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Sample Teaching Script

Diagnosis:  UTI

Author:  Valerie J. Lang, MD

Trigger:  Patient on the team has a foley in place, or develops a catheter-related UTI

Learning Objective(s):

By the end of this teaching script, learners should be able to:

1. Describe the complications of urinary catheters

2. Describe the indications for urinary catheters

3. Describe alternatives to catheterization

4. Assess patients daily for appropriateness to remove urinary catheters

5. Describe ways to decrease the number of catheter-related UTIs in hospitalized patients

Describe how you teach this in an interactive way and involve the senior resident, interns, and students.  If you include bedside skills, describe how you involve the other team members.

If patient has a catheter but no UTI, start with:

Q.
What’s the most common hospital-acquired infection?

A.
UTI

(Note:  Although central line infections, ventilator-associated pneumonia, and wound infections are important preventable infections, UTI’s are more common.  In fact, they are being targeted by Medicare as one of the hospital-acquired complications that they’ll no longer pay for.)

If the patient has a catheter and UTI, start with:

Q.
How do patients acquire UTI’s in the hospital?

A.
Urinary catheters usually.  Rarely they are caused by hematogenous seeding of the urinary tract in bacteremic patients.  

Q.
Which organism usually causes hematogenously seeded UTI’s?

A.
S. aureus.  Unlike ascending UTI’s which are usually caused by GI flora, we always need to look for a hematogenous source when we see S. aureus in the urine.  (Note that S. aureus can also be an ascending infection after instrumentation of the bladder).

Q.
Without going into the rooms and looking, how many patients on the team have urinary catheters right now?  

(Note:  Start by asking the students, then the interns, then the senior resident individually about the patients they’re following.)

A.
Students are most likely to know whether or not a catheter’s in place; the intern’s next most likely, then senior resident.  Attendings are usually in the dark.

Q.
Aside from UTI’s, what are other complications of urinary catheters?

(Note:  Start by asking the students, then the interns, and then the senior resident.)

A.

· Urethral tears

· Retention from urethral swelling or 

· Incontinence from bladder shrinkage after the catheter is removed

· Delirium- especially in demented patients, and

· Falls (catheters are “one-point restraints”)

Q.
What are the indications for a urinary catheter?

(Note:  Start by asking the students, then the interns, and then the senior resident)

A.

· Urinary retention/bladder outlet obstruction

· Recent surgery

· Bladder flushes (like a Murphy drip) 

· Need for very close urinary output monitoring in a patient who can’t use a bedpan or urinal

· Patient request (patient should understand risks)

· Incontinence is an indication only if there is a nearby wound that needs to stay dry.

(Note:  “Incontinence” or “inability to ambulate” are often mentioned, but these are not indications.  Just think of all the babies in the nursery who are incontinent and non-ambulatory.  Also, many of our older patients are chronically incontinent and manage without catheters outside the hospital. “Nursing convenience” is not an indication.)

Q.
Let’s say you’re the night float cross-covering another team’s patients, and a nurse calls you asking to place a foley a patient who is getting lasix twice a day.  She tells you that the patient is incontinent and has to use a walker to get to get to the bathroom.  You know that “nursing convenience” is not a reason for placing a catheter.  What are some alternatives to urinary catheters?

(Note:  This is a management question and may be too difficult for the students.  Start with the interns, then ask the senior resident.  Condom catheters may be mentioned, but these are just as likely to cause UTI’s in older, confused patients; younger patients who are not confused can usually use a urinal.)

A.  
Scheduled toileting, bedside commodes, diapers, giving diuretics in the morning and mid-day instead of BID dosing, daily weights for monitoring of fluid status (often more accurate than “I’s and O’s”).   

Q.
Let’s run the list again.  Are there any patients on the team whose catheters we can remove today? 

(Note:  Let the students tell you about their patients, then the interns.  Stand while they enter the orders to d/c foley- it will feel like a great accomplishment.

Q.
Great work!  Now, we know that our patients come up from the ED with foleys and no order for their insertion.  Let’s think ahead:  how can we make sure that these catheters get removed when they’re not needed?

(Note:  Team should generate ideas, e.g. checklists, notes on their signouts, etc.)
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