g. build-up 

of sediment in the tubing, minimal output via the valve, evidence 

of bypassing or if the device is leaking). 

Strongly Agree 50.00% 

Agree      45.45% 

95.45% 

IQR 1.0 

The re-use of (night) drainage bags 

166. The cost of drainage devices may influence how often a 

person replaces their drainage devices. 

Strongly Agree 31.82% 

Agree      40.91% 

72.73% Agree Strongly Agree 19.05% 

Agree      80.95% 

100% 

IQR 0 

Drainage equipment re-use 

167. Devices labelled sterile, single use cannot be re-used 

according to manufacturer guidelines and therapeutic goods 

administrators. Therefore, re-use is not recommended nor is 

providing advice about washing routines.  

Strongly Agree 31.82% 

Agree      40.91% 

72.73% Agree Strongly Agree 14.29% 

Agree       71.43% 

85.72% 

IQR 0 

168. Single use of equipment is to be maintained until such times 

as the recommendations change AND is supported by evidence 

that shows there are no ill effects. 

Strongly Agree 18.18% 

Agree       36.36% 

54.54% Agree Strongly Agree 9.52% 

Agree      76.19% 

85.71% 

IQR 0 

169. The re-use of drainage devices is an area of significant 

dilemma for health professionals. 

Strongly Agree 40.91% 

Agree      13.64% 

54.55% Agree Strongly Agree 28.57% 

Agree       66.67% 

95.24% 

IQR 1.0 

170. If infection is an issue, drainage devices should not be re-

used. 

Strongly Agree 31.82% 

Agree       40.91% 

72.73% Agree Strongly Agree 4.76% 

Agree      90.48% 

95.24% 

IQR 0 
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171. Cleaning drainage bags can be an added burden. Strongly Agree 9.09% 

Agree      68.18% 

77.27% 

IQR 0.25 

 

172. The night bag that is connected to the leg bag may be 

cleaned and re-used  

Strongly Agree 13.64% 

Agree       63.64% 

77.28% 

IQR 0.25 

   

173. A person’s concerns about disposable products contributing 

to landfill may impact their decision to re-use their drainage 

devices. 

Strongly Agree 9.09% 

Agree      59.09% 

68.10% Agree Strongly Agree 0.00% 

Agree     85.71% 

85.71% 

IQR 0 

174.The cost of equipment may influence a person’s options in 

relation to equipment re-use practices. 

Strongly Agree 40.91% 

Agree       40.91% 

81.82% 

IQR 1.0 

 

Consensus Results: Complication avoidance and management 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

IQR 

Likert median 

response rate 

Likert ratings Consensus 

% 

IQR 

Health and lifestyle advice to minimise catheter-associated urinary tract infection 

175. Promote adequate fluid intake, preferably water. Strongly Agree 59.09% 

Agree       40.91% 

100% 

IQR 1.0 

 

 

 

176. Promote good nutrition, exercise and rest. Strongly Agree 59.09% 

Agree       36.36% 

95.45% 

IQR 1.0 

177. Treat / manage constipation and faecal incontinence. Strongly Agree 59.09% 

Agree       40.91%  

100% 

IQR 1.0 

178. Treat / manage urine incontinence. Strongly Agree 36.36% 

Agree      54.55% 

90.91% 

IQR 1.0 

Personal hygiene advice to minimise catheter-associated urinary tract infection 

179. Always attend hand hygiene before and after touching the 

cystostomy site and any part of the drainage system. 

Strongly Agree 68.18% 

Agree       22.73% 

90.91% 

IQR 1.0 
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180. Keep the cystostomy site clean and dry. Strongly Agree 63.64% 

Agree       36.36% 

100% 

IQR 1.0 

181. Avoid the use of dressings to the cystostomy site. Strongly Agree 31.82% 

Agree       27.27% 

59.09% Agree Strongly Agree 14.29% 

Agree       61.90% 

76.19% 

IQR 0.5 

182. Wear clean laundered clothing and change underwear daily. Strongly Agree 40.91% 

Agree       45.45% 

86.36% 

IQR 1.0 

 

Principles to minimise catheter-associated urinary tract infection 

183. Maintain a closed system. Strongly Agree 50.00% 

Agree       45.45% 

95.45% 

IQR 1.0 

 

184. Replace the drainage equipment at the interval recommended 

by the manufacturer. 

Strongly Agree 45.45% 

Agree       31.82% 

77.27% 

IQR 1.25 

185. If re-using and cleaning drainage devices and urinary tract 

infection is a recurring problem review the cleaning process and / 

or the appropriateness of re-use practices. 

Strongly Agree 59.09% 

Agree       27.27% 

86.36% 

IQR 1.0 

186. Implement aseptic non-touch technique for drainage bag / 

valve replacement. 

Strongly Agree 50.00% 

Agree       27.27% 

77.27% 

IQR 1.25 

187. Ensure correct storage of sterile equipment. Strongly Agree 54.55% 

Agree       45.45% 

100% 

IQR 1.0 

188. An individualised catheter-replacement regime is in place. Strongly Agree 68.18% 

Agree       31.82% 

100% 

IQR 1.0 

Catheter-associated urinary tract infection principles 

189. An extensive history and physical examination are required 

to exclude other potential sources of infection (e.g. chest 

infection). 

Strongly Agree 31.82% 

Agree       40.91% 

72.73% Agree Strongly Agree 9.52% 

Agree     85.71% 

95.23% 

IQR 0 

190. No routine urine sampling for infection should occur in the 

absence of symptoms (e.g. at catheter replacement). 

Strongly Agree 45.45% 

Agree       36.36% 

81.81% 

IQR 1.0 

 

191. Check that the person understands how to take antibiotics 

when prescribed for symptomatic urinary tract infection and that 

they are able to take them as directed. 

Strongly Agree 54.55% 

Agree       45.45% 

100% 

IQR 1.0 
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192. The person needs to be informed about signs and symptoms 

of catheter-associated urinary tract infection. 

Strongly Agree 77.27% 

Agree       22.73% 

100% 

IQR 1.0 

193. Symptoms of catheter-associated urinary tract infection vary 

widely. 

Strongly Agree 40.91% 

Agree       40.91% 

81.82% 

IQR 1.0 

194. Most people will have an individual awareness of their 

particular signs and symptoms if harbouring a catheter-associated 

urinary tract infection. 

Strongly Agree 18.18% 

Agree       40.91% 

40.09% Agree Strongly Agree 0.00% 

Agree      80.95% 

80.95% 

IQR 0.5 

195. A person’s awareness of their own signs and symptoms of 

catheter-associated urinary tract infection is essential so that 

medical assistance can be sought when infection is becoming 

symptomatic. 

Strongly Agree 27.27% 

Agree      54.55% 

81.82% 

IQR 1.0 

 

Range of catheter-associated urinary tract infection signs and symptoms that people who have a long-term suprapubic catheter at home may experience 

196. A feeling of being unwell with no other obvious cause Strongly Agree 27.27% 

Agree       63.64% 

90.91% 

IQR1.0 

 

197. A feeling of malaise or fatigue Strongly Agree 27.27% 

Agree       50.00% 

77.27% 

IQR 1.25 

 

198. Complaint of increasing abdominal discomfort. Strongly Agree 27.27% 

Agree       45.45% 

72.72% Agree Strongly Agree 4.76% 

Agree      85.71% 

90.47% 

IQR 0 

199. Tenderness in the costovertebral angel region Strongly Agree 22.73% 

Agree       36.36% 

59.09% Agree Strongly Agree 4.76% 

Agree     76.19% 

80.95% 

IQR 0.5 

200. A painful or inflamed suprapubic stoma site Strongly Agree 31.82% 

Agree       54.55% 

86.37% 

IQR 1.0 

 

201. Urine that is cloudy, malodourous or the presence of a 

burning sensation that do not improve after drinking extra fluids 

Strongly Agree 45.45% 

Agree       40.91% 

86.36% 

IQR 1.0 

202. Increasing debris or sediment in the urine Strongly Agree 13.64% 

Agree       54.55% 

68.19% Agree Strongly Agree 4.76% 

Agree      76.19% 

80.95% 

IQR 0 

203. Presence of visible haematuria Strongly Agree 31.82% 

Agree       31.82% 

63.64% Agree Strongly Agree 0.00% 

Agree      95.24% 

95.24% 

IQR 0 
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204. Purulent discharge from the suprapubic stoma site or urethra Strongly Agree 31.82% 

Agree       63.64% 

95.46% 

IQR 1.0 

 

205. An onset or increase of bladder spasms Strongly Agree 18.18% 

Agree       45.45% 

63.63% Agree Strongly Agree 0.00% 

Agree      80.95% 

80.95% 

IQR 0 

206. An onset or increase of urine bypass Strongly Agree 13.64% 

Agree       54.55% 

68.19% Agree Strongly Agree 0.00% 

Agree      80.95% 

80.95% 

IQR 0 

207. An onset of frequency and urgency if using a catheter valve Strongly Agree 27.27% 

Agree       45.45% 

72.72% Agree Strongly Agree 4.76% 

Agree      80.95% 

85.71% 

IQR 0 

208. Temperature may be within normal parameters or only 

slightly elevated 

Strongly Agree 4.55% 

Agree      59.09% 

63.64% Agree Strongly Agree 0.00% 

Agree      80.95% 

80.95% 

IQR 0 

209. Symptoms of fever, chills or rigour Strongly Agree 22.73% 

Agree       68.18% 

90.91% 

IQR 0.25 

 

210. Onset of confusion or an exacerbation of confusion Strongly Agree 36.36% 

Agree       59.09% 

95.45% 

IQR 1.0 

211. A deterioration in memory Strongly Agree 18.18% 

Agree       59.09% 

77.27% 

IQR 0 

212. An unexplainable onset of agitation Strongly Agree 22.73% 

Agree       54.55% 

77.28% 

IQR 0.5 

213. An unexplainable onset of behavioural changes Strongly Agree 27.27% 

Agree       54.55% 

81.82% 

IQR 1.0 

214. Symptoms of delirium Strongly Agree 31.82% 

Agree      59.09% 

90.91% 

IQR 1.0 

Catheter replacement and catheter specimen of urine sampling for laboratory analysis when symptomatic urinary tract infection is suspected 

215. Replace the catheter prior to collecting a catheter specimen 

of urine 

Strongly Agree 18.18% 

Agree       40.91% 

59.09% Agree Strongly Agree 9.52% 

Agree     71.43% 

80.95% 

IQR 0 

Advice to avoid catheter blockage (encrustation) 

216. First provide the person with information to alleviate 

obstruction of urine flow that is not caused by encrustation-

Strongly Agree 59.09% 100%  
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related blockage; e.g. constipation, kinked tubing, drainage bag 

placement, occlusion from negative suction pressure 

Agree       40.91% IQR 1.0 

217. If the person is able, encourage mobilisation Strongly Agree 45.45% 

Agree       50.00% 

95.45% 

IQR 1.0 

 

218. Promote optimal and adequate fluid intake; e.g. 30 ml per kg 

body weight 

Strongly Agree 59.09% 

Agree       31.82% 

90.91% 

IQR 1.0 

219. Obtain a baseline of what the person is drinking and their 

urine output; e.g. a three-day diary 

Strongly Agree 45.45% 

Agree      40.91% 

86.36% 

IQR 1.0 

220. Fluids should be taken across the day to optimise flow of 

urine; e.g. not just in the morning or evening 

Strongly Agree 45.45% 

Agree       54.55% 

100% 

IQR 1.0 

Early signs and symptoms of catheter blockage 

221. Sediment / debris build-up or a sluggish flow Strongly Agree 27.27% 

Agree       68.18% 

95.45% 

IQR 1.0 

 

Management of recurring catheter blockage 

222. Always replace a blocked catheter Strongly Agree 27.27% 

Agree       40.91% 

68.18% Agree Strongly Agree 9.52% 

Agree     76.19% 

85.71% 

IQR 0 

223. Consider assessing for and treating associated urinary tract 

infection 

Strongly Agree 18.18% 

Agree       59.09% 

77.27% 

IQR 0.25 

 

224. Review the person's catheter-replacement interval Strongly Agree 27.27% 

Agree       68.18% 

95.45% 

IQR 1.0 

225. Review of the catheter-replacement interval includes 

observation of at least three catheter replacements to identify a 

catheter-replacement pattern 

Strongly Agree 27.27% 

Agree       54.55% 

81.82% 

IQR 0.25 

226. Observation includes examining the catheter by cutting it 

open lengthwise to assess the patency of the drainage lumen. 

