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VA Health System Impact Award 

ÅaŀƪŜ ±ŜǘŜǊŀƴǎΩ ŎŀǊŜ ǎŀŦŜǊ ōȅ ǊŜŘǳŎƛƴƎ ǘƘŜ Ǌƛǎƪǎ ƻŦ 
unneeded and harmful urinary catheters  

ÅVA focused work to reduce catheter-associated urinary 
tract infection (CAUTI) locally, regionally and nationally 

ÅState-ōŀǎŜŘ /!¦¢L ǇǊŜǾŜƴǘƛƻƴ ƛƴƛǘƛŀǘƛǾŜ όŀƪŀ άǘƘŜ .ƭŀŘŘŜǊ 
.ǳƴŘƭŜέύ ƛƴ ŎƻƭƭŀōƻǊŀǘƛƻƴ ǿƛǘƘ aI! YŜȅǎǘƻƴŜ /ŜƴǘŜǊ  

ÅNationwide effort funded by AHRQ to reduce CAUTI in 
more than 1,000 hospitals across the U.S.  

 



Poll Question 

What is your primary role in VA?  

ÅStudent, trainee, or fellow 

ÅClinician 

ÅResearcher 

ÅAdministrator, manager or policy-maker 

ÅOther 

 



VA Patient Safety 
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Arrived in Ann Arbor in 1998 
 

¶Hospital-acquired complications are 
common, costly, and morbid          

¶Nosocomial infection affects ~2 
million U.S. patients hospitalized 
annually 

¶Many complications seem 
preventable 

 



Arrived in Ann Arbor in 1998 

¶We should have a program to address these  
complications 

¶aȅ .I!DΥ άtǊƻƎǊŀƳ ǘƻ wŜŘǳŎŜ tǊŜǾŜƴǘŀōƭŜ 
Nosocomial Complications in Hospitalized 
tŀǘƛŜƴǘǎέ όƻǊ άtwtb/Itέύ 

 



29 November 

1999 



ñPatient Safety Enhancement Programò 

¶Build a new research-based program 

¶Provide a model for improving safety  

¶Focus on reducing preventable adverse 
events  

¶Funding came from both UMHS and VA 
Ann Arbor Healthcare System 

 

 



VA Health Services Research and 

Development Career Development Award 

ÅEnhancing Patient Safety by Reducing Catheter 
Related Infections 

 

Å07/01/01 ς 09/30/08; CDA-1 as well as 
Advanced Career Development Award   



ÅOne of the most common infections 

Å1/4 of inpatients receive catheters 

Å1/3 of catheter days unnecessary  

Å1/3 of physicians unaware their patient has a catheter 

Å1/3 of the time no order for a catheter   
      

 

Catheter-Associated  

Urinary Tract Infection (CAUTI) 



The Foley also leads to  

non-infectious harms. 



Satisfaction survey of 100 catheterized VA patients: 

Å42% found the indwelling catheter to be 

uncomfortable 

Å48% stated that it was painful 

Å61% noted that it restricted their ADLs 

Å2 patients provided unsolicited comments that 

their catheter ñhurt like hellò   

(Saint et al. JAGS 1999) 

 

Patient Perspective 



Indwelling Urinary Catheters:  
A One-Point Restraint? 

 

 
Sanjay Saint, MD, MPH 
Benjamin A. Lipsky, MD 

Susan Dorr Goold, MD, MHSA, MA 
 

16 July 2002 

http://www.annals.org/


How Can We Implement Changes to  

Reduce Indwelling Catheter Use? 



Why Some Hospitals are Better than 

Others in Preventing Infection 



 

 

 

 

Translating Infection Prevention Evidence to 

Enhance Patient Safety 
HSR&D project SAF 04-031; 10/01/2004 ï 3/31/2008 

 
 
  

A sequential mixed methods study design 

ïSurvey of VA and non-VA hospitals to identify what 
hospitals are doing to prevent hospital-acquired infections  

ïInterviews and site visits to understand why hospitals are 
using or not using certain practices  

 

(Krein  et al.  AJIC 2006; 34(8): 507-512.)  



