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Abstract
Aims and objectives: To identify the point prevalence of indwelling urinary catheters 
(IDCs) in adult inpatients in acute care hospitals, and to describe the indications for 
IDC insertion based on patient age, gender, specialty and hospital.
Background: Catheter‐associated urinary tract infections (CAUTIs) are preventable 
healthcare‐associated infections. IDC duration is the strongest predictor of CAUTI, 
and little is known about characteristics of patients who receive an IDC.
Design: Two single‐day point prevalence surveys collected baseline patient data as 
part of a larger pre‐post control‐intervention study.
Methods: Surveys were conducted at four acute care hospitals in NSW, Australia, for 
all adult patients. Data collection included IDC presence, insertion details and urine 
culture collection. Point prevalence data were linked with electronically extracted 
patient demographic data.
This study is presented in line with STROBE checklist (See Supplementary File 1).
Result: Data from 1,630 patients were analysed, with 196 patients (12%) identified as 
having an IDC on the survey dates. IDC prevalence rates were higher in males (13%) 
than in females (11%). Critical care had the highest rate of patients with IDCs (42%). 
Urine cultures were collected in 70 patients with an IDC (43%).
Conclusions: Findings indicated similar rates of IDC use in males and females, and 
there was no significant difference in age between patients with or without an IDC. 
However, indication for IDC varied by patient age and gender. High rates of urine 
culture collection may represent routine collection.
Relevance to clinical practice: IDC use is found across genders, all age groups and spe‐
cialties. Nurses should be aware that any of their patients may have an IDC and be par‐
ticularly aware of certain indications based on patient age and gender. Routine urine 
culture collection is not advised, and instead, nurses should be guided by clinical deci‐
sion‐making tools.
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1  | INTRODUC TION

Improving patient safety in healthcare involves identification of 
those most at risk of an adverse event and implementation of pre‐
ventative measures. Healthcare‐associated infections (HAIs) are the 
most common complications affecting patients in hospital (NHMRC, 
2010), with urinary tract infections (UTIs) being the most common 
HAI (World Health Organisation, 2011). Catheter‐associated urinary 
tract infections (CAUTIs), accounting for the majority of HAI UTIs 
(Magill et al., 2014), generate considerable burden on healthcare sys‐
tems and patients and are deemed mostly preventable (Umscheid 
et al., 2011). Much of the work to date on CAUTI has focused on 
prevention and is based in the United States and Europe (Meddings 
et al., 2014; Murphy, Fader, & Prieto, 2014). However, little has been 
done in an Australian context (So, Habashy, Doyle, & Chan, 2014; 
Wynne et al., 2014) to differentiate degree of risk based on patient 
characteristics and contextual factors. With hospital‐acquired UTIs 
considered a nurse‐sensitive indicator (Heslop & Lu, 2014; Twigg, 
Pugh, Gelder, & Myers, 2016), it is important for nurses to recognise 
patient groups likely to receive an IDC, understand the risk factors 
for CAUTI and be cognisant of prevention strategies. This paper 
presents findings related to IDC usage in adult inpatients in acute 
care hospitals, including the characteristics of patients and varia‐
tions in practices based on these characteristics.

1.1 | Background

Healthcare‐associated infections generate a huge economic burden 
on the health system, due to longer duration of hospital stay and 
increased mortality (Mitchell, Ferguson, Anderson, Sear, & Barnett, 
2016b; Umscheid et al., 2011). Around 40% of HAIs originate in the 
urinary tract (World Health Organisation, 2011), with the majority of 
these associated with the use of an IDC (Magill et al., 2014). During 
a hospital stay, 12%–16% of patients receive IDCs (Association for 
Professionals in Infection Control & Epidemiology, 2014). A recent 
Australian study found that 1.7% of hospitalised patients develop 
a urinary tract infection (Mitchell, Ferguson, et al., 2016b). IDCs are 
often used without an appropriate indication, putting patients at 
avoidable risk of developing a CAUTI (Greene, Kiyoshi‐Teo, Reichert, 
Krein, & Saint, 2014b). A number of studies have investigated risk 
factors for CAUTI, which highlight duration of catheterisation as 
the strongest predictor (Barbadoro et al., 2015; Lewis et al., 2013; 
Shuman & Chenoweth, 2010). However, less attention has been 
given to identifying patient characteristics and contextual factors 
that are associated with whether a patient receives an IDC during 
their hospital stay.

