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Disclosures
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• No financial conflicts of 
interest

• Everything we discuss is 
QI, thus protected from 
legal discovery under WA 
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Question…
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Is CAUTI an issue at your 
hospital?

Paul	Pottinger	MD

A. Yep
B. Nope
C. I’m not sure…



CAUTI: Major Impact

• Catheter-associated urinary tract infection (CAUTI) 
causes patient morbidity, mortality, and is the most 
common hospital-acquired infection. 

• CAUTI leads to:
• Patient discomfort
• Lengthened hospital stays
• Increased antimicrobial use (and thus increased drug 

resistance, allergic reactions, drug interactions)
• Secondary infections (including C.difficile)
• Cost of care no longer reimbursed by third party payers
• Accrediting bodies require public reporting of CAUTI
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C.difficile: “Plenty in WA”

CDC.gov



• Colonization: Endogenous flora 
ascends peri-catheter space or lumen 
(common) 

• Infection: Inflammatory response to 
adherent or invasive bugs (rare)

CAUTI: Pathogenesis



Bladder Bundle Elements…. 
• Use foley only when necessary!
• Aseptic insertion technique
• Maintain securely, proper bag placement
• Know who has a Foley
• Condom caths when feasible
• Pull them ASAP… can always put one back if pt

fails

• Cannot pee (neurogenic, post-op to 48 hours)
• Precise UOP (being diuresed in ICU)
• Handful of chemo protocols
• Open sacral wound
• Patient request at end of life

CAUTI: Prevention



• Colonization virtually universal… No 
need for routine surveillance cultures!

• Appreciate difference between 
asymptomatic bacteriuria and UTI!

• Diagnosis: Challenging!

CAUTI: Key Concepts



Leukocyte esterase:
If  >105 cfu/ml, then:
sensitivity 68-98% specificity 59-96%

Nitrite:
If  >105 cfu/ml, then:
sensitivity 19-45% specificity 95-98%

ü Enterobacteriaceae reduce nitrate to 
nitrite, but Pseudomonas, S. 
saprophyticus, & Enterococcus do not.

UTI: Diagnosis



Microscopic analysis
Pyuria: majority of symptomatic UTIs have pyuria… 

but lower PPV among catheterized pts
Gram stain for bacteria:  >1 organism per hpf on 

uncentrifuged urine is >105 on culture

Culture
Method:  collect from sterilized tube port, not bag
Inoculate 1 to 10 µl onto agar plate

Criteria for Enterobacteriaceae UTI
• Symptomatic women

102: sensitivity 95%, specificity 85% for cystitis
• Asymptomatic women

105: used in high risk clinical settings & research

CAUTI: Diagnosis



CAUTI: Treatment

Empiric Abx: UTI
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Pearls:
• ABU≠CAUTI
• Bladder Bundle!
• Change or 

remove the 
catheter if UTI 
diagnosed





Conclusions

CAUTI: Opportunities for Antimicrobial Stewardship

ü Leading source of abx overuse
ü Find Foley alternatives when possible

ü Deploy the “Bladder Bundle”
ü Resist testing unless truly symptomatic!

ü If you must treat… treat narrowly!
ü Challenge & Opportunity: RN ownership
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