Debris that looks like toothpaste / eggshells within the lumen is 

indicative of encrustation 

Strongly Agree 22.73% 

Agree       40.91% 

63.64% Agree Strongly Agree 9.52% 

Agree      76.19% 

85.71% 

IQR 0 

227. The aim is to replace the catheter at intervals prior to the 

predicted pattern of catheter blockage occurring 

Strongly Agree 50.00% 

Agree       40.91% 

90.91% 

IQR 1.0 
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Strategies that are aimed to prolong time to catheter blockage 

228. Consider trialling an open-ended catheter. Strongly Agree 18.18% 

Agree       50.00% 

68.18% Agree Strongly Agree 14.29% 

Agree       66.67% 

80.96% 

IQR 0 

229. Consider trialling a silicone catheter. Strongly Agree 8.18% 

Agree      54.55% 

72.73% Agree Strongly Agree 0.00% 

Agree      80.95% 

80.95% 

IQR 0 

Interventions to avoid or manage recurring catheter blockage 

230. A cystoscopy is indicated when catheter blockage is frequent 

and persistent to flush out debris and determine the presence of 

bladder calculi / stones 

Strongly Agree 40.91% 

Agree       45.45% 

86.36% 

IQR 1.0 

 

Consensus Results: Planning ahead 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

IQR 

Likert median 

response rate 

Likert ratings Consensus 

% 

IQR 

Advice to assist a person to confidently manage urine drainage from their suprapubic catheter when planning and undertaking activities outside their home 

231. Ensure good hydration Strongly Agree 59.09% 

Agree       40.91% 

100% 

IQR 1.0 

 

232. Empty the drainage bag or bladder before leaving home and 

leaving the destination. 

Strongly Agree 36.36% 

Agree       40.91% 

77.27% 

IQR 1.25 

233. Monitor drainage to avoid overfilling. Aim to empty the leg 

bag when no greater than ¾ full. 

Strongly Agree 45.45% 

Agree       54.55% 

100% 

IQR 1.0 

234. Advise the person to monitor timeframes for when they 

usually need to empty their device based on normal routines at 

home. This baseline information will enable the person to plan for 

times they will need to be near a toilet and plan for toilet stops 

when travelling. 

Strongly Agree 36.36% 

Agree       50.00% 

86.36% 

IQR 1.0 

235. Provide information about the availability of alternate 

drainage options; e.g. consider a different capacity leg bag. 

Strongly Agree 22.73% 

Agree       68.18% 

90.91% 

IQR 0.25 
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236. Consider the suitability of a catheter valve and continence 

containment garments instead of a leg bag for short periods; e.g. 

for swimming. 

Strongly Agree 22.73% 

Agree      68.18% 

90.91% 

IQR 0.25 

237. Advise to trial or practice with alternate drainage / 

containment options at home first. 

Strongly Agree 27.27% 

Agree      63.64% 

90.91% 

IQR 1.0 

238. Consider the most appropriate clothing for accessing 

drainage devices for emptying; e.g. zippers. 

Strongly Agree 7.27% 

Agree     72.73% 

100% 

IQR 1.0 

239. Consider the most appropriate clothing for discretion; e.g. 

wearing long pants or a long skirt to conceal the tubing and 

drainage bag. 

Strongly Agree 27.27% 

Agree      63.64% 

90.91% 

IQR 1.0 

240. Consider dark coloured clothing to disguise any leaks or 

stains. 

Strongly Agree 13.64% 

Agree      50.00% 

63.64% Agree Strongly Agree 9.52% 

Agree      76.19% 

85.71% 

IQR 0 

241. Consider use of alternate securing devices to disguise the leg 

bag; e.g. an elasticised stocking style leg bag holder. 

Strongly Agree 18.18% 

Agree       72.73% 

90.91% 

IQR 0 

 

242. Some people may like to cover the bag with a small cloth 

shopping bag or towel for privacy. 

Strongly Agree 4.55% 

Agree      59.09% 

63.64% Agree Strongly Agree 0.00% 

Agree      80.95% 

80.95% 

IQR 0 

243. Take a small carry bag with equipment needed; e.g. alcohol-

based hand rub, moist wipes, swabs, plastic zip lock bags, 

aromatherapy oils or odour neutraliser. 

Strongly Agree 22.73% 

Agree       31.82% 

54.55% Agree Strongly Agree 4.76% 

Agree      85.71% 

90.47% 

IQR 0 

244. Always have a spare drainage bag available in case of 

leakage or unintentional detachment. 

Strongly Agree 27.27% 

Agree      59.09% 

86.36% 

IQR 0 

 

245. Check for the location of toilet facilities ahead of time; 

access a toilet map or locator app. 

Strongly Agree 27.27% 

Agree      59.09% 

86.36% 

IQR 1.0 

246. Consider carrying a container to drain urine into if unable to 

access a toilet. 

Strongly Agree 13.64% 

Agree       45.45% 

59.09% Agree Strongly Agree 0.00% 

Agree      85.71% 

85.71% 

IQR 0 

247. For privacy use a toilet cubicle and drain the bag over the 

toilet. 

Strongly Agree 18.18% 

Agree       68.18% 

86.36% 

IQR 0 

 

248. Consider using moist wipes or hand gel to clean hands after 

entering the toilet cubicle. 

Strongly Agree 31.82% 

Agree       63.64% 

95.46% 

IQR 1.0 
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249. Access to the toilet needs to be considered prior to going out, 

and people who use catheters need to get used to asking for what 

they need, especially if in a wheelchair. 

Strongly Agree 22.73% 

Agree       45.45% 

68.18% Agree Strongly Agree 4.76% 

Agree      85.71% 

90.47% 

IQR 0 

250. Consider changing the length of the tubing on the leg bag or 

adding extension tubing for easier access to the toilet. 

Strongly Agree 18.18% 

Agree       54.55% 

72.73% Agree Strongly Agree 4.76% 

Agree      80.95% 

85.71% 

IQR 0 

251. People who use a catheter valve can take a leg bag with them 

and drain into the bag if accessing the toilet is difficult. The leg 

bag is easier to empty directly into the toilet and then discarded. 

Strongly Agree 9.09% 

Agree     54.55% 

63.64% Agree Strongly Agree 0.00% 

Agree      95.24% 

95.24% 

IQR 0 

252. Some people may require the support of a carer. Strongly Agree 22.73% 

Agree       77.27% 

100% 

IQR 0.25 

 

253. Bathrooms which say “family” are helpful as they allow a 

person of the opposite sex to assist in these single-toilet spaces. 