Existing literature suggests that variation in IDC use differs 
across age, gender and specialty area, with older patients more 
likely to have an IDC inserted during their hospital admission 
(Jansen et al., 2012; Tiwari, Charlton, Anderson, Hermsen, & Rupp, 
2012). Certain specialty areas such as intensive care units (ICUs) 
are necessarily associated with higher IDC use (Greene, Fakih, et 
al., 2014a). A UK national survey found varying rates of IDC use 

across specialties: critical care (76.6%), surgical specialties (22.1%), 
obstetrics (18.8%), medical specialties (15.7%) and EDs (9.2%) 
(Shackley et al., 2017).

Older female patients have been identified as being more likely 
to have a potentially avoidable IDC inserted in emergency depart‐
ments (EDs) (Fakih et al., 2010). Patients in non‐ICU speciality areas 
are also more likely to have an IDC inserted for an inappropriate 
reason (Greene, Kiyoshi‐Teo, et al., 2014b). Arrival by ambulance, 
visit urgency and urban location of hospital were associated with 
lower rates of avoidable IDC use in a US study around IDC use in EDs 
(Schuur, Chambers, & Hou, 2014).

Schuur et al. (2014) performed a cross‐sectional survey in the 
United States, of adult patient visits to EDs, identifying IDC use and 
indications. Genitourinary symptoms and UTIs were the two most 
common diagnoses for which IDCs were inserted (10.4% and 7.5% 
respectively). Another US study identified urinary output moni‐
toring in the ICU as the most common indication (50.8%) (Greene, 
Fakih, et al., 2014a). In an Australian context, a survey in six hospitals 
found the most common indications for insertion were postopera‐
tive (38.9%), urinary retention (24.8%) and urine output monitoring 
in critically ill patients (22.1%) (Gardner, Mitchell, Beckingham, & 
Fasugba, 2014). Another smaller Australian survey in one tertiary 
hospital identified the most common indications for IDC insertion 
as urine output monitoring (27%), postoperative (25%) and urinary 
retention (21%) (So et al., 2014). Missing documentation of indica‐
tion for IDC is common, with two US studies identifying 33% to 41% 
of patients' records lacking documentation of a physician's order for 
IDC placement (Fakih et al., 2010; Gokula, Hickner, & Smith, 2004). 
Despite documentation of indication for IDC insertion being crucial 
in reducing the length of time the IDC remains in situ, documentation 

What does this paper contribute to the wider global 
clinical community?
• Catheter‐associated urinary tract infections are the 

most common healthcare‐associated infections and are 
highly preventable. This paper informs a comprehensive 
understanding of patient characteristics and contextual 
factors that influence the likelihood of indwelling uri‐
nary catheter (IDC) placement to facilitate clinicians to 
better assess need for IDC placement and patient safety 
risks.

• Study findings provide information on indications for 
IDC use by gender and age, which has not previously 
been reported in an Australian context.

• This paper contributes to better recognition of patient 
groups most likely to have an IDC inserted so that risk of 
harm can be recognised and avoided. It provides manag‐
ers, clinicians and educators with insight into identifying 
risk factors and targeting preventative efforts and edu‐
cation to specific areas of higher risk.
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of indication for insertion is also low in Australia, at 38.7% (Gardner 
et al., 2014) and 65% (So et al., 2014).

