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objective. To produce an accurate estimate of the association between catheter-associated urinary tract infection (UTI) and intensive
care unit (ICU) and hospital mortality, controlling for major confounding factors.
design.
setting.

Nested case-control study in a multicenter cohort (the OutcomeRea database).
Twelve French medical or surgical ICUs.

methods. All patients admitted between January 1997 and August 2005 who required the insertion of an indwelling urinary catheter.
Patients who developed catheter-associated UTI (ie, case patients) were matched to control patients on the basis of the following criteria:
sex, age (Ⳳ 10 years), SAPS (Simplified Acute Physiology Score) II score (Ⳳ 10 points), duration of urinary tract catheterization, and
presence or absence of diabetes mellitus. The association of catheter-associated UTI with ICU and hospital mortality was assessed by use
of conditional logistic regression.
results. Of the 3,281 patients who had an indwelling urinary catheter, 298 (9%) developed at least 1 episode of catheter-associated
UTI. The incidence density of catheter-associated UTI was 12.9 infections per 1,000 catheterization-days. Crude ICU mortality rates were
higher among patients with catheter-associated UTI, compared with those without catheter-associated UTI (32% vs 25%, P p .02); the
same was true for crude hospital mortality rates (43% vs 30%, P ! .01 ). After matching and adjustment, catheter-associated UTI was no
longer associated with increased mortality (ICU mortality: odds ratio [OR], 0.846 [95% confidence interval {CI}, 0.659-1.086]; P p .19
and hospital mortality: OR, 0.949 [95% CI, 0.763-1.181]; P p .64).
conclusion. After carefully controlling for confounding factors, catheter-associated UTI was not found to be associated with excess
mortality among our population of critically ill patients in either the ICU or the hospital.
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Urinary tract infection (UTI) is the most common infection
acquired by hospitalized adult patients, accounting for 30%40% of all nosocomial infections.1,2 In the hospital, the intensive care unit (ICU) has the highest prevalence of UTI
(8%-21% of nosocomial infections); more than 95% of ICU
cases are associated with the presence of an indwelling urinary
catheter.3,4
Although catheter-associated urinary tract infection (UTI)
is a very common infection, its link with mortality remains
controversial. In a large cohort study conducted in 1982, Platt
et al.5 reported a significantly higher risk of hospital mortality
in patients with catheter-associated UTI. Two more-recent

studies found similar results.6,7 Three other studies, however,
reported the opposite result, that catheter-associated UTI did
not increase the risk of hospital mortality.8-10 The discrepant
results of these studies could be ascribed to patients’ baseline
heterogeneity and subsequent in-hospital events, which may
have confounded the link between catheter-associated UTI
and mortality.
Knowing the real impact of catheter-associated UTI on
patients’ outcome is undoubtedly necessary for clinicians who
must decide whether specific treatments are required. Particularly, this knowledge would help resolve some important
issues that frequently arise in the ICU, such as whether it is
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necessary to change the urinary catheter or administer antibiotics. Thus, we performed this study to yield a more accurate estimation of the association between catheter-associated UTI and mortality in the ICU and in the hospital as
a whole, matching patients for the probability of ICU-acquired UTI and further controlling for major confounding
factors.

methods
Study Design and Data Source
We conducted a nested case-control study in a multicenter
cohort (the OutcomeRea database) from January 1997 to
August 2005. The database, which receives information from
12 French ICUs, is designed to record daily severity scores
and the occurrence of iatrogenic events. Data on a random
sample of patients older than 16 years with ICU stays longer
than 24 hours was entered into the database each year. Briefly,
each participating ICU could choose between 2 sampling
methods: consecutive admitted patients in randomized beds
or consecutive admitted patients in a randomized month.
In accordance with French law, the OutcomeRea database
was declared to and approved by the Commission Nationale
de l’Informatique et des Libertés. Because routine collection
of clinical and paraclinical data did not modify patients’ management in any way, and statistical analyses were processed
anonymously, informed consent was waived for participation
in the study.
Method of Data Collection
The senior physicians of the participating ICUs were closely
involved in establishing the daily data collected for the database. For each patient, the investigators entered the data
into a computer case-report form using the data-capture software VigiRea (OutcomeRea) and imported all records to the
OutcomeRea database. All codes and definitions were written
prior to data collection.
Quality of the Database
The data-capture software immediately conducted an automatic check of most of the variables entered by the investigators. Multiple automatic checking of internal consistency
generated queries that were sent to the ICUs before the new
data were incorporated into the database. At each participating ICU, the quality control procedure involved having a
senior physician from another participating ICU check a 2%
random sample of study data. k coefficients ranged from 0.5
to 0.9 for qualitative variables, and interrater correlation coefficients ranged from 0.67 to 1 for clinical variables, disease
severity scores, and organ dysfunction scores.
The lowest k coefficient was obtained for the McCabe class.
The lowest interrater correlation was obtained for lactate level
on day 3. Otherwise, the k coefficient was always higher than
0.62 for qualitative variables; the interrater coefficient ranged

