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The idea that a patient might 
receive clinical care not grounded 
in evidence-based practice is 

unacceptable. In reality, however, much 
of today’s continence practice, such as 
the use of catheter valves, is based on 
clinical evidence, descriptive studies 
or expert opinion rather than strong 
research evidence such as randomised 
controlled trials.  At the same time it 
appears that the principle of evidence-
based practice is theoretically accepted 
among healthcare professionals, indeed 
a number of studies demonstrate a 
positive attitude towards the concept 
(Nolan et al, 1998; Crannery et al, 2001; 
Metcalf et al, 2001). 

Nonetheless, widespread use of 
evidence-based practice has yet to be 
achieved and reluctance to embrace 
the concept in clinical practice is well-
documented (Raffer ty, 1992; Blanchard, 
1996; Nolan et al, 1998; Upton, 1999; 
Kelly, 2001; McInnes et al, 2001; 
Palfreyman et al, 2003). 

Some of this reluctance may 
be attributed to confusion among 
healthcare professionals about what 
actually constitutes evidence-based 
practice. French (2002) suggests 
that the very term evidence-based 
is something of a paradox, and 
recommends that nurses should use 
the term research-based. However, 
Hek (2000) states there are three 
components to evidence-based 
practice: 
8 Patients’ and carers’ views
8 The expertise of the clinical 

practitioner  
8 The best available evidence. 

The evidence available includes 
research, expert opinion, discussions 
and personal experience. Research-
based evidence can be further 
classified according to the type of 
research undertaken (qualitative versus 
quantitative, literature reviews). 

A hierarchy of evidence is often 
referred to when discussing the strength 
of research:

1:  Evidence from systematic review of 
multiple, well-designed randomised 
controlled trials

2:  Evidence from one or more well-
designed randomised controlled 
trials

3:  Evidence from trials without 
randomisation, including single-group 
before-and-after studies, cohort 
studies, time series or matched case-
controlled studies, or observational 
studies

4:  Evidence from well-designed 
descriptive studies or qualitative 
research

5:  Opinions from expert committees 
or respected authorities based on 
clinical evidence

6:  Professional and peer expertise/
experience (Hek, 2000).

The Cochrane Collaboration 
advocates the randomised controlled 
trial as the means of providing 
practitioners with the best ‘gold 
standard’ evidence. Yet the validity of a 
study does not just rely on its strength. 
Issues such as design and analysis also 
need to be critically appraised. 

Ferguson (2007) comments 
that the increased focus on the 
concept has meant that nursing 
has fur ther adapted its definition 
of evidence-based practice, taking 
into consideration resources in a 
cost-conscious healthcare system. 

This is the first in a series of articles that will explore and discuss various ‘myths’ concerning 
continence practice, in particular those aspects where the basis for practice appears to be predicated 
on either anecdotal or insufficient evidence, or where there is a lack of consensus within the available 
literature. Although it is positive to debate different ways of working, such variations in the views of 
experts can lead to problems when developing evidence-based procedures. This series of articles will 
seek to explode these myths and point continence practitioners towards best practice.
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Should student nurses be able 
to catheterise male patients?
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Practitioners now need to be able 
to rationalise their choices, not only 
looking at the scientific evidence but 
also taking into account the cost-
effectiveness of their choice. At the 
same time, nurses still have to make 
sure that any choice of care package 
or equipment is patient-centred and 
responsive to patients’ preferences 
(Institute of Medicine, 2000). 

Male catheterisation
This article discusses the role of the 
nursing student in male catheterisation. 
A systematic review of data was 
conducted using the electronic 
databases CINAHL (Cumulative Index 
of Nursing and Allied Health Literature), 
the Cochrane Library, Medline, Google 
Scholar, as well as hand searches.

 The two most common indications 
for male catheterisation are relief of 
urinary retention and the management 
of intractable incontinence (Hampton, 
2005). Fortunately, the incidence of 
long-term catheterisation is declining 
with increased realisation of the risks 
involved in urethral catheterisation 
(Tambyah, 2004; Pratt et al, 2007). 
These risks include urethral trauma on 
insertion and removal and catheter-
associated infection.

 However, for some patients an 
indwelling catheter remains the only 
choice for managing their incontinence 
or urinary retention and to ensure the 
patient’s safety, the nurse undertaking 
the role of male catheterisation must be 
suitably trained and educated. 

Competencies
In a study undertaken by the English 
National Board for Nursing, Midwifery 
and Health Visiting (ENB), Lanksheer 
et al (1996) investigated the range of 
competencies required by nurses to 
meet healthcare needs in all settings and 
whether these should be demonstrated 
by newly qualified practitioners. 