Indwelling urinary catheters may be inserted in EDs, ICUs, wards 
or operating suites. An Australian study in one tertiary hospital iden‐
tified that one‐third of IDC insertions took place in wards (32.7%), 
followed by operating suites (26.1%) and then EDs (23.6%) and that 
17.5% of IDCs were inserted in unknown locations (So et al., 2014). 
Considering 60% of IDC placements occur in operating suites and 
wards, it is important to understand characteristics of patients who 
have IDCs inserted in these locations (Daniels, Lee, & Frei, 2014; 
Greene, Kiyoshi‐Teo, et al., 2014b; So et al., 2014; Weber, Kang, 
Brown, Sickbert‐Bennett, & Rutala, 2012).

There is a paucity of information around characteristics of pa‐
tients that have an IDC inserted during their hospital stay. Therefore, 
examination of patient characteristics, where and why IDCs are used, 
and review of documentation associated with catheter use are essen‐
tial to inform improvement processes. This information will highlight 
patient groups with high IDC use and areas for targeted intervention.

The findings outlined in this paper are based on a point preva‐
lence survey from a larger study aimed at reducing IDC usage rates 
and duration of catheterisation in adult inpatients in acute care hos‐
pitals (Parker et al., 2017). The paper provides valuable information 
on IDC usage rates and the characteristics of patients who receive 
IDCs during their admission. It also identifies variations in IDC inser‐
tion practices based on patient characteristics and other contextual 
factors such as specialty. In particular, the paper provides a further 
depth of understanding related to indications for IDC use by gender 
and age, building on current knowledge in an Australian context.

2  | METHODS

2.1 | Study design

The larger study (Parker et al., 2017) employed a pre‐post con‐
trol‐intervention design using a phased mixed‐method approach. A 
multifaceted bundled catheter care intervention was implemented 
and is described in the study protocol paper (Parker et al., 2017). 
The findings presented in this paper are based on pre‐interven‐
tion point prevalence data. The study was granted ethical ap‐
proval through two Local Health Districts' Human Research Ethics 
Committees (references 16/10/19/5.09 and 1016‐097C). The study 
meets the Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) statement: guidelines for reporting obser‐
vational studies (von Elm et al., 2007).

2.2 | Setting

The study was conducted in four acute care public hospitals in 
two Local Health Districts in New South Wales (NSW), Australia. 
Two hospitals are categorised as metropolitan and two as rural ac‐
cording to the Rural, Remote and Metropolitan Areas classification 
(Australian Institute of Health & Welfare, 2004). Hospitals were pur‐
posively selected, matched on total bed numbers, activity type and 

activity levels. In NSW, Australia, ICU levels are categorised accord‐
ing to their level of service delivery with level 6 being the highest 
care level (Intensive Care & Coordination Monitoring Unit, 2015). 
The two rural acute care hospitals had 360 and 260 beds, the larger 
one having a level‐5 ICU and the smaller one a level‐3 high‐depend‐
ency unit (HDU). The two metropolitan hospitals had 550 and 318 
beds, both with an ICU, one a level 5 and the other level 4.

2.3 | Population

All adult inpatients across the four participating hospitals were in‐
cluded in data collection at each of the point prevalence time points. 
In some instances, inpatients were not considered acute, inpatients 
in rehabilitation wards were subacute. Excluded from data collection 
were day only patients and patients in the ED at the time of the point 
prevalence data collection.

2.4 | Data collection

A sample size calculation for the larger study (Parker et al., 2017) 
indicated that 1,600 patients would be sufficient to detect a 40% 
reduction (15%–9%) in relative IDC insertion rates with a power of 
0.8 and ⍺ .05. This is based on a 50% reduction observed in a pilot 
study (Giles et al., 2015).