between 0.72 and 0.99 for quantitative variables (it was 0.780.91 for disease severity and organ dysfunction scores, and
was 0.99 for duration of mechanical ventilation, ICU stay,
and hospital stay).
Study Population and Definitions
All patients in the database were eligible. Patients who had
UTI before insertion of the urinary catheter and patients
without a urinary catheter were excluded.
Patients were cautiously screened for catheter-associated
UTI. Urine specimens were systematically collected for culture, either once per week, or at the time a new episode of
sepsis occurred. Catheter-associated UTI was deemed present
if a urine culture yielded at least 103 colony-forming units
(cfu)/mL of 1 or 2 microorganisms.11,12 A bacteremic or fungemic catheter-associated UTI was considered present if there
was a catheter-associated UTI accompanied by blood cultures
positive for the same microorganism within a 48-hour period.
Case patients were those who developed catheter-associated
UTI. For inpatients who developed several episodes of catheter-associated UTI, only the first episode was included in
the analysis. Control patients were selected from among the
remaining patients. Case patients were matched to control
patients on the basis of predicted mortality and known risk
factors for ICU-acquired UTI,13-17 by use of an algorithm
available from OutcomeRea.18 More precisely, the matching
criteria were as follows: sex, age (Ⳳ 10 years), SAPS (Simplified Acute Physiology Score) II (Ⳳ 10 points), presence
or absence of diabetes mellitus, and duration of urinary tract
catheterization. In addition, we imposed the condition that
the time to the onset of catheter-associated UTI from the
insertion of the urinary catheter in case patients be equal to
or less than the duration of urinary tract catheterization in
their respective control patients.
Data Collection
The following data were collected: age; sex; McCabe class
(class 1, no fatal underlying disease; class 2, underlying disease
fatal within 5 years; class 3, underlying disease fatal within 1
year)19; comorbidities (assessed according to the Acute Physiology and Chronic Health Evaluation II definitions)20; severity of illness at ICU admission and daily during the ICU
stay, assessed using the SAPS II score21; the sequential organ
failure assessment score22 and the logistic organ dysfunction
(LOD) score23; admission category (ie, medical, scheduled
surgery, or unscheduled surgery); admission diagnosis;
whether the patient was transferred from a ward (defined as
a stay in an acute care bed or ward for 24 hours or longer
immediately before ICU admission); length of ICU stay and
of hospital stay; and vital status at ICU and hospital discharge.
Data on invasive procedures (ie, placement of an arterial or
central venous catheter, and endotracheal intubation), treatments for organ failure (ie, receipt of catecholamine infusion
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table 1. Demographic and Clinical Characteristics of Intensive Care Unit (ICU)
Patients With and Patients Without Catheter-Associated Urinary Tract Infection (UTI)

Variable

Patients with
catheterassociated UTI
(n p 298)

Patients without
catheterassociated UTI
(n p 2,983)

Pa

69 (57-77)
160 (54)
46 (36-57)
5 (3-7)

66 (51-76)
1,831 (61)
42 (30-57)
4 (2-7)

.001
.10
.014
.12

186 (62)
38 (12)
74 (25)

1,862 (62)
484 (16)
637 (21)

.12

Age, median (IQR), years
Male sex
SAPS II score, median (IQR)
LOD score, median (IQR)
Admission category
Medical
Scheduled surgery
Unscheduled surgery
Chronic coexisting condition
Cardiac disease
Respiratory disease
Renal disease
Liver disease
Immunodeficiency
Uncomplicated diabetes mellitus
Complicated diabetes mellitus
Therapy received X48 h after
ICU admission
Catecholamine infusion
Mechanical ventilation
Antibiotics
Broad-spectrum antibiotics

