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Background

• UTI is the most common infection in older people living in care 
homes (around 40% of infections)
• UTI is often difficult to recognise in older people
• This may result in over or under treatment
• Guidance about strategies for preventing UTI/CAUTI in care 

homes is limited



What is the research about?

• ‘Realist’ review of existing evidence to identify evidence-
informed strategies (‘programme theories’) that are effective in 
preventing older people in care homes from developing 
UTI/CAUTI 
• Involvement of stakeholders throughout the project



Research questions

• Preventing urinary tract infection (UTI) among older people with or 
without urinary catheters living in care homes: what works, for whom, 
why and in what circumstances?

• What are the contextual factors and mechanisms that enable 
interventions designed to support the prevention and recognition of UTI?



How recognition of UTI is integral to its 
prevention



Context-Mechanism-Outcome configuration 
(Dalkin et al 2015)



Method: Realist synthesis of evidence

Stage 1
Scoping the review

• Initial scoping search
• Concept mining initial 

theory formulation
• Consultation with 

stakeholders and 
project advisory group

Stage 2
Retrieval and review of 

evidence

• Systematic search for 
evidence

• Appraisal and data 
extraction

• Evidence tables linked 
to initial theories

Stage 3
Analysis, synthesis and 

hypothesis testing

• Synthesis of evidence
• Formulation of 

context-mechanism-
outcome 
configurations

• Stakeholder 
interviews

Stage 4
Consultation and 

dissemination

• Developing narrative 
and outputs from final 
programme theory

• Consultation with 
stakeholders and 
project advisory group

• Active dissemination 
strategy



Importance of Patient and Public Involvement

• To ensure the project is underpinned by multiple 
perspectives

• Focuses on what is important to care home 
residents and their families /representatives

• Joint decision-making at key stages

• To ensure our findings and resources reach carers 
and the public



Findings: 3 theory areas

1) Care strategies for residents to prevent UTI/CAUTI

2) Strategies to support early recognition of UTI/CAUTI

3) Making best practice happen



Theory area 1: Care strategies for 
residents to prevent UTI/CAUTI

1. Hydration recognised as a priority for all residents
2. Recognising and preventing recurrent UTI
3. Preventing catheter-associated UTI  



1. Evidence for link between hydration, UTI & 
care homes

• Older people more vulnerable to dehydration
• Dehydration is a significant problem among older people in care 

homes (Hooper 2016 found in 48%, hospital admissions Wolfe 2015)

• Link between hydration and UTI demonstrated in pre-menopausal 
women with low fluid intake (Hooper 2018, Su 2006)

• Some evidence for association between increasing hydration and 
reduction in UTI in care homes (Lean 2018, Wilson 2018)



Hydration recognised as a priority for all residents
Background
• Care routines limit the number of opportunities and choice for residents to drink
• Supporting some residents to drink can be difficult and time consuming
• Tension between encouraging and forcing some residents to drink
• Strategies that incorporate additional opportunities to drink into daily care routines 

associated with increased fluid consumption

Prioritise hydration into 
work routines  

Educate/train staff to 
recognise importance 

of hydration

Staff have increased knowledge & awareness
• are empowered to prioritise hydration
• are confident to prioritise hydration in care activity
Time is allocated to offer drinks & support residents



Fluid intake is monitored, and action taken to 
support residents to drink more

Background
• Fluid consumption not accurately recorded and poor hydration missed
• Setting daily fluid intake targets for individual residents alongside staff 

education and support by the organisation/managers

Systems and 
documentation 

designed to alert care 
staff to residents with 

poor intake

Realistic target fluid intakes set
Actions agreed to manage residents with 
inadequate intake
Staff motivated to take corrective action to 
increase fluid intake



2. Management of recurrent UTI

• Recurrent UTI associated with vaginal atrophy in post-menopausal 
women and urinary tract abnormalities in men
• Evidence for effective treatments (NICE 2018):

• Low dose prophylactic antibiotics
• Topical oestrogen 
• D-mannose

• Current systems do not support the identification and treatment of 
recurrent UTI in care home residents 



Strategies are in place to prevent recurrent UTI 
Background
• Staff need to be aware that treatments are available for recurrent UTI
• Staff can identify and assess residents who have recurrent UTI 
• Involvement of GPs and continence advisors to advise on appropriate treatment 

Staff recognise recurrent 
UTI as health problem

Systems alert care home 
staff/GPs to residents at 

risk of recurrent UTI

Proactive management facilitated by primary 
care and continence advisory services 

Staff less accepting of the inevitability of 
recurrent UTI and initiate preventative action



3. Catheters increase the risk of UTI
• Indwelling urinary catheters increase the risk of UTI because the catheter by 

passes the normal defences of the body 
• Many catheterised patients have repeat episodes of CAUTI (Meddings 2014)

• Catheters are often inserted during a hospital stay and the reason for 
catheterisation is not clearly documented or communicated  (McNulty 2006)

• Catheter removal is the most effective strategy to prevent CAUTI (Epic 2014)



Preventing catheter- associated UTI
Background
• Strategies that have been successful in reducing the risk have used:

• Defined care bundles focused on the removal of catheters and catheter management
• Staff education
• Measurement and feedback on CAUTI rates plus support from IP specialist

• Enables care homes to identify where improvement can be made and sustain change

Flexible education and training to 
help staff recognise CAUTI as 

health problem

Specialist support from 
IP/continence staff- measurement

Staff have confidence to assess urinary catheter need, identify 
alternatives and apply principles of infection prevention to 
their management

Staff are enabled and motivated to implement best practice in 
the management of urine catheters and challenge their use



Questions, comments, discussion

EYETOEYEPIX / GETTY IMAGES

Have we identified what might 
work?