Point prevalence data were collected via a firewall‐protected online 
survey across two days at each hospital to ensure adequate sample size. 
The two days of data collection were at least 10 days apart to reduce 
duplication of patients. Point prevalence data collection was completed 
by teams consisting of a research team member and a clinical nurse 
or midwife. Each team was allocated a number of wards, and all adult 
inpatients were surveyed. The teams visited each occupied bed and 
recorded whether the patient had an IDC in situ, IDC insertion infor‐
mation such as indication, date of insertion, insertion location and staff 
designation of inserter and information related to presence of CAUTI.

2.5 | Data analysis

Survey data were linked with electronically extracted patient demo‐
graphic data into statistical package Stata 14.1 (StatCorp, 2015) for 
analysis.

Patient age was collected as a continuous variable but was cat‐
egorised (<50 years, 50–<70 years, 70–<80 years or 80+ years) for 
ease of interpretation in frequencies and prevalence rates. Patient 
age was treated as continuous in analyses. Specialty areas were cat‐
egorised as medical, surgical, critical care (ICUs, HDUs and coronary 
care units), rehabilitation or obstetrics. For some analyses, specialty 
area was dichotomised into critical care and noncritical care.

IDC duration was calculated as the number of days the IDC had 
been in situ from date of insertion up until the point prevalence data 
collection date, not date of IDC removal, due to the nature of point 
prevalence data collection.

Frequencies and percentages are presented for categorical 
variables of interest: hospital region (Metro A, Metro B, Rural A 
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and Rural B), hospital type (with ICU or no ICU), gender, age group, 
specialty, critical care status, indication for IDC insertion, clinician 
inserting the IDC and where the IDC was inserted. Means were cal‐
culated for patient age and means, and medians were calculated for 
IDC duration.

Univariate analyses were undertaken to determine associations 
of variables of interest with IDC prevalence rates and catheter 
duration.

3  | RESULTS

A total of 1,938 adult patients were surveyed over two days of data 
collection. Mental health patients and patients with suprapubic 
catheters were excluded from this analysis, resulting in data from 
1,630 patients being available for analysis.

3.1 | Patient characteristics

There were 1,109 patients in metropolitan hospitals and 521 patients 
in rural hospitals. There was a higher percentage of female than male 

patients in the overall population (n = 874, 54%; n = 755, 46% re‐
spectively). However, for patients with an IDC in situ, the gender 
spread was even with 50% each (98 females and 97 males). Over half 
of all patients (n = 903, 55%) were aged 70 years and above, similar 
to patients with an IDC in situ (n = 110, 56%). The highest percentage 
of all patients belonged to the 80+ age group (n = 521, 32%) which 
was also evident in the patient IDC group (n = 70, 36%). Table 1 
shows demographic frequencies, percentages and IDC prevalence 
for all patients and patients with IDCs.

3.2 | IDC prevalence

A total of 195 patients were identified as having an IDC in situ at 
the time of data collection, giving an overall IDC prevalence of 12%. 
However, IDC prevalence varied between hospitals, ranging from 
8% to 16%, as shown in Table 1. Hospitals with an ICU showed a 
significantly higher IDC prevalence than the hospital without an ICU 
(13% vs. 8%, p = .04) (see Table 1).

IDC prevalence was nonsignificantly higher in male than female 
patients (13% and 11%, respectively). There was no significant dif‐
ference in IDC prevalence rates between age groups.

 All patients (%) IDC patients (%)
Prevalence % 
[95% CI]

Overall 1,630 195 12 [10, 14]

Hospital

Metro A 669 (41) 86 (44) 13 [10, 15]

Metro B 440 (27) 46 (24) 11 [8, 13]

Rural A 275 (17) 43 (22) 16 [11, 20]

Rural B (No ICU) 246 (15) 20 (10) 8 [5, 12]

ICU status

No ICU 246 (15) 20 (10) 8 [5, 12]

ICU 1,384 (85) 175 (90) 13 [11, 14]

Gender

Female 874 (54) 98 (50) 11 [9, 13]

Male 755 (46) 97 (50) 13 [11, 15]

Age group

<50 303 (19) 33 (17) 11 [7, 14]

