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	A Suprapubic Catheter is a bendable rubber tube that is inserted directly from the abdomen into the urinary bladder to drain the urine. It is kept in place by a small balloon that is inflated after it is inserted into the bladder. As the catheter is a foreign body, it can be a source of infection and trauma. The insