
J Clin Pathol 1992;45:79

Audit of catheter urine culture requests

N Manek, E Napier Rees

Abstract
An audit to assess the appropriateness of
catheter urine culture requests was

carried out for a period ofone month. The
requests were followed up by members of
the Infection Control Team at ward level.
The laboratory report had no impact on

the removal of the catheter in asymp-
tomatic or symptomatic patients, al-
though the reports did aid antibiotic
prescribing in symptomatic patients.

Indwelling bladder catheters are the major
source of hospital acquired infections.' The
initial infection is generally due to Staphylococ-
cus epidermis, Streptococcusfaecalis, Escherichia
Coli or Proteus spp,2 although the longer the
catheter remains indwelling, the greater the
variety of organisms that will appear in the
urine. Bacteriological monitoring of catheter
urine is frequently requested in many patients,
even though most serious complications are

associated with a symptomatic patient. The
laboratory processing of catheter urines is time
consuming, laborious, and costly. A well
defined policy for requesting catheter urine
culture would aid the clinician, the laboratory,
and avoid wasting resources.
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Methods and results
To define guidelines, catheter urine culture
requests from inpatients were followed up at
ward level for a period of one month. The
requests were placed into two categories:
category 1, requests from symptomatic patients
with relevant clinical details, such as fever or

septicaemia; and category 2, requests from
asymptomatic patients with irrelevant clinical
details or labelled as routine, such as myocar-
dial infarcation, stroke.
A total of 146 requests were received from

inpatients. The urine samples were cultured
using the strip test method.3 Traditionally,
significant bactiuria defined as more than IO0
colony forming units of bacteria/ml of urine
differentiates between urinary tract infection
and extraneous contamination.4 In this audit
and other catheter studies5 the same numerical
criterion has been used to provide a valid

Category I Category 2

Culture Symptomatic patients Asymptomatic patients

Pure 29 19
Mixed 11 16
No growth 35 36
Total 75 71

comparison between two groups of patients,
even though infection with lower bacterial
counts may occur in some catheterised
patients. All requests were followed up on day 1
and day 3 by the infection control nurse to
assess catheter management in terms of
removal of catheter and start of antibiotic
treatment (the laboratory report was issued on
day 1).

Culture results from symptomatic and
asymptomatic patients are shown in the table.
Nine symptomatic patients were excluded

from the study as complete follow up was not
possible. Follow up of the remaining patients,
however, confirmed that in 38% the catheter
had been removed before day 1-that is, even
before the laboratory report had reached the
clinician. By day 3, 57% of catheters had been
removed. It was impossible to remove the
catheter in the remaining 43% of patients for
many reasons. The decision to remove the
catheter was not related to concern about a
urinary tract infection, but was based on the
medical condition of the patient. Antibiotic
treatment was started in only 20% of symp-
tomatic patients and the choice of antibiotic
was initially based on a "blind guess" basis.

Discussion
This small study confirms our initial impres-
sions that the culture of catheter urines is of
value in symptomatic patients in whom
antibiotic treatment may be considered. In
asymptomatic catheterised patients the
laboratory report had no impact on catheter
removal and was of little value in catheter
management. We would, therefore, suggest
that a policy for requesting catheter urine
cultures should be agreed with the clinicians.
Such a policy should indicate that catheter
urine specimens may be submitted to the
laboratory only when there is a clinical indica-
tion for treatment, such as fever or septicaemia,
and that this indication should be clearly
marked on the request form.
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