50–<70 420 (26) 52 (27) 12 [9, 16]

70–<80 382 (23) 40 (21) 11 [7, 14]

80+ 521 (32) 70 (36) 13 [11, 16]

Specialty

Medical 733 (45) 64 (33) 9 [7, 11]

Surgical 499 (31) 63 (32) 13 [10, 16]

Critical care 101 (6) 42 (22) 42 [32, 51]

Rehabilitation 179 (11) 11 (6) 6 [3, 10]

Obstetrics 118 (7) 15 (8) 13 [7, 19]

Critical care

Non critical care ward 1,529 (94) 153 (78) 10 [9, 12]

Critical care ward 101 (6) 42 (22) 42 [32, 51]

TA B L E  1   Patient characteristics and 
IDC prevalence
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IDC prevalence was significantly higher in critical care wards 
than in noncritical care wards (OR = 1.4, p < .001). See Table 1.

Figure 1 shows the percentage of total patients by specialty and 
the prevalence of patients with an IDC within each specialty. Whilst 
only 6% of all patients were located in critical care, 42% of patients 
in critical care had an IDC in situ at the time of data collection. The 
converse was observed in medical wards, where 45% of all patients 
were located, with 9% having an IDC in situ.

Indication for IDC insertion was not documented for 49 patients 
(25%). The percentage of missing indications varied across hospitals 
ranging from 22% to 30%. Highest percentages of missing indication 
documentation were noted for IDCs inserted in EDs (52%). There was 
no statistical difference for region or gender between those with and 
without indication documentation. Older patients were slightly less 
likely to have an indication for IDC insertion documented (p = .025).

Those with missing indication for IDC insertion are excluded 
from the following statistics. The most common documented indica‐
tions for IDC insertion were urinary retention and postsurgical man‐
agement (both n = 43, 29%), followed by urine output monitoring 
(n = 38, 26%), with low numbers for sepsis and other reasons (both 
n = 11, 8%) (Table 2).

As expected, urinary monitoring as an indication for IDC insertion 
was significantly higher in critical care patients (44% higher, p < .001).

Indications for IDC insertion varied according to age group 
and gender. For patients aged 50 years or less, the most common 
indication for IDCs was postsurgical management. Urine output 

monitoring was a more common indication in the 50–70 years age 
group and for patients aged 70 years and above the most common 
indication was urinary retention (Figure 2).

Among female patients with an IDC, the most common indica‐
tion for insertion was postsurgical management (37%). In male pa‐
tients, urinary retention (38%) was the most common indication. For 
both females and males, sepsis was the least common documented 
indication (7% and 8% respectively) (Figure 3).

The location of IDC insertion was not documented for 39 pa‐
tients (20%). Of those documented, 55 IDCs (35%) were inserted in 
patient wards, 44 (28%) were inserted in EDs, and 40(26%) were in‐
serted in the operating suite (Table 3).

The clinician responsible for inserting the IDC was not docu‐
mented for 43% (n = 84) of patients with an IDC in situ. Of those 
documented (n = 111), relatively equal numbers of registered nurses 
or midwives (n = 56) and medical officers (n = 53) inserted IDCs. Two 
IDCs were documented as having been inserted by an enrolled nurse 
or community nurse (Table 3).

3.3 | IDC duration

Duration of urinary catheterisation varied greatly, ranging from 1 to 
46 days (Figure 4), with an overall mean of 6.4 days and median of 
3 days. There were 31 observations (16%) where lack of documenta‐
tion prevented IDC duration being calculated. See Table 4 for means 
and medians of IDC duration.