When nurse managers were asked 
what specific skills they required of 
newly qualified staff, the majority 
listed the urinary catheterisation of 
male and female patients as being a 
necessary requirement.

Nurses undertaking male 
catheterisation now have the potential 
to significantly increase the quality of 
patient care by taking advantage of their 
24-hour presence to prevent delays in 
instigating treatment. 

Through their education and training, 
nurses also develop a level of skill in 
male catheterisation traditionally lacking 
in medical training. Catheterisation 
requires close physical contact with 
patients enabling traditional nursing roles 
such as assessing skin care to be carried 
out simultaneously. 

Extended roles
In 1986 the idea of the extended role 
was reviewed with the introduction of 
the Scope of Professional Practice (UKCC, 
1992). This led to a change in attitude 
with regards nurses undertaking male 
catheterisation, which  suggested that it 
is the competence not the gender of the 
nurse that should be the issue (Pomfret, 
1999; Shallcross 2000; Hampton, 2005).  

Registered nurses have always 
been accountable for their own 
professional development but with 
the advent of agenda for change the 
concept of ‘extended’ roles is no longer 
appropriate as nurses are required to 
be competent within their  scope of 
practice. However, in some areas of the 
UK, both educational establishments and 
employing authorities continue to regard 
male catheterisation as an extended role. 

Education
Most student nurses are now taught 
both male and female catheterisation as 
part of their education. A comprehensive 
understanding of anatomy and 
physiology and an appreciation of the 
theoretical principles underpinning the 
need for male catheterisation are taught 
in skills laboratories. 

Student nurses should be taught 
the need for accurate assessment 
and to acknowledge, where possible, 
patient choice. Guidelines for students 
undertaking male catheterisation include:
8 Routine re-catheterisation 
8 First catheterisation may be 

performed as long as no known 
difficulties are suspected

8 Do not catheterise for acute 
retention of urine in men, seek 
advice from registered nurse or 
doctor

8 As a guideline, a competent assessor 
should supervise a minimum of three 
catheterisations.

The Nursing and Midwifery Council 
(NMC) guidance for students working 
in practice should also be reinforced 
– students should not participate in 
procedures such as female or male 
catheterisation unless they feel fully 
prepared and adequately supervised 
(NMC, 2005). 

 
Once on clinical placement, many 

acute trusts deem students competent 
to practice catheterisation of female 
patients under the guidance of their 
clinical practice assessor. 

However, the same students 
are not allowed to undertake male 
catheterisation as this is deemed 
an ‘extended’ role. Yet within many 

For some patients an 
indwelling catheter 
remains the only choice 
for managing their 
incontinence or urinary 
retention and to ensure the 
patient’s safety, the nurse 
undertaking the role of 
male catheterisation must 
be suitably trained and 

Historically, male catheterisation 
has been the domain of doctors and 
male nurses as it was felt inappropriate 
for a female nurse to catheterise male 
patients. Indeed, the Greenhalgh report 
(1994) listed male catheterisation among 
seven activities that constituted 75% of 
the work of junior hospital doctors. 

This controversial division of 
labour has been gradually addressed 
with female nurses learning male 
catheterisation as part of their 
extended roles, which in turn has led 
to a division between pre and post-
registration training. 
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primary care trusts, routine male and 
female catheterisation is  undertaken 
by  registered nurses of both genders 
and increasingly by NVQ Level 3 and 4 
healthcare assistants. 

Gender
Being required to catheterise female 
patients can also have particular 
problems for male student nurses. A 
survey of over 600 nursing students 
found that many had been discriminated 
against for being too old, too young, the 
wrong race or for being male (O’Dowd, 
2005). In a recent employment tribunal 
a male student nurse brought a sex 
discrimination case against the trust in 
which he was training (Moyhing versus  
Barts and the London NHS Trust, 2006). 

The case focused on the 
requirement that he be chaperoned 
when undertaking intimate procedures 
with women, such as catheterisation, 
whereas his female colleagues did not 
require a chaperone when carrying out 
the same procedure on male patients. 
The respondent accepted that this was 
direct discrimination and therefore could 
not be justified as a matter of law. 

The NMC advice sheet on 
chaperoning  states that patients have 
the right to request a chaperone 
when undergoing any procedure or 
examination (NMC, 2007a). The NMC 
makes no distinction between the 
procedures being carried out by male or 
female nurses, identifying that the issue 
is dependent on the acceptability of the 
situation to the patient.

Vicarious liability
The main argument for allowing student 
nurses of either gender to catheterise 
females but not males appears to be 
one of vicarious liability. Vicarious liability 
is where the employer is accountable 
for the standard of care delivered and 
responsible for employees working within 
areas of competence appropriate to their 
abilities (NMC, 2007b). To be covered 
by vicarious liability an employee must 
work within their abilities and sphere of 
assessed competence. 