51
62
6
17
39
50
17

(17)
(21)
(2)
(6)
(13)
(17)
(6)

467
496
100
170
371
463
126

(16)
(17)
(3)
(6)
(12)
(16)
(4)

164
137
224
163

(55)
(46)
(74)
(54)

1,369
923
2,203
1,665

(46)
(31)
(73)
(56)

.51
.07
.22
.99
.75
.57
.23

.01
!.01

.91
.71

note. Data are expressed as no. (%) of patients, unless otherwise indicated. IQR, interquartile range; SAPS II, Simplified Acute Physiology Score version II; LOD, logistic organ
dysfunction.
a
Wilcoxon test for continuous data, and x2 test for categorical data.

and/or mechanical ventilation), and use of antibiotics were
also recorded.
Statistical Analyses
Comparisons between patients in the whole cohort were
based on x2 tests for categorical data and on the Wilcoxon
test for continuous data. Assuming an ICU mortality of 30%
among patients without catheter-associated UTI and assuming that catheter-associated UTI would occur in more than
250 patients, we calculated that 3 control patients per case
patient would be necessary to unmask a difference in the
mortality-associated odds ratio of 1.5 with an a risk of 5%
and a power of 80%.
Comparisons between matched patients were initially based
on bivariate conditional logistic regression. Multivariate conditional logistic regression was then used to examine the association between catheter-associated UTI and ICU and hospital mortality, adjusting for potential confounding variables
(ie, variables that had a P value of .10 or less in bivariate
analysis). The Wald x2 test was used to determine the significance of each variable. Adjusted odds ratios (ORs) and
95% confidence intervals (CIs) were calculated for each parameter estimate.

A P value less than .05 was considered significant. Analyses
were computed with the SAS 9.1 software package (SAS
Institute).

results
Study Population
Of the 4,811 patients in the OutcomeRea database, 64 (1.3%)
had UTI on ICU admission and were thus excluded. Of the
remaining 4,747 patients, 3,281 (69.1%) had an indwelling
urinary catheter, and 298 (9%) had catheter-associated UTI.
The overall incidence density of catheter-associated UTI was
12.9 infections per 1,000 catheterization-days. Bacteremic or
fungemic catheter-associated UTI occurred in 4 case patients,
for an overall incidence density of 0.17 infections per 1,000
catheterization-days. The median time to onset of catheterassociated UTI was 11 days (interquartile range [IQR], 6-19
days) from the time the urinary catheter was inserted.
On the day that catheter-associated UTI occurred, 64
(21.5%) of the patients required catecholamine infusion, and
198 (66.4%) of the patients were receiving antibiotics for
extra-urinary sepsis. The demographic and clinical characteristics of study patients are shown in Table 1.
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Several factors present at admission or within 48 hours
after ICU admission were associated with an increased risk
of developing catheter-associated UTI. Patients with catheterassociated UTI, compared with those without catheter-associated UTI, were older, had higher SAPS II scores, and were
more likely to have received catecholamine infusion or mechanical ventilation during the first 48 hours of their ICU
stay (Table 1).
Microbiologic Findings
A total of 232 patients (77.8%) had 1 episode of catheterassociated UTI, 44 patients (14.8%) had 2 episodes, and 22
patients (7.4%) had 3 or more episodes. Most episodes
(93.6%) were monomicrobial. The microorganisms recovered
from urine cultures are listed in Table 2. The microorganisms
identified both in urine and blood cultures were Pseudomonas
aeruginosa, Proteus mirabilis, Escherichia coli, and Candida
albicans.
Matching
Among the 298 patients with catheter-associated UTI, 273
(91.6%) were matched successfully to 896 control patients
for all matching criteria. Unmatched patients were younger
and had a longer duration of urinary catheterization than
matched patients, but had similar SAPS II and LOD scores
at ICU admission.
Case patients were less likely than control patients to have
received antibiotics within 72 hours before onset of catheterassociated UTI (or the corresponding day, for control patients). General characteristics and in-ICU events that were
potentially associated with mortality in case and control patients are shown in Table 3.
Outcomes
Overall, the ICU mortality rate was 32% among patients with
catheter-associated UTI and 25% among patients without
catheter-associated UTI (P p .02). The hospital mortality
rate was 43% among patients with catheter-associated UTI
and 30% among patients without catheter-associated UTI vs
(P ! .01). The length of ICU stay was significantly longer for
in patients with catheter-associated UTI, compared with those
without catheter-associated UTI (median, 28 days [IQR, 1645 days] vs 7 days [IQR, 4-13 days]; P ! .001); the same was
true for the duration of hospital stay (median, 51 days [IQR,
30-80 days] vs 20 days [IQR, 10-38 days]; P ! .001).
After matching for risk factors for catheter-associated UTI,
unadjusted analysis revealed that catheter-associated UTI was
not associated with lower rates of ICU or hospital survival
(Table 4). The duration of ICU stay remained significantly
increased for patients with catheter-associated UTI, compared
with those without (median, 26 days [IQR, 16-43 days] vs
13 days [IQR, 8-23 days]; P ! .0001); the same was true for
the length of hospital stay (median, 49 days [IQR, 29-78 days]
vs 29 days [IQR, 18-54 days]; P ! .0001). After further ad-