Strongly Agree 27.27% 

Agree       59.09% 

86.36% 

IQR 1.0 

254. If visiting with friends or relatives, explain the need for 

access to the bathroom. 

Strongly Agree 22.73% 

Agree      45.45% 

68.18% Agree Strongly Agree 14.29% 

Agree       76.19% 

90.48% 

IQR 0 

255. People require access to affordable drainage bags that at the 

very least are easy to empty, the drainage outlet needs to work 

easily. 

Strongly Agree 31.82% 

Agree       63.64% 

95.46% 

IQR 1.0 

 

Advice to assist a person who has a suprapubic catheter to plan travel and holidays 

256. Talking over the holiday or travel plans with the person will 

help them to become confident. 

Strongly Agree 36.36% 

Agree       59.09% 

95.45% 

IQR 1.0 

 

257. Provide information about websites / blogs with information 

from other people who have experience travelling with a catheter. 

Strongly Agree 31.82% 

Agree       59.09% 

90.91% 

IQR 1.0 

 

258. Encourage usual self-care, the same as when at home; e.g. 

hygiene care, dietary and fluid requirements.  

Strongly Agree 45.45% 

Agree      54.55% 

100% 

IQR 1.0 

Advice to assist a person with their equipment needs while travelling away and to prepare for any mishaps 

259. Consider taking absorbent continence products and bags for 

their disposal. 

Strongly Agree 9.09% 

Agree     59.09% 

68.18% Agree Strongly Agree 0.00% 

Agree     95.24% 

95.24% 

IQR 0 
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260. Be prepared by having access to a change of clothing. Strongly Agree    

18.18% Agree                 

72.73% 

90.91% 

IQR 0 

 

261. Suggest carrying spare drainage equipment in carry-on 

luggage in case of baggage loss or delay. 

Strongly Agree 31.82% 

Agree       68.18% 

100% 

IQR 1.0 

262. Ensure the person knows how much equipment is needed to 

last the duration of the time away including extra to cover for 

unplanned replacements. 

Strongly Agree 36.36% 

Agree       63.64% 

100% 

IQR 1.0 

263. If the person is going to be away for a long period suggest 

planning ahead by sending a box of products to the hotel or a 

location in the town where they will be staying. 

Strongly Agree 18.18% 

Agree       45.45% 

63.63% Agree Strongly Agree 4.76% 

Agree     80.95% 

85.71% 

IQR 0 

264. Suggest obtaining the contact details of the companies that 

supply their drainage products to enable purchase, access or 

advice while away. 

Strongly Agree 27.27% 

Agree       59.09% 

86.36% 

IQR 1.0 

 

265. As appropriate suggest the person obtain a medical 

equipment card from their dispensing / appliance company or a 

letter from their doctor to state that they are carrying medical 

supplies. 

Strongly Agree 27.27% 

Agree      63.64% 

90.91% 

IQR 1.0 

Strategies to assist a person manage their suprapubic catheter replacements and catheter-related issues when holidaying away from home 

266. Depending on the person’s travel time frame the catheter 

replacements may be scheduled to occur just before going away 

and on their return home. 

Strongly Agree 6.36% 

Agree     63.64% 

100% 

IQR 1.0 

 

267. If appropriate and acceptable to the person, or carer, teach 

them how to replace the catheter.  

Strongly Agree 18.18% 

Agree       72.73% 

90.91% 

IQR 0 

268. Assist the person to identify according to their itinerary the 

location and contact details of available health services; e.g. 

community health service, locum medical service, availability of 

procedural extended care paramedics, hospital. 

Strongly Agree 40.91% 

Agree       54.55% 

95.46% 

IQR 1.0 

Strategies to promote continuity of care for people who have a suprapubic catheter when travelling or holidaying away from their usual community supports 

269. Where possible, if a catheter replacement is required while 

the person is away, action a referral to a community nursing 

service at the destination to schedule an appointment. 

Strongly Agree 27.27% 

Agree       59.09% 

86.36% 

IQR 1.0 
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270. Suggest the person obtains a written authority from their 

doctor for their catheter replacement. 

Strongly Agree 27.27% 

Agree      54.55% 

81.82% 

IQR 1.0 

271. Provide a letter of introduction that outlines the person’s 

relevant clinical history and the reason for their suprapubic 

catheter that can be produced if needed. 

Strongly Agree 31.82% 

Agree       68.18% 

100% 

IQR 1.0 

272. Provide a copy of the person’s care plan that includes the 

date of the last replacement, catheter type, size, length, 

securement type and drainage bag / valve type. Note any issues 

with previous replacements. 

Strongly Agree 36.36% 

Agree       54.55% 

90.91% 

IQR 1.0 

273. Provide service contact details should further clarification be 

required. 

Strongly Agree 45.45% 

Agree      54.55% 

100% 

IQR 1.0 

Strategies aimed to assist a person to manage symptomatic urinary tract infection when travelling or holidaying away from their usual community supports 

274. If travelling overseas consider suggesting that the person 

obtain a script for a broad-spectrum antibiotic and obtaining the 

antibiotics before leaving; advising only to commence same if 

symptomatic. 

Strongly Agree 13.64% 

Agree       54.55% 

68.19% Agree Strongly Agree 4.76% 

Agree      76.19% 

80.95% 

IQR 0 

Strategies that a person may implement to manage the inadvertent dislodgement of their suprapubic catheter 

275. Although time is of the essence and the person should not 

delay implementing a salvage plan, advise the person not to 

panic, the tract if well established will stay patent for a period. 

Strongly Agree 4.55% 

Agree      72.73% 

77.28% 

IQR O.25 

 

276. Advise the person to always have a sterile Nelaton catheter 

on hand, the same size or one size smaller than their suprapubic 

catheter, apply sterile lubricant and gently insert the Nelaton into 

the tract until urine drains and then tape in place and seek 

immediate assistance. 

Strongly Agree 9.09% 

Agree      54.55% 

63.64% Agree Strongly Agree 4.76% 

Agree      90.48% 

95.24% 

IQR 0 

277. If the catheter has displaced a small distance but is still in the 

tract and the person is not able to deflate the retaining balloon to 

reposition it, advise the person to anchor the catheter in place 

with tape and seek immediate assistance. 