 

Implementation 

Technical Socio-
adaptive 



ÅReduce indwelling catheter use 

ÅProper insertion technique 

ÅProper maintenance 

ÅPrompt removal of non-indicated catheters 

ÅProper hand hygiene 

Technical Elements of the  

ñBladder Bundleò  



Disrupting the Lifecycle of the Urinary Catheter 

1 

4 

3 

2 

1.  Preventing Unnecessary and Improper Placement 

2.  Maintaining 

Awareness & 

Proper Care of 

Catheters 

3.  Prompting Catheter Removal  

4.  Preventing 

Catheter 

Replacement 

(Meddings & Saint. Clin Infect Dis 2011) 





Alternatives to Consider 

1) Accurate daily weights 

2) Urinal/commode/bedpan 

3) Condom catheters 

4) Intermittent catheterization with 
bladder scanning 

 

 

 

 



But if the patient really, really 
needs a Foleyé 

Ensure proper aseptic technique is 
used during insertion 

 

 

 

 



Timely Removal of Indwelling Catheters 

ω30+ studies have evaluated urinary catheter 
reminders and stop-orders  

ςSignificant reduction in catheter-associated urinary 
tract infection (53%) 

ςNo evidence of harm (ie, re-insertion) 

ςWill also address the non-infectious harms of the 
Foley                                                                    
            (Meddings J et al. BMJ Qual Saf 2013) 

 



 

Implementation 

Technical Socio-
adaptive 



Primary Socio-adaptive Challenge with 

CAUTI Prevention 

ñI would say thereôs a general perception in the field that 

urinary tract infections donôt cause a lot of morbidity and 

mortality compared to the quote, sexy topics such as blood 

stream infection or surgical site infection or VAP.ò  

 

 

(Saint et al., ICHE, 2008) 

Lack of physician and nurse engagement 





Active Resistors 



Overcoming Resistance:  

Finding a Member of the Tribe 

ÅA chief of staff (and a surgeon): άΦΦΦǎǳǊƎŜƻƴǎ ŀǊŜ ǾŜǊȅ ǘǊƛōŀƭ 

so what you need to do if you have something that you 

ǘƘƛƴƪ ƛǎ ŀ ōŜǎǘ ǇǊŀŎǘƛŎŜ ŀǘ ȅƻǳǊ ƘƻǎǇƛǘŀƭΧȅƻǳ ƴŜŜŘ ǘƻ 

ƎŜǘΧŜƛǘƘŜǊ ǘƘŜ ŎƘŀƛǊ ƻŦ ǎǳǊƎŜǊȅ ƻǊ ǎƻƳŜ ǊŜŀǎƻƴŀōƭŜ 

ǎǳǊƎŜƻƴΧLŦ ȅƻǳ ŎƻƳŜ ƛƴ ŀƴŘ ȅƻǳΩǊŜ ŀƴ ƛƴǘŜǊƴƛǎǘ Χƛƴǘƻ ŀ 

ƎǊƻǳǇ ƻŦ ǎǳǊƎŜƻƴǎ ΧǘƘŜ ŦƛǊǎǘ ǘƘƛƴƎ ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ Řƻ ƛǎ 

ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ ǎŀȅΣ Ψ[ƻƻƪΣ ȅƻǳΩǊŜ ƴƻǘ ƻƴŜ ƻŦ ǳǎΩΧǘƘŜ ǿŀȅ ǘƻ 

get buy-in from surgeons is you got to have a surgeon on 

ȅƻǳǊ ǘŜŀƳΦέ            (Saint et al. Joint 

Comm Journal Qual Safety 2009) 



Organizational Constipators 





 

  

 

 

 

Start with a Plan 

Step 1: Form a multidisciplinary 

CAUTI prevention team 

 

 



Key Roles and Responsibilities  
to Prevent CAUTI 

Role or Responsibility Example of Personnel  

to Consider  

Project coordinator 

 

IP, quality manager, nurse manager, 

nurse educator 

Nurse champion (engage nursing 

personnel) 

Bedside nurse, nurse educator, unit 

manager, charge nurse 

Physician champion (engage medical 

personnel) 

ID physician, hospitalist, hospital 

epidemiologist, urologist, ED doc 

Data collection, monitoring, reporting Infection preventionist, quality 
manager, utilization manager 

(Modified from www.catheterout.org) 



 

  

 

 

 

The 6 Steps to Success 

VForm a multidisciplinary CAUTI prevention team 

2) Develop/modify a CAUTI policy for your institution 

3) Pick an appropriate unit to start or go hospital-wide 

4) Track performance and then escalate as necessary 

5) Once successful, spread to other places 

6) Consider sustainability at the outset; hard-wiring is       

 worth the effort 



What if a hospital needs further 

help in preventing CAUTI? 



Self-Assessment Tool for Hospitals 

ÅA 1-page (10-item) trouble-shooting guide 

ÅHelp identify the key reasons why hospitals may 
not be successful in preventing CAUTI 

ÅOnce the barriers are identified, can then propose 
and implement solutions 

CAUTI Guide to Patient Safety (ñCAUTI GPSò) 



CAUTI Guide to Patient Safety (GPS) 
(Saint et al. AJIC 2014; Fletcher et al. AJIC 2016) 

ÅOn-line tool, recently validated 

ÅEach question linked to trouble-
shooting tips 

 

www.catheterout.org 

http://catheterout.org/questions.html 