table 2. Microbial Etiology of Catheter-Associated Urinary Tract
Infection in Intensive Care Unit Patients
Microorganism
Escherichia coli
Candida spp
Pseudomonas aeruginosa
Enterococcus spp
Klebsiella spp
Proteus spp
Enterobacter spp
Streptococcus spp
Citrobacter spp
Staphylococcus aureus

No. (%) of isolates
88
85
54
42
25
22
20
9
8
7

(29.5)
(28.5)
(18)
(14)
(8.4)
(7.4)
(6.7)
(3)
(2.7)
(2.4)

note. The number of isolates (360) exceeds the number of patients with
catheter-associated UTI (298) because some patients had polymicrobial
infection.

justment for confounding factors (ie, septic shock, multiple
organ failure, and coma as reason for ICU admission; receipt
of mechanical ventilation during the first 48 hours of ICU
stay; extra-urinary sepsis; and antibiotic use), there was still
no difference in rates of ICU or hospital survival (Table 4).

discussion
Development of a nosocomial UTI is a common complication
among ICU patients who require urinary catheterization. Several studies have evaluated the risk of death associated with
nosocomial UTI, but only a few of them specifically focused
on ICU patients.6,7,9 To our knowledge, this study is one of
the largest to have evaluated the impact of catheter-associated
UTI on ICU and hospital mortality. Crude mortality was
higher among patients with catheter-associated UTI, compared with those without, but there was no excess mortality
after careful matching and adjustment for confounding
factors.
In a widely cited prospective cohort study, Platt et al.5 found
a significantly increased risk of hospital mortality among patients with catheter-associated UTI. Nevertheless, they did not
focus on ICU patients, and it was not clear whether mortality
was indeed attributable to catheter-associated UTI. More recently, Rosenthal et al.6 also reported an increased risk of
mortality associated with ICU-acquired UTI, but they did not
adjust for potentially important confounding factors, including severity of illness. Another study showed similar results.7
After controlling for confounding factors, Laupland et al.9
concluded that ICU-acquired UTI was not a significant attributable cause of mortality. However, the confounding factors that were adjusted for in that study were not well defined,
and patients in the study may have been heterogeneous with
regard to the probability of developing ICU-acquired UTI.
In our study, we dealt with heterogeneity more extensively
by matching patients on the basis of predicted mortality and
known risk factors for catheter-associated UTI.13-17 Moreover,
we clearly defined and adjusted for confounding factors.