Strongly Agree 13.64% 

Agree       63.64% 

72.28% 

IQR 0.25 

 

278. Ensure the person knows who to contact and where to 

present for assistance, day or night, if they should experience 

Strongly Agree 54.55% 

Agree       45.45% 

100% 

IQR 1.0 
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catheter dislodgement; e.g. community health service, procedural 

paramedic, hospital emergency department. 

279. If the person is travelling by private transport to an 

emergency department, on their arrival advise the person to tell 

triage personnel that their suprapubic catheter has dislodged and 

that the tract may close. 

Strongly Agree 59.09% 

Agree       40.91% 

100% 

IQR 1.0 

280. Advise the person to take a replacement catheter with them 

to the facility to ensure the replacement catheter is of the right 

size and type. 

Strongly Agree 50.00% 

Agree       50.00% 

100% 

IQR 1.0 

 

281. A dressing may be taped over the cystostomy site to absorb 

urine leakage. 

Strongly Agree 4.55% 

Agree      63.64% 

68.19% Agree Strongly Agree 0.00% 

Agree      85.71% 

85.71% 

IQR 0 

282. Post-episode, investigate and manage the reasons that the 

catheter dislodged to avoid re-occurrence. 

Strongly Agree 36.36% 

Agree       63.64% 

100% 

IQR 1.0 
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Appendix 11: Delphi Non-Consensus of Agreement Statements 

Non-consensus results: Psychological support needs 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

Likert rating 

median 

response 

Likert ratings Consensus 

% 

To help support a person who has a long-term suprapubic catheter at home health professionals are to be aware of the following potential perceptions or issues that may 

impact an individual's psychological wellbeing and be prepared to initiate associated discussion and problem-solving. It is acknowledged that individuals’ experiences will 

vary.  

1. Depression Strongly Agree 18.18%  

Agree       36.36% 

54.54% Agree Strongly Agree 4.76% 

Agree     61.90% 

66.66% 

2. Escalating or non-resolving psychological distress requiring 

onward referral 

Strongly Agree 18.18% 

Agree       36.36% 

54.54% Agree Strongly Agree 14.29% 

Agree       52.38% 

66.67% 

Non-consensus results: Suprapubic cystostomy site care 

Round 2 Round 3 

Statement Likert rating Consensus 

% 

Likert rating 

median 

response 

Likert ratings Consensus 

% 

Newly formed cystostomy site wound care 

3. The site is dressed until healed (not oozing) Strongly Agree 36.36% 

Agree       22.73% 

59.09% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      14.29% 

14.29% 

4. Avoid dressings unless there is wound discharge Strongly Agree 31.82% 

Agree       13.64% 

45.46% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree     14.29% 

19.05% 

Self-care advice for a person in relation to their newly formed suprapubic cystostomy 

5. Gently rotate the catheter daily between the thumb and forefinger 

to avoid adhesion. 

Strongly Agree 31.82% 

Agree       40.91% 

72.73% Agree Strongly Agree 9.52% 

Agree      61.90% 

71.42% 
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Advice for day-to-day self-care of the suprapubic cystostomy site 

6. The site is washed with warm water only Strongly Agree 22.73% 

Agree      27.27% 

50% Agree 

Somewhat 

Strongly Agree 9.52% 

Agree      33.33% 

42.85% 

7. The site is washed with warm soapy water Strongly Agree 22.73% 

Agree       18.18% 

40.91% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      23.81% 

23.81% 

8. Avoid wearing disposable continence pants as these can cause 

irritation to the site in addition to creating a moist environment 

Strongly Agree 13.64% 

Agree       22.73% 

36.37% Neither Agree 

nor Disagree 

Strongly Agree 4.76% 

Agree      28.57% 

33.33% 

Strategies aimed to prevent ongoing hypergranulation tissue formation at a person’s SPC site 

9. A silicone catheter may be less irritating to the skin as opposed 

to those with latex resulting in fewer problems with 

hypergranulation 

Strongly Agree 22.73% 

Agree         9.09% 

31.82% Neither Agree 

nor Disagree 

Strongly Agree 0.00% 

Agree       23.81% 

23.81% 

10. A review of catheter size may help avoid ongoing 

hypergranulation 

Strongly Agree 4.55% 

Agree       9.09% 

13.64%  

11. Use a cleansing agent that has emollient and antimicrobial 

properties (e.g. Dermol) 

Strongly Agree 4.55% 

Agree     18.18% 

22.73% 

Management of hypergranulation tissue at a person's suprapubic cystostomy site 

12. Initially apply a topical antiseptic solution containing Povidone-

iodine (e.g. Betadine) 

Strongly Agree 4.55% 

Agree      27.27% 

27.27% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      14.29% 

14.29% 

13. Consider applying an antimicrobial dressing Strongly Agree 4.55% 

Agree      13.64% 

18.91%  

14. In the presence of exudating hypergranulation tissue consider 

applying a sodium chloride impregnated dressing (e.g. Mesalt) 

Strongly Agree 9.09% 

Agree       9.09% 

18.18% 

Treatment of hypergranulation tissue at a person's suprapubic cystostomy site 

15. Hypergranulation tissue does not always need treatment. Strongly Agree 9.09% 

Agree      36.36% 

45.45% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      28.57% 

28.57% 

16. Consider applying a pressure dressing. Strongly Agree 13.64% 

Agree      18.18% 

31.82% Neither Agree 

nor Disagree 

Strongly Agree 4.76% 

Agree        9.52% 

14.28% 
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Removal of hypergranulation tissue at a person's suprapubic cystostomy site 

17. A prescribed topical treatment containing corticosteroid, 

antibacterial and antifungal properties (e.g. Kenacomb or 

Pimafucort) may be applied as per clear dosage instructions 

Strongly Agree 13.64% 

Agree       31.82% 

45.46% Agree 

Somewhat 

Strongly Agree 9.52% 

Agree      19.05% 

28.57%   

18. Cauterisation using a prescribed silver nitrate treatment (a 

caustic chemical with antiseptic activity that can be used as a 

cauterising or sclerosing agent) 

Strongly Agree 18.18% 

Agree       27.27% 

45.45% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree      23.81% 

28.57% 

19. The application of silver nitrate is not the preferable first line of 

treatment 

Strongly Agree 22.73% 

Agree       22.27% 

50% Agree 

Somewhat 

Strongly Agree 9.52% 

Agree      38.10% 

47.62% 

20. Surgical excision may be required for the removal of excessive 

hypergranulation tissue 

Strongly Agree 0.00% 

Agree      18.18% 

18.18%  

Non-Consensus Results: Suprapubic catheter replacement 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

Likert rating 

median 

response 

Likert ratings Consensus 

% 

Clinician preparedness for suprapubic catheter replacement 

21. Catheter replacements that are complex should occur in a 

supported facility such as outpatients 

Strongly Agree 36.36% 

Agree       13.64% 

50% Agree 

Somewhat 

Strongly Agree 9.52% 

Agree     28.57% 

38.09% 

Suprapubic catheter-replacement technique. 