What is difficult to discern is why 
male catheterisation by students raises 

There is also no evidence within 
the literature to support the practice 
of student nurses catheterising females 
but not males. Emphasis within the 
literature is placed on the competency 
of the practitioner undertaking the role, 
rather than gender (Shallcross, 2000; 
Doherty, 2006). 

The lack of competent assessors can 
also prevent students from performing 
this procedure. However, effective 
practice placements should enable 
students to observe and participate in a 
full range of nursing care (Royal College 
of Nursing [RCN], 2005), including both 
male and female catheterisation. In fact 
male and female catheterisation represent 
fundamental aspects of care provision in 
almost all areas of nursing practice. 

Both the education and practice 
settings have a legal and moral 
obligation to provide students with 
the best support they can. If student 
nurses are not taught and supported 

in practising male catheterisation 
during their education, the lack of 
competent registered nurses available 
to provide appropriate supervision for 
this procedure will continue to be an 
ongoing problem. 

Continence nurse specialists and 
urology nurse practitioners are ideally 
placed to provide an educational role for 
registered nurses and many continence 
services in primary care will now take 
students on eight-week placements or 
provide opportunities for students to 
spend time with the service while on 
community placements. 

Provision of education for registered 
nurses is fundamental in ensuring that 
supervision for male catheterisation is 
widely available in practice placements 
and that these skills can be passed onto 
students. Unfortunately, however, there 
remains confusion around the skills that 
educational institutions believe should be 
taught to students when on placements. 
Many registered nurses continue to 
believe that male catheterisation is an 
extended role and they have not been 
enabled or encouraged to access the 
education that would allow them to 
undertake it. 

It appears that some nursing 
procedures such as male catheterisation 
continue to be based on traditional 
practices rather than evidence-based 
practice. Local NHS trust policies and 
guidelines need to address the issue 
of male catheterisation by student 
nurses and work in collaboration with 
education providers.  

Conclusion
A nurse’s competence to perform 
the procedure of male catheterisation 
rather than his or her gender is the most 
important issue here. Nursing education 
programmes have arisen from the 
premise that nursing is a practice-based 
profession. A pre-registration nursing 
programme should be designed to 
prepare a student to apply knowledge 
and skills in order to provide safe 
competent care for patients. 

While recognising the need to 
respect a patient’s right to privacy 
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Male catheterisation is 
arguably technically more 
difficult because of the ‘S’ 
shape of the male urethra 
and the potential of an 
enlarged prostate gland. 
However, although the 
female urethra is much 
shorter, the urethral orifice 
in post-menopausal women 
is often difficult to locate.

the issue of vicarious liability whereas 
female catheterisation does not? Male 
catheterisation is, arguably, a more 
difficult procedure technically because of 
the ‘S’ shape of the male urethra and the 
potential of an enlarged prostate gland. 

However, although the female 
urethra is much shorter, the urethral 
orifice in post-menopausal women is 
often difficult to locate. Furthermore, 
the epithelial folds of the female urethra 
can be easily traumatised during 
catheterisation. So female catheterisation 
is not without potential problems. 
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and dignity, students should be 
actively involved in nursing care 
under supervision and outcomes and 
competencies should be achieved under 
the direct supervision of a registered 
nurse (NMC, 2002).

Further articles
The authors intend to review the 
following topics in future articles:
8 Anaesthetic antiseptic urethral gels
8 The use of prophylactic antibiotics 

when changing indwelling catheters
8 Catheter valves
8 The practice of double-gloving 

during catheterisation
8 Suppository insertion.
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  Key Points

 8 The two most common 
indications for male 
catheterisation are relief of 
urinary retention and the 
management of intractable 
incontinence. 

 8 For some patients an indwelling 
catheter remains the only 
choice for managing their 
incontinence or urinary 
retention and to ensure the 
patient’s safety, the nurse 
undertaking the role of male 
catheterisation must be suitably 
trained and educated.

 8 Historically, male catheterisation 
has been the domain of doctors 
and male nurses as it was felt 
inappropriate for a female 
nurse to catheterise male 
patients.

 8 There is no evidence in the 
literature to support the 
practice of student nurses 
catheterising females but not 
males. Emphasis within the 
literature is placed on the 
competency of the practitioner 
undertaking the role, rather 
than gender.

 8 It appears that some nursing 
procedures such as male 
catheterisation continue to be 
based on traditional practices 
rather than evidence-based 
practice. 

 8 Local NHS trust policies 
need to address the issue 
of male catheterisation by 
student nurses and work in 
collaboration with education 
providers. 

 8 A nurse’s competence to 
perform the procedure of male 
catheterisation rather than 
his or her gender is the most 
important issue. 
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