catheter-associated uti and mortality in the critically ill

1371

table 3. General Characteristics and Intensive Care Unit (ICU) Events Potentially Associated With Mortality in Case Patients With Catheter-Associated Urinary
Tract Infection and Control Patients
Variable
Patient characteristics at ICU admission
SAPS II score, median (IQR)
LOD score, median (IQR)
McCabe class
1
2
3
Admission category
Medical
Scheduled surgery
Unscheduled surgery
Transfer from ward
Chronic coexisting condition
Cardiac disease
Respiratory disease
Renal disease
Liver disease
Immunodeficiency
Uncomplicated diabetes mellitus
Complicated diabetes mellitus
Reason for ICU admission
Septic shock
Cardiogenic shock
Hemorrhagic shock
Acute respiratory failure
Acute exacerbation of COPD
Acute renal failure
Coma
Trauma
Multiple organ failure
Other
Therapy received X48 h after
ICU admission
Catecholamine infusion
Mechanical ventilation
Antibiotics
Broad-spectrum antibiotics
Events 148 h after ICU admission
Extra-urinary sepsis
Antibioticsb
Shock or failure of any organ

Case group
(n p 273)

Control group
(n p 896)

Pa

45 (36-57)
3 (1-6)

44 (34-57)
3 (1-6)

.58
.85

127 (47)
130 (47)
16 (6)

452 (50)
366 (41)
78 (9)

.61

167
35
71
170

(61)
(13)
(26)
(63)

527
152
217
558

(59)
(17)
(24)
(64)

.74

.79

50
60
6
16
34
50
14

(18)
(22)
(2)
(6)
(12)
(18)
(5)

150
174
29
44
98
171
29

(17)
(19)
(3)
(5)
(11)
(19)
(3)

.62
.21
.32
.28
.99
.16
.28

38
9
10
80
15
13
54
4
20
30

(14)
(3)
(4)
(29)
(6)
(5)
(20)
(1)
(7)
(11)

156
28
32
262
40
42
131
11
39
155

(17)
(3)
(4)
(29)
(5)
(5)
(15)
(1)
(4)
(18)

.04
.67
.99
.95
.40
.95
.04
.97
.05
.07

153
12
197
143

(56)
(44)
(72)
(52)

482
314
688
575

(54)
(35)
(77)
(64)

.84
.02
.03
!.01

203 (74)
198 (73)
267 (98)

474 (53)
701 (78)
872 (97)

!.001

.02
.80

note.

Data are no. (%) of patients, unless otherwise indicated. IQR, interquartile range;
SAPS II, Simplified Acute Physiology Score version II; LOD, logistic organ dysfunction;
COPD, chronic obstructive pulmonary disease.
a
Conditional logistic regression.
b
Antibiotic therapy received within 72 hours before the day of catheter-associated UTI onset
(or before the corresponding day in control patients).

Thus, we were able to identify more precisely the independent
effect of catheter-associated UTI on mortality. The conclusion
that catheter-associated UTI did not worsen patients’ outcome has potentially important implications for the management of patients with indwelling urinary catheters. First,

frequent and regular performance of urine cultures for patients with an indwelling urinary catheter may be unnecessary
and, consequently, unduly costly. Second, regular changing
of the urinary catheter in cases of catheter-associated UTI
may not be recommended, all the more so as it could be
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table 4. Association Between Mortality and Catheter-Associated
Urinary Tract Infection in Intensive Care Unit (ICU) Patients
Variable
Unadjusted analysis
ICU death
Hospital death
Adjusted analysis
ICU death
Hospital death

OR (95% CI)

Pa

1.020 (0.796-1.306)
1.185 (0.954-1.481)

.88
.12

0.846 (0.659-1.086)
0.949 (0.763-1.181)

.19
.64

note.
a

For details of adjustment, see Methods.
Conditional logistic regression.