F I G U R E  1   All inpatients and inpatient 
IDC prevalence by specialty

IDC indication
Noncritical care 
(%) Critical care (%) Total (%)

Postsurgical management 38 (34) 5 (15) 43 (29)

Urinary retention 37 (33) 6 (18) 43 (29)

Urinary monitoring 16 (14) 22 (65) 38 (26)

Sepsis 10 (9) 1 (3) 11 (8)

Other 11 (10) 0 11 (8%)

Total 112 34 146

TA B L E  2   Indication for IDC insertion, 
Freq (%)
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The mean IDC duration for urinary retention was longer at 
8 days, than duration for other indications; urinary output monitor‐
ing (6 days), sepsis (6 days), postsurgical management (4 days) and 
other reasons (5 days). The mean IDC duration (in days) was similar 
in the four hospitals. Mean IDC duration was significantly longer for 
male (7 days) than for female patients (5 days) (p = .02).

Among the five major specialty areas (medical, surgical, critical 
care, rehabilitation, obstetrics), the mean IDC duration of rehabili‐
tation patients was the longest at 18 days and the shortest was ob‐
served in obstetrics patients at 2 days.

3.4 | Urine culture collection

Eighty five patients with IDCs had a urine culture collected (44%). 
Fifty urine cultures (67%) were collected on the day of IDC inser‐
tion and 12 (16%) were collected the day after IDC insertion (see 
Table 5).

4  | DISCUSSION

The findings presented in this paper provide unique insight into the 
characteristics of patients and the contextual factors associated 
with patients who receive an IDC during the course of their acute 
hospital admission within an Australian context. To date, this study 
is the largest Australian urinary catheter related point prevalence 
study, surveying a total of 1,630 patients in the pre‐intervention 
phase. Previous studies have identified patient gender and age as 
influencing the likelihood of IDC placement in patient populations. 
However, these studies often focused specifically on patients in the 
ED setting (Fakih et al., 2010; Schuur et al., 2014). Our study extends 
this knowledge by including all adult acute care patient settings to 
give a more comprehensive understanding of patient characteristics 
and contextual factors than previously available.

This study identified an IDC prevalence rate of 12% of all adult 
patients, with rates ranging from 8% to 16% across hospitals, with 

F I G U R E  2   IDC indication by age group

F I G U R E  3   IDC indication by gender
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the highest rate identified in a rural hospital with an ICU. These 
rates are similar to other Australian point prevalence surveys that 
reported IDC use between 9.3% and 15.8% (Gardner et al., 2014; 
Mitchell, Fasugba, Beckingham, Bennett, & Gardner, 2016a; Wynne 
et al., 2014).

Study findings provided information on indications for IDC 
use by gender and age, which has not previously been reported in 
an Australian context. There was no difference in IDC prevalence 
between male and female patients, consistent with findings from a 
Netherlands‐based study (Jansen et al., 2012). Further gender com‐
parisons identified similar proportions of males and females being 
catheterised for urinary monitoring and sepsis. However, there was 
a difference in gender distribution for urinary retention and postsur‐
gical management, in that the greatest proportion of males had an 
IDC for urinary retention, whereas females had IDCs inserted more 
often for postsurgical management. Although not surprising, these 

findings accent the differences in indications for urinary catheteri‐
sation based on patients' gender. These differences are potentially 
explained by gender‐based reasons for hospital admission, such 
as males experiencing urinary retention requiring urology surgery 
(Selius & Subedi, 2008) and women experiencing more fractures re‐
quiring surgery (Cawthon, 2011).

Variations in indications for IDC insertion were noted in different 
patient age groups. In patients aged over 70 years, urinary retention 
was the most common indication for IDC insertion. For patients from 
50 years of age to <70, urinary monitoring was the most common in‐
dication. Finally, patients less than 50 were most likely to receive an 
IDC for postsurgical management. These results differed from those of 
Gokula et al. (2004), who found that urinary output monitoring was the 
most common indication for IDC insertion in patients over 65 years.