Is there anything that we have 
missed?

What are the implementation  
issues that might need to be 
considered?



Theory area 2: Strategies to support 
early recognition of UTI/CAUTI

• Improving understanding of UTI recognition
• Identifying and acting upon changes in a resident that may indicate 

UTI/CAUTI
• Active monitoring of residents with early signs suggestive of UTI/CAUTI



Evidence for early recognition of UTI / CAUTI 

• Care home staff are often the first to know when a resident’s 
condition changes (Arnold 2020; Hughes 2020; Jones 2017; Tingstrom 2010)

• Symptoms of UTI/CAUTI can be less pronounced and more 
generalised in this group (Arinzon 2021; Rowe 2013; Chu 2018)

• Early signs/symptoms can be indistinguishable from other 
types of infection or related other causes, especially if resident 
has dementia (Rowe, 2013; Chu 2018; Berman 1987)

• Relying on urine dipsticks can lead to a misdiagnosis and 
overuse of antibiotics



Improving understanding of UTI recognition
Background
• It can be difficult for care home staff to change their intuitive 

understanding of UTI
• evidence-based symptoms of UTI can be difficult to observe in care home 

residents, who more often present with non-specific changes

Interactive education, which focuses on 
the role and work of care home staff 
using examples they can relate to

Commitment to supporting frequent 
opportunities for shared learning (and 
unlearning), reflection and application to 
practice

Knowledgeable and confident staff are more able to 
differentiate between UTI and other diagnoses

Increased tendency to consider alternative explanations for 
changes in a resident’s condition

Reduced reliance on urine dipsticks and less importance 
placed on non-evidence-based signs such as changes in the 
colour and smell of urine  



Identifying and acting upon changes that may 
indicate UTI/CAUTI
Background
• Healthcare support workers are often the first to recognise changes in a 

care home resident that could indicate UTI/CAUTI
• They can find it difficult to assess changes and communicate their concerns 

to senior colleagues

Whole care team actively involved in 
recognition and prevention of UTI and see 
the relevance to their role 

Use of co-produced interventions (e.g. 
structured decision support tools and 
processes) that fit with existing ways of 
working

Staff at all levels are enabled to gather and convey accurate 
and relevant information using shared language

Staff feel motivated to communicate their observations and 
believe their concerns will be acted upon

Early suspicions of UTI/CAUTI can be investigated and 
escalated clearly to the GP when needed; GP is more likely 
to regard staff concerns as valid  



Active monitoring of residents with early signs 
suggestive of UTI/CAUTI
Background
• Where there is diagnostic uncertainty, concern for missing a diagnosis and/or 

pressure from care home staff/family can lead to low-value practices or 
overprescribing
• “Active monitoring” should be a well-defined period within a protocol with 

clear actions, timelines, and roles

Diagnostic uncertainty in a resident 
with early non-specific  signs of 
UTI/CAUTI
Effective communication between 
care home staff, residents and family 
carers and the primary care team

Direct engagement with the resident and family carers using a 
protocol for active monitoring with clearly defined actions and 
strategies 
• Concerns of the residents, family carers and staff are validated
• Acceptance of active monitoring plans as a proactive step before 

resorting to antibiotics



Questions, comments, discussion
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Have we identified what might 
work?

Is there anything that we have 
missed?

What are the implementation  
issues that might need to be 
considered?



Theory area 3: Making best practice happen

•Stable leadership and collaborative culture
•Developing knowledgeable care teams



Stable leadership and collaborative culture
Background
• Care homes face challenges related to workforce capability, capacity and stability.
• May have multiple competing care priorities and processes.
• There is pressure to ‘get work done’ and care staff often have minimal autonomy to act 

as key contexts.

Care home managers embrace a resident 
centred culture of care and 
multidisciplinary working; and 
understand the benefit of implementing 
and sustaining the use of resources that 
facilitate meeting care quality, regulatory 
and commissioning requirements, and 
actively engage in improvements

Changes to processes and systems fit with patterns of care

Regular opportunities to review resident health status by 
knowledgeable care home staff who incorporate key data as 
part of deliberations that agree actions for care

Unit/home managers enabled to monitor the standard of 
care delivered by staff and staff are enabled to commit time 
to preventative fundamental care



Developing knowledgeable care teams

Background
• Time for staff learning and development in care homes may be constrained by 

workload and staff shortages.
• Learning and development needs vary according to the skill mix in the setting.
• Infrastructure and access to electronic educational resources is limited.

Education and training is embedded 
into the ethos of the care home

Educational resources fit workforce 
capabilities and preferred methods 
for learning.

Staff allocated time to reflect  and learn. 

Encouraged and incentivised to identify their individual 
learning needs.

Staff believe that change is possible and that it makes a 
difference to residents to incorporate new knowledge and 
skills into their care.



Questions, comments, discussion
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Have we identified what might 
work?

Is there anything that we have 
missed?

What are the implementation  
issues that might need to be 
considered?



RESOURCES



RESTORE2

NEWS2

UTI Diagnosis 
flowcharts

I-Hydrate

Good Hydration



Examples of Physical deterioration and escalation 
tools for care homes



Examples of UTI Specific Decision Aids



Example of UTI 
Specific Information 



Examples – Improving Hydration in Care Homes



Examples – guidelines for Recurrent UTI



Examples of Indwelling Catheter Care tool



Flexible education?



Digital Tools for Care Homes 

Paul O’Brien, CEO Elaros



Questions, comments, discussion
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• What is good/not so good about the 
current resources available? 

• Are there gaps in the resources available 
that would help staff prevent or 
recognise UTI?

• Would a digital solution that integrates 
resources for UTI prevention & detection 
be helpful?



Closing remarks
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