associated with septicemia. Finally, catheter-associated UTI
could be considered colonization rather than infection, and
antibiotics should not be given in the absence of associated
bacteremia or fungemia (which is a rather rare occurrence),
pyelonephritis, or prostatitis. Receiving antibiotics seems to
decrease the risk of catheter-associated UTI, but, conversely,
not receiving antibiotics does not seem to have a negative
impact on the risk of catheter-associated UTI.
Some limitations of this study merit consideration. First,
the observational design of our study precludes making any
definite recommendation. Further prospective interventional
studies are needed to confirm our findings. Specifically, these
studies should assess the impact of changing urinary catheters
and administering antibiotic therapy among patients with
catheter-associated UTI. Second, there might be some masked
confounding factors, because this was not a controlled study.
However, by matching for known risk factors for ICU-acquired UTI and controlling for usual risk factors for mortality,
we dealt with confounding more extensively than any previous report, to our knowledge.
Third, not all patients with catheter-associated UTI could
be matched. Yet the proportion of unmatched patients was
very low, in spite of the large number of matching criteria,
and those patients had the same probability of death, as defined by severity scores on ICU admission. This fact is thus
very unlikely to have changed the results.
Fourth, we did not define catheter-associated UTI according to the Centers for Disease Control and Prevention criteria
for nosocomial infections.24 However, these criteria are difficult to apply to the ICU: functional signs are impossible to
identify in sedated patients with an indwelling urinary catheter, fever is either absent or nonspecific, and bacterial growth
may be impaired by ongoing antibiotic therapy for extraurinary sepsis. Thus, most episodes of catheter-associated UTI
are asymptomatic. That is why we had to collect urine specimens for cultures weekly or when a new episode of sepsis
occurred. That the overall incidence densities of catheterassociated UTI and of bacteremic or fungemic catheter-associated UTI were consistent with previous reports shows the
diagnosis of catheter-associated UTI was neither overestimated nor underestimated in our study.9,25-27
Fifth, one may argue that the implementation of specific

treatment (ie, changing urinary catheters and administering
antibiotic therapy) might reduce ICU and hospital lengths of
stay for patients with catheter-associated UTI. It must be
emphasized, however, that the benefits of such a treatment
are hypothetical. Additionally, the greater lengths of stay observed in this study were probably related to more-severe
underlying conditions and greater disease severity, rather than
to catheter-associated UTI itself.
Sixth, the fact that most patients with catheter-associated
UTI were receiving antibiotic therapy may also have confounded the results by protecting patients against septic shock
and death. Nevertheless, those factors were adjusted for, and
patients with catheter-associated UTI received fewer antibiotics than their matched control patients.
Finally, it must be kept in mind that the prognosis of
catheter-associated UTI may depend on the microorganisms
involved. Particularly, the risk of death may be increased in
case of candiduria.28 Infection with other pathogens, such as
P. aeruginosa or E. coli, may also carry a higher risk of death.
This issue remains to be clarified.
In conclusion, catheter-associated UTI does not seem to
be associated with increased mortality among ICU patients,
after careful matching and controlling for confounding factors. Further prospective interventional studies are required
to confirm our results.
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(SICU, Hôpital Saint-Joseph, Paris), Marie-Alliette Costa de
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Croix Saint-Simon, Paris), Eric Le Miere (ICU, Hôpital Louis
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Hôpital Avicenne, 125, route de Stalingrad 93009 Bobigny Cedex France
(yves.cohen@avc.aphp.fr).

references
1. Eriksen HM, Iversen BG, Aavitsland P. Prevalence of nosocomial infections in hospitals in Norway, 2002 and 2003. J Hosp Infect 2005; 60:
40-45.
2. Lizioli A, Privitera G, Alliata E, et al. Prevalence of nosocomial infections
in Italy: result from the Lombardy survey in 2000. J Hosp Infect 2003;
54:141-148.
3. Richards MJ, Edwards JR, Culver DH, Gaynes RP. Nosocomial infections
in combined medical-surgical intensive care units in the United States.
Infect Control Hosp Epidemiol 2000; 21:510-515.
4. Vincent JL, Bihari DJ, Suter PM, et al. The prevalence of nosocomial
infection in intensive care units in Europe: results of the European Prevalence of Infection in Intensive Care (EPIC) Study. EPIC International
Advisory Committee. JAMA 1995; 274:639-644.
5. Platt R, Polk BF, Murdock B, Rosner B. Mortality associated with nosocomial urinary-tract infection. N Engl J Med 1982; 307:637-642.
6. Rosenthal VD, Guzman S, Orellano PW. Nosocomial infections in medical-surgical intensive care units in Argentina: attributable mortality and
length of stay. Am J Infect Control 2003; 31:291-295.