The current study identified a significant variation in IDC usage 
rates across the major specialties. Almost half of all critical care pa‐
tients received an IDC (42%), compared with very low rates in med‐
ical (9%) and rehabilitation wards (6%). Sixty‐five percentage of IDC 
insertions in critical care were for urinary monitoring, compared to 
14% in noncritical care wards. However, despite the different indi‐
cation for IDC insertion, critical care and noncritical care areas had 
the same mean IDC duration. There is a need for constant vigilance 
with CAUTI prevention efforts in critical care wards where IDC use 
is necessarily high. Whilst IDC use in rehabilitation wards was low, 
these patients had the longest IDC duration. This necessitates par‐
ticular attention being given to the presence of an IDC in patients in 
rehabilitation wards to ensure IDCs are removed as early as possible.

Similar to previous Australian studies (Gardner et al., 2014; So et 
al., 2014), indication for IDC insertion was often not documented, 
making it difficult to identify inappropriate or avoidable IDC place‐
ments based on best practices guidelines (Gould et al., 2010). Missing 
documentation highlighted in this and other studies is concerning. 
The importance of complete and accurate patient record documen‐
tation is essential, and all health professionals have a responsibility 
to accurately document patient care for communication purposes 

TA B L E  3   IDC insertion information

Designation of IDC inserter Freq (%)

Medical officer 53 (48)

RN 53 (48)

RM 3 (3)

EN/EEN/community 2 (2)

Total 111

Location of IDC insertion  

ED 44 (28)

ED other hospital 9 (6)

Ward 55 (35)

Operating suite 40 (26)

ICU 7 (4)

Community 1 (1)

Total 156

F I G U R E  4   Histogram of IDC 
duration
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and to foster quality and continuity of care. The insertion of an IDC, 
as well as the indication for insertion, should be clearly recorded in 
the patient's healthcare record.

Of those IDC indications that were documented, all were identified 
as appropriate. Missing documentation of indication for IDC insertion 
was particularly evident in patients with IDCs inserted in the ED (52%). 
This provides further support for the need for CAUTI prevention in‐
terventions to have a focus in EDs (Schuur et al., 2014). Older patients 
were also slightly less likely to have an indication for IDC documented. 
Study findings are mostly consistent with So et al. (2014)'s study with 
similar percentages in ward and operating suite insertions, with the 
largest number of IDC insertions occurring in wards. However, ED IDC 
insertion rates were higher in this study at 34% compared to 23% in 

So et al. (2014)'s study. This information provides direction for further 
study to understand why this is the case and for targeting future pre‐
vention strategies.

A high percentage of patients had a urine culture collected (43%), 
with nearly half of these collected on the day of IDC insertion. 
Whilst data on catheter specimen of urine (CSU) indication were not 
collected in the study, it suggests that some urine cultures are being 
collected routinely on IDC insertion, which has been found in a pre‐
vious study of nurses' practices (Jones, Sibai, Battjes, & Fakih, 2016). 
Routine urine culture collection for IDC insertion is not recom‐
mended and leads to a break in the closed catheter system and po‐
tentially avoidable antimicrobial treatment (Garcia & Spitzer, 2017). 
Use of a decision‐making tool for CSU collection has been found to 
reduce inappropriate CSU collections in a pilot study (Gralton et al., 
2017), and further use is warranted.

4.1 | Limitations

The point prevalence method of data collection precluded being able to 
determine inappropriate catheterisation for those patients where the 
indication was not documented. In order to determine if indications for 
IDCs were appropriate, a full audit of patient charts would have been 
required, which was beyond the scope of this study. The point preva‐
lence method of data collection may also have missed identification of 
some CAUTIs, as patients that had an IDC removed the day prior to the 
point prevalence survey and developed a UTI on the day of the survey 
would not have been included in the data collection for CAUTI.

Using the point prevalence method of data collection meant that 
duration of catheterisation was collected from the date of insertion 
(if documented), until the date of the survey. For this reason, the 
duration of catheterisation should not be compared with rates from 
other studies that calculated from insertion to removal date.