22. If the person is taught to replace their own SPC, they are taught 

to use a clean technique 

Strongly Agree 18.18% 

Agree       22.73% 

40.91% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree       42.86% 

47.62% 

23. If a person is taught to replace their own SPC, they are taught to 

use a sterile technique 

Strongly Agree 27.27% 

Agree       22.73% 

50% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree      28.57% 

33.33% 

Preparing the person for their suprapubic catheter replacement 

24. If the catheter is being replaced on the same visit as other 

clinical procedures, the catheter replacement should be attended 

first 

Strongly Agree 18.00% 

Agree        0.00% 

18%  
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25. Consider placing the emptied leg / day bag above the bladder 

(e.g. on the person’s upper abdomen) to allow for an accumulation 

of urine in the bladder 

Strongly Agree 4.55% 

Agree       9.09% 

13.64% 

26. Consider instilling 30 to 200 mls of sterile saline via the 

catheter insitu 

Strongly Agree 9.09% 

Agree       9.09% 

18.18% 

Solutions for peri-stomal cleansing in relation to suprapubic catheter replacement 

27. The site may be cleansed with povidone-iodine solution e.g. 

Betadine (if not sensitive to same) 

Strongly Agree 0.00% 

Agree      9.09% 

9.09%  

Ongoing suprapubic catheter-replacement interval 

28. Consider attending the second catheter replacement at about 

two to four weeks to evaluate the condition of the catheter 

Strongly Agree 0.00% 

Agree       9.09% 

9.09%  

Suprapubic catheter-replacement technique 

29. Consider checking that the balloon has not been inflated in the 

urethra or suprapubic tract by gently rotating the catheter 360 

degrees. An unconfined catheter will rotate freely 

Strongly Agree 31.82% 

Agree       18.18% 

50% Agree 

Somewhat 

Strongly Agree 9.52% 

Agree      42.86% 

52.38% 

Strategies that aim to promote flow 

30. Consider applying a device such as a valve to stop urine 

drainage while preparing for the procedure 

Strongly Agree 9.09% 

Agree      27.27% 

36.36% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      28.57% 

28.57% 

Ongoing suprapubic catheter replacements 

31. Evaluation of the condition of the catheter that has been 

removed involves observing its appearance and what has developed 

within the catheter by cutting it open along its length. If the catheter 

is macerated or has a lot of debris (mucous or sediment) inside, the 

interval for the next replacement should be shortened 

Strongly Agree 18.18% 

Agree       31.82% 

50% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree      33.33% 

38.09% 

Catheter size selection 

32. Usually the smallest gauge catheter that will enable adequate 

access and drainage is inserted 

Strongly Agree 22.73% 

Agree       27.27% 

50% Agree 

Somewhat 

Strongly Agree 9.52% 

Agree     38.10% 

47.62% 

33. Larger gauge catheters may be preferable for a person who does 

not have urethral access to their bladder because; in the event of 

Strongly Agree 13.64% 

Agree       18.18% 

31.82% Neither Agree 

nor Disagree 

Strongly Agree 4.76% 

Agree      19.05% 

23.81% 
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tract loss suprapubic drainage access may be retrieved using a 

smaller gauge catheter 

Catheter type selection 

34. Silicone catheters are prone to balloon cuffing which can 

contribute to difficult catheter removal 

Strongly Agree 18.18% 

Agree       31.82% 

50% Agree 

Somewhat 

Strongly Agree 9.52% 

Agree      28.57% 

38.09% 

35. To optimise urine drainage open-ended catheters may be a 

preferable option for a person who has the potential for autonomic 

dysreflexia 

Strongly Agree 22.73% 

Agree       22.27% 

50% Agree 

Somewhat 

Strongly Agree 9.52% 

Agree      28.57% 

38.09% 

36. The character of the urine such as the presence of debris, 

sediment or haematuria may indicate the need for a larger gauge 

catheter 

Strongly Agree 13.64% 

Agree       22.73% 

36.37% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree     33.33% 

33.33% 

Strategies to promote environmental comfort in association with suprapubic catheter replacement 

37. If appropriate offer a warm pack applied to the abdomen Strongly Agree 4.55% 

Agree     31.82% 

36.37% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree     23.81% 

23.81% 

38. Where possible the person is positioned semi-recumbent; 

consider placing a pillow under their knees to help relax the 

abdominal area 

Strongly Agree 9.09% 

Agree     40.91% 

50% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree     28.57% 

33.33% 

Strategies to avoid physical discomfort in association with suprapubic catheter replacement 

39. Consider the application of a prescribed topical anaesthetic to 

the suprapubic site prior to catheter removal 

Strongly Agree 4.55% 

Agree     31.82% 

36.37% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      23.81% 

23.81% 

40. Some men experience referred pain in the tip of the penis. 

Lignocaine gel inserted five to seven minutes prior to the 

suprapubic catheter replacement can be beneficial 

Strongly Agree 4.44% 

Agree       9.09% 

13.53%  

Strategies to avoid the experience of physical discomfort in association with the removal of an externally encrusted suprapubic catheter 

41. In consultation with an appropriate prescriber some people who 

have a documented history of previous encrustation may benefit 

from an instillation to break down external calcification prior to 

their catheter removal 

Strongly Agree 4.55% 

Agree     40.91% 

45.46% Agree 

Somewhat 

Strongly Agree      

0.00% Agree                 

38.10% 

38.10% 

42. Assessment of urine pH prior to removing the catheter may be 

useful to guide instillation treatment 

Strongly Agree 13.64% 

Agree       18.18% 

31.82% Neither Agree 

nor Disagree 

Strongly Agree 4.76% 

Agree      23.81% 

28.57% 
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Non-consensus results: Drainage equipment practices 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