1373

7. Vosylius S, Sipylaite J, Ivaskevicius J. Intensive care unit–acquired infection: a prevalence and impact on morbidity and mortality. Acta Anaesthesiol Scand 2003; 47:1132-1137.
8. Garcia-Martin M, Lardelli-Claret P, Jimenez-Moleon JJ, Bueno-Cavanillas A, Luna-del-Castillo JD, Galvez-Vargas R. Proportion of hospital
deaths potentially attributable to nosocomial infection. Infect Control
Hosp Epidemiol 2001; 22:708-714.
9. Laupland KB, Bagshaw SM, Gregson DB, Kirkpatrick AW, Ross T, Church
DL. Intensive care unit–acquired urinary tract infections in a regional
critical care system. Crit Care 2005; 9:R60-65.
10. Tambyah PA, Maki DG. Catheter-associated urinary tract infection is
rarely symptomatic: a prospective study of 1,497 catheterized patients.
Arch Intern Med 2000; 160:678-682.
11. Maki DG, Tambyah PA. Engineering out the risk for infection with
urinary catheters. Emerg Infect Dis 2001; 7:342-347.
12. Mnatzaganian G, Galai N, Sprung CL, et al. Increased risk of bloodstream
and urinary infections in intensive care unit (ICU) patients compared
with patients fitting ICU admission criteria treated in regular wards. J
Hosp Infect 2005; 59:331-342.
13. Garibaldi RA, Mooney BR, Epstein BJ, Britt MR. An evaluation of daily
bacteriologic monitoring to identify preventable episodes of catheterassociated urinary tract infection. Infect Control 1982; 3:466-470.
14. Laupland KB, Zygun DA, Davies HD, Church DL, Louie TJ, Doig CJ.
Incidence and risk factors for acquiring nosocomial urinary tract infection in the critically ill. J Crit Care 2002; 17:50-57.
15. Leone M, Albanese J, Garnier F, et al. Risk factors of nosocomial catheterassociated urinary tract infection in a polyvalent intensive care unit.
Intensive Care Med 2003; 29:1077-1080.
16. Shapiro M, Simchen E, Izraeli S, Sacks TG. A multivariate analysis of
risk factors for acquiring bacteriuria in patients with indwelling urinary
catheters for longer than 24 hours. Infect Control 1984; 5:525-532.
17. Tissot E, Limat S, Cornette C, Capellier G. Risk factors for catheterassociated bacteriuria in a medical intensive care unit. Eur J Clin Microbiol
Infect Dis 2001; 20:260-262.
18. OutcomeRea. Available at: http://www.outcomerea.org/index.php/
documents/56-epidemiologie-biostatistiques/75-datamining-et-bases-de
-donnees/voir-categorie.html. Accessed October 22, 2007.
19. McCabe WJ, GG. Gram-negative bacteremia. I. Etiology and ecology.
Arch Intern Med 1962; 110:847-855.
20. Knaus WA, Draper EA, Wagner DP, Zimmerman JE. APACHE II: a
severity of disease classification system. Crit Care Med 1985; 13:818-829.
21. Le Gall JR, Lemeshow S, Saulnier F. A new Simplified Acute Physiology
Score (SAPS II) based on a European/North American multicenter study.
JAMA 1993; 270:2957-2963.
22. Vincent JL, Moreno R, Takala J, et al. The SOFA (sepsis-related organ
failure assessment) score to describe organ dysfunction/failure. On behalf
of the Working Group on Sepsis-Related Problems of the European Society
of Intensive Care Medicine. Intensive Care Med 1996; 22:707-710.
23. Le Gall JR, Klar J, Lemeshow S, et al. The logistic organ dysfunction
system: a new way to assess organ dysfunction in the intensive care unit.
ICU Scoring Group. JAMA 1996; 276:802-810.
24. Garner JS, Jarvis WR, Emori TG, Horan TC, Hughes JM. CDC definitions
for nosocomial infections, 1988. Am J Infect Control 1988; 16:128-140.
25. Dettenkofer M, Ebner W, Els T, et al. Surveillance of nosocomial infections in a neurology intensive care unit. J Neurol 2001; 248:959-964.
26. Rosenthal VD, Guzman S, Crnich C. Device-associated nosocomial infection rates in intensive care units of Argentina. Infect Control Hosp
Epidemiol 2004; 25:251-255.
27. Rosser CJ, Bare RL, Meredith JW. Urinary tract infections in the critically
ill patient with a urinary catheter. Am J Surg 1999; 177:287-290.
28. Alvarez-Lerma F, Nolla-Salas J, Leon C, et al. Candiduria in critically ill
patients admitted to intensive care medical units. Intensive Care Med
2003; 29:1069-1076.

