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Timely Catheter Change
to reduce risk of infection and readmission

BACKGROUND
We don’t know when 
the catheter has been 
changed for 1/3 of our patients.

Even when we do know the date, we don’t always change 
them at the recommended time1.

If patients go home with an ‘old’ catheter they risk a new 
infection before its changed and readmission.

1 EPIC3: National Evidence-Based Guidelines for Preventing Healthcare-
Associated Infections in NHS Hospitals in England

DIAGNOSTICS

AIM & MEASUREMENT DEFINITION CHANGE IDEAS
We realised we needed to fix recording the 
date of catheter change in order to make it 
easier to change the catheter when indicated. 

PDSA cycles
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RUN CHART Conclusions
Through concerted efforts and multiple iterations of Plan-Do-
Study-Act (PDSA) cycles, I have witnessed a significant 
improvement in the accuracy and timeliness of documentation 
of catheter change (10 consecutive data points on median 
baseline). 

Reflections 
I realized the importance of engaging frontline staff in the 
change process. By soliciting their input and involvement, we 
were able to identify barriers, generate innovative solutions, 
and garner buy-in for implementation.

Acknowledgements: 
Nicola Davey, Heather Shearer, QIClearn | @OUHospitals

Add in Bar chart 
here - 1st 14 

patients 

(n= 14)


	Slide 1