Whilst this study was the largest point prevalence survey of 
IDC use in acute care hospitals in Australia, it was limited to four 
hospitals in one state. Therefore, findings may not be generalis‐
able to all acute care Australian hospitals. Further larger studies 
are needed to identify the patient population with IDCs more pre‐
cisely in an Australian context. A nationally planned point preva‐
lence study of HAIs is likely to provide such information (Russo et 
al., 2018).

TA B L E  4   Mean and median catheter duration in days

 n

IDC duration

Mean [95% CI] Median

All IDC patients 185 6 [5, 7] 3

Hospital

Metro A 185 7 [5, 8] 3

Metro B  6 [4, 8] 4

Rural A  5 [3, 7] 3

Rural B  6 [2, 10] 3

ICU status

No ICU 185 6 [2, 10] 3

ICU  6 [5, 7] 3

Specialty 185   

Medical  7 [5, 8] 6

Surgical  6 [4, 8] 3

Critical care  5 [3, 6] 3

Rehabilitation  18 [8, 27] 11

Obstetrics  2 [1, 2] 2

Ward type 185   

Noncritical care ward  7 [5, 8] 3

Critical care ward  5 [3, 6] 3

Gender 185   

Female  5 [4, 6] 3

Male  7 [6, 9] 3

Age group 185   

<50  5 [2, 8] 2

50–<70  5 [3, 7] 3

70–<80  8 [6, 11] 4

80+  6 [4, 8] 3

IDC indication 144   

Urinary retention  8 [5, 11] 6

Urinary monitoring  6 [4, 8] 4

Sepsis  6 [4, 9] 4

Postsurgical mgmt  4 [2, 7] 2

Other  5 [3, 7] 4

TA B L E  5   Urine culture collection

Urine culture collected Freq (%)

No 109 (56)

Yes 85 (44)

Total 194

Timing of urine culture collection  

Same day IDC insertion 50 (67)

Day after IDC insertion 12 (16)

>1 day post‐IDC insertion 13 (17)

Total 75
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5  | CONCLUSION

Study findings provide information on indications for IDC use by 
gender and age, which has not previously been reported in an 
Australian context. No differences were identified in IDC preva‐
lence between male and female inpatients; however, age influ‐
enced prevalence, increasing in the older person. Indications for 
IDC insertion are influenced by age and gender of the inpatient 
adult population. These study findings have implications for how 
organisations continue to improve patient safety related to IDC 
use. Organisations can use these findings to review existing IDC 
insertion practices and documentation related to IDC insertion. 
Given the high prevalence of IDCs in acute care hospitals and the 
associated adverse risks, it is imperative that health organisations 
develop and implement strategies to reduce IDC use and dura‐
tion, improve management of IDCs and documentation and reduce 
inappropriate treatment of asymptomatic bacteriuria. There are 
potential cost savings through reduced routine pathology testing, 
antibiotic use, IDC equipment and length of patient stay.

6  | RELE VANCE TO CLINIC AL PR AC TICE

This paper informs a comprehensive understanding of patient char‐
acteristics and contextual factors that influence the likelihood of IDC 
placement so that identifying risk factors and preventative strategies 
can be better targeted. Findings specifically identify the point preva‐
lence of indwelling urinary catheters (IDCs) in an adult acute care set‐
ting as well as variations in practice, as these data have not previously 
been available in this context. Findings highlight the different indica‐
tions for IDC insertion based on patient age and gender, which clini‐
cians should heed to understand patient populations that are likely to 
receive an IDC in an acute care setting. This paper encourages clini‐
cians to continue to be aware of patients with IDCs in situ and assess 
the need for the IDC regularly to reduce CAUTI risk.

Missing documentation highlighted in this and other studies is 
concerning. The importance of complete and accurate patient record 
documentation is essential and all health professionals have a responsi‐
bility to accurately document patient care for communication purposes 
and to foster quality and continuity of care. The insertion of an IDC, as 
well as the indication for insertion, should be clearly recorded in the 
patient's healthcare record (Clinical Excellence Commission, 2015).
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