Likert rating 

median 

response 

Likert ratings Consensus 

% 

Appropriateness of maintaining a closed-drainage system for people who live at home with a long-term suprapubic catheter 

43. Bacterial colonisation of the drainage apparatus means that the 

closed-system is not a sterile closed system 

Strongly Agree 4.55% 

Agree      22.73% 

27.28% Neither Agree 

nor Disagree 

Strongly Agree 4.76% 

Agree      14.29% 

19.05% 

44. Maintaining a closed system is hard to achieve long-term in the 

home setting and has many drawbacks 

Strongly Agree 9.09% 

Agree      13.64% 

22.73%  

45. A closed system inhibits travel and life activities that require a 

leg bag 

Strongly Agree 4.55% 

Agree        9.09% 

13.64% 

46. The linking of a night bag when it is ‘piggy-backed’ to a leg 

bag or catheter valve is not considered a component of the closed 

system because it is not directly linked to the catheter 

Strongly Agree 4.55% 

Agree      13.64% 

18.19% 

Interval for the replacement of drainage leg / day bags and catheter valves 

47. If complication free it is acceptable for a catheter valve, that has 

a manufacturer recommended one-week replacement interval, to 

remain in place until the catheter is replaced 

Strongly Agree 13.64% 

Agree         4.55% 

18.19%  

48. Drainage bag replacement intervals can be individualised to the 

person and their particular circumstances (e.g. replacement at 14 

days) 

Strongly Agree 0.00% 

Agree      36.36% 

36.36% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree     33.33% 

33.33% 

The re-use of (night) drainage bags 

49. Night bags are single use items and are to be disposed of once 

disconnected 

Strongly Agree 18.18% 

Agree         0.00% 

18.18%  

50. Night bags may be re-used for one month and then discarded Strongly Agree 0.00% 

Agree       9.09% 

9.09% 

51. Night bags do not need to be sterile unless they are directly 

connected to the catheter 

Strongly Agree 18.18% 

Agree       36.36% 

54.54% Agree Strongly Agree 0.00% 

Agree      71.43% 

71.43% 
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52. Night bags can be re-used for seven days and replaced at the 

same time as the leg bag or catheter valve 

Strongly Agree 4.55% 

Agree      36.36% 

40.91% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      38.10% 

38.10% 

53. Night bags may be re-used for 7 to 14 days and then discarded 

depending on the durability of the bag 

Strongly Agree 4.55% 

Agree      22.73% 

27.28% Neither Agree 

nor Disagree 

Strongly Agree 0.00% 

Agree      23.81% 

23.81% 

Drainage equipment re-use 

54. Many people wash and re-use drainage bags that directly attach 

to the catheter and do not experience regular infections indicating 

that a person’s immune system is a key factor in developing a 

symptomatic urinary tract infection 

Strongly Agree 13.64% 

Agree        18.18% 

31.82% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree      23.81% 

28.57% 

55. Provided the person is educated as to the necessary aseptic 

technique and non-touch of drainage tube insertion tip then re-use 

is safe practice 

Strongly Agree 4.55% 

Agree       9.09% 

13.64%  

56. If a leg bag is used daily, it should be cleaned or replaced every 

day 

Strongly Agree 0.00% 

Agree       9.09% 

9.09% 

57. The person using the catheter makes their own decision about 

drainage bag re-use based on an awareness of the potential risks 

and their own history of not experiencing any ill effects of a re-use 

regime 

Strongly Agree 0.00% 

Agree      31.82% 

31.82% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree       23.81% 

23.81% 

Re-use cleaning practices 

58. The cleaning procedure for re-use needs to be individualised 

and take the person and / or carers needs and abilities into 

consideration 

Strongly Agree 9.09% 

Agree      31.82% 

31.82% Neither Agree 

nor Disagree 

Strongly Agree 0.00% 

Agree      38.10% 

38.10% 

59. Wash the bag using an antiseptic solution Strongly Agree 0.00% 

Agree       9.09% 

9.09%  

60. Rinse the bag, and then wash with a diluted bleach solution, 

rinse, let dry 

Strongly Agree 0.00% 

Agree       9.09% 

9.09% 

61. Wash the bag in soapy water, rinse followed with a bleach mix 

that is left insitu for 30 minutes 

Strongly Agree 0.00% 

Agree       4.55% 

4.55% 

62. Prepare a bleach solution 1:80 or Milton solution. Using a 

sterile funnel, jug and opaque container the bleach solutions is 

Strongly Agree 4.55% 

Agree       0.00% 

4.55% 
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instilled into the bag and left to soak for at least one hour. The 

drainage equipment must come out of the solution then be 

connected while it is wet (do not dry until connected) 

63. Rinse the bag with water whenever switching between bags. 

Daily, or at least every three days soak the bag in a 1:4 vinegar: 

water solution. A 1:10 bleach solution can be used once a week for 

people who can manage to do this this safely. Hang the bag to dry 

Strongly Agree 4.55% 

Agree       0.00% 

4.55% 

64. Wash the bag out under running water and hang to dry in the 

bathroom. If necessary, use a liquid detergent to freshen up 

Strongly Agree 0.00% 

Agree      31.82% 

31.82% Neither Agree 

nor Disagree 

Strongly Agree 0.00% 

Agree     19.05% 

19.05% 

65. Wash the bag with warm soapy water, leave to air dry Strongly Agree 4.55% 

Agree      22.73% 

27.28% Neither Agree 

nor Disagree 

Strongly Agree 0.00% 

Agree      19.05% 

19.05% 

66. Wash the bag with warm soapy water and rinse well (this often 

requires a funnel) 

Strongly Agree 4.55% 

Agree     40.91% 

45.46% Neither Agree 

nor Disagree 

Strongly Agree 0.00% 

Agree      38.10% 

38.10% 

67. Wash the bag using household detergent and rinse through until 

the tube is clean 

Strongly Agree 4.55% 

Agree      36.36% 

40.91% Neither Agree 

nor Disagree 

Strongly Agree 0.00% 

Agree      33.33% 

33.33% 

Non-consensus results: Complication avoidance management 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

Likert rating 

median 

response 

Likert ratings Consensus 

% 

Range of catheter-associated urinary tract infection signs and symptoms that people who have a long-term suprapubic catheter at home may experience 

68. A notable decrease in the volume of urine output Strongly Agree 9.09% 

Agree      18.18% 

27.27% Neither Agree 

nor Disagree 

Strongly Agree 0.00% 

Agree       9.52% 

9.52% 

69. An increase in blockage episodes Strongly Agree 9.09% 

Agree     40.91% 

50% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree     42.86%  

42.86% 

70. Febrile episodes seem to be less reported Strongly Agree 13.64% 

Agree       31.82% 

45.46% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      23.81% 

23.81% 

71. Temperature may be less than 36 or above 38 degrees Celsius Strongly Agree 4.55% 

Agree      45.45% 

50% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      19.05% 

19.05% 
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Catheter replacement and catheter specimen of urine sampling for laboratory analysis when symptomatic urinary tract infection is suspected 

72. Only replace the catheter for sampling if it has been in place 

for > 48 hours 

Strongly Agree 18.18% 

Agree        4.55% 

22.73%  

73. Only replace the catheter for sampling if it has been in place 

for ≥ 1 week 

Strongly Agree 9.09% 

Agree       4.55% 

13.64% 

74. Only replace the catheter for sampling if it has been in place 

for ≥ 2 weeks 

Strongly Agree 9.09% 

Agree       4.55% 

13.64% 

75. Obtain the catheter specimen of urine without replacing the 

catheter. If a urinary tract infection is diagnosed and treatment is 

commenced the catheter is then replaced 

Strongly Agree 0.00% 

Agree     22.73% 

22.73% 

Advice to avoid catheter blockage (encrustation) 

76. Dark urine usually indicates that fluid intake is less than 

optimal, it should be a light yellow all day long  

Strongly Agree 13.64% 

Agree       36.36% 

50% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      33.33% 

33.33% 

Early signs and symptoms of catheter blockage 

77. A new onset of pain in the lower abdominal or suprapubic 

region 

Strongly Agree 13.64% 

Agree       36.36% 

50% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      33.33% 

33.33% 

Strategies that are aimed to prolong time to catheter blockage 

78. Consider a larger gauge catheter Strongly Agree 9.09% 

Agree     27.27% 

36.36% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree       19.05% 

23.81% 

Interventions to avoid or manage recurring catheter blockage 

79. Monitor the urine pH; if it is alkaline and the person has a 

history of infection with urease-producing bacteria (e.g. Proteus 

spp) consider diet or supplements to help acidify the urine 

Strongly Agree 22.73% 

Agree       36.36% 

59.09% Agree Strongly Agree 9.52% 

Agree     57.14%  

66.66% 

80. Consider 1:10 vinegar instillations or pharmacy prepared 3.23% 

citric acid (may be up to 6% citric acid) 

Strongly Agree 4.55% 

Agree      31.82% 

36.37% Neither Agree 

nor Disagree 

Strongly Agree 4.76% 

Agree     19.05% 

23.81% 

81. Catheter patency solutions should not be used routinely in an 

attempt to unblock a catheter 

Strongly Agree 13.64% 

Agree      36.36% 

50% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree      28.57% 

33.33% 
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82. If the frequency of blockage is unacceptably high, consider a 

catheter maintenance solution 

Strongly Agree 9.09% 

Agree      54.55% 

63.64% Agree Strongly Agree 4.76% 

Agree     66.67% 

71.43% 

Non-consensus results: Planning ahead 

Round 2 Round 3 

Statement Likert ratings Consensus 

% 

Likert rating 

median 

response 

Likert ratings Consensus 

% 

Advice to assist a person to confidently manage urine drainage from their suprapubic catheter when planning and undertaking activities outside their home 

83. Urine bypass may be experienced in association with long 

periods of sitting. A continence pad could be worn as a security 

measure. 

Strongly Agree 9.09% 

Agree     27.27% 

36.36% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree     19.05% 

19.05% 

84. Consider connecting a 2-litre drainage bag placed beside the 

person in a backpack to disguise the bag. When a toilet is available, 

it can be disconnected from the leg bag and emptied into the toilet 

Strongly Agree 9.09% 

Agree      22.73% 

31.82% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree       33.33% 

33.33% 

85. Where available, consider accessing a Master Access 

Locksmith Key enabling 24-hour access to public toilets 

Strongly Agree 9.09% 

Agree      36.36% 

45.45% Agree Strongly Agree 4.76% 

Agree     28.57% 

33.33% 

86. To avoid spillage when using a container to decant urine 

consider use of super absorbent powder 

Strongly Agree 0.00% 

Agree       9.09% 

9.09%  

Advice to assist a person who has a suprapubic catheter to plan travel and holidays 

87. Some people may feel more confident taking a cruise holiday 

where there is always a doctor available 

Strongly Agree 4.55% 

Agree     31.82% 

36.37% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree     14.29% 

14.29% 

88. Consider using the services of a travel agent who is familiar 

with assisting people with unique needs 

Strongly Agree 13.64% 

Agree       40.91% 

54.55% Agree Strongly Agree 0.00% 

Agree      66.67% 

66.67% 

Strategies aimed to assist a person to manage symptomatic urinary tract infection when travelling or holidaying away from their usual community supports 

89. For emergency use suggest (if appropriate) that the person 

obtains request forms for urine tests and a prescription for 

antibiotics based on their previous microculture and sensitivity 

results history 

Strongly Agree 9.09% 

Agree      36.36% 

45.45% Agree 

Somewhat 

Strongly Agree 4.76% 

Agree     38.10% 

42.86% 

Strategies that a person may implement to manage the inadvertent dislodgement of their suprapubic catheter 
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90. Some people do not want to know how to manage the 

inadvertent dislodgement of a suprapubic catheter 

Strongly Agree 0.00% 

Agree     22.73% 

22.73%  

91. A thin rubber catheter can be used to dilate the tract, with plenty 

of water-soluble lubricant (for people without latex sensitivity) 

Strongly Agree 4.55% 

Agree       9.09% 

13.64% 

92. For instances where the catheter has dislodged but is still in the 

tract, teach the person how to withdraw water from the retaining 

balloon, advance the catheter and reinflate when urine drains 

Strongly Agree 4.55% 

Agree      31.82% 

36.37% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      38.10% 

38.10% 

93. Consider the need to restrict oral fluid intake to slow bladder 

filling until the catheter is replaced 

Strongly Agree 9.09% 

Agree     31.82% 

40.91% Agree 

Somewhat 

Strongly Agree 0.00% 

Agree      38.10% 

38.10% 

 




