CAUTI Prevention

Bundle

An evidence-based bundle to prevent catheter-associated

urinary tract infection in the critically ill.

SHEA / IDSA / APIC 2022

AMBOSS infection-control principles Bedside reference - v1.0

THE BUNDLE AT A GLANCE
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on a clear by trained staff. unobstructed every day on when
indication. Smallest system. Bag rounds. Remove symptomatic.
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alternatives first. catheter. bladder, always. resolves. asymptomatic

bacteriuria.




1 Insertion practices

Indications — catheterise only with cause

Restrict indwelling catheters to clear, evidence-based criteria: acute urinary retention or
obstruction, selected perioperative use, and accurate hourly urine-output monitoring in the
haemodynamically unstable patient. Convenience is never an indication.

PREFER ALTERNATIVES ASEPTIC TECHNIQUE

e External urinary devices (male or female e Hand hygiene immediately before and after
condom/wick systems) insertion

e Bladder scanner to confirm retention before e Sterile gloves, drapes and single-use
any catheter equipment

e Clean intermittent catheterisation where e Antiseptic meatal prep — chlorhexidine
feasible preferred, avoid alcohol

e Smallest feasible catheter diameter to limit
trauma
COMPETENCY

Only trained personnel insert catheters. Assess technique regularly and supervise directly during
training — a single rushed, non-sterile insertion seeds the infection you are trying to prevent.



2 Maintenance practices

Keep the system closed Keep flow unobstructed

e Maintain a sterile, continuously closed drainage e Collection bag below bladder level at all times
system e Tubing free of kinks; never rest the bag on the

e Replace the catheter and collecting system if a floor
break or leak occurs e Empty with a separate clean container per patient

e No routine catheter changes for infection

prevention

DO DON'T

Routine meatal hygiene with soap and water. No antiseptic meatal cleaning after insertion.
That is all the meatal care a maintained No bladder irrigation. Neither prevents
catheter needs. infection — both add risk.

3 Daily assessment & removal

The single most effective intervention is removing the catheter early. Build the daily prompt
into the workflow so necessity is an explicit, documented decision — not an oversight.

Review on every round
For each catheter ask one question: does a valid indication still exist? Document the answer.

Force the decision in the EMR

Automatic stop or renewal orders that expire and require justification to continue.

Empower nurse-driven removal
A standing protocol lets nursing remove a catheter without an order once criteria fail, with clearly
defined exceptions (e.g. post-operative urology patients).



4 Monitoring & culture stewardship

CULTURE ONLY ON SYMPTOMS

Send urine cultures only for new urinary symptoms — fever, flank pain, or a septic presentation with
no other source. Do not reflex-culture from an abnormal urinalysis alone, and do not screen or treat
asymptomatic bacteriuria except in pregnancy or before an endoscopic urologic procedure.

Track the metrics that drive improvement

CAUTI ... DUR SIR

Infections per 1,000 Device utilisation ratio Standardised infection ratio
catheter-days. — catheter-days + vs. expected baseline.
patient-days.

5 Implementation & education

e Stand up a multidisciplinary team — intensivists, e Audit compliance and feed unit-level CAUTI rates

nursing, infection preventionists — with named and bundle adherence back to the team.

local champions. e Drive change through multidisciplinary rounds,
e Educate continuously on indications, insertion, competency assessments and closed feedback

maintenance, alternatives and culture criteria. loops.

THE 4E'S MODEL - ENGAGE — EDUCATE —» EXECUTE — EVALUATE

Evaluate

Measure, feed back,

Educate Execute

Teach the evidence Standardise the

Engage

Make the harm real and

behind each bundle workflow; remove and sustain the gain.

element. barriers.

personal to the unit.

EVOLVING EVIDENCE

Consensus is still settling. There is emerging support for chlorhexidine antisepsis before insertion,
even as routine antiseptic meatal cleaning after insertion remains not recommended. Practice varies
between hospital systems — follow your local infection-prevention policy.



Educational use only — not a substitute for clinical judgement. Based on SHEA/IDSA/APIC 2022 &

ICU-REACH
AMBOSS infection-control principles.
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bundle that keeps the line clean.

Insert only on a clear indication — retention,
A d obstruction, select surgery, or strict hourly output.
Vol Otherwise use external devices, a bladder scanner, or
intermittent catheterisation.

Hand hygiene, sterile gloves and drapes, chlorhexidine
AsepS|S meatal prep (not alcohol), smallest feasible catheter.
Trained inserters only.

Closed, unobstructed drainage. Bag below the bladder,
3 Malntal N off the floor, tubing unkinked. Soap-and-water meatal
care only — no irrigation, no routine changes.

Review the need every day on rounds. Use EMR stop
4 ASssess orders and nurse-driven removal. Remove the catheter
the moment the indication resolves.

Culture only the symptomatic. Don't reflex off urinalysis.
5 Steward Don't treat asymptomatic bacteriuria. Track CAUTI rate,
DUR and SIR.



Target zero. CAUTI per 1,000 catheter-days -
device utilisation ratio - standardised
infection ratio. Educational use only — not a

substitute for clinical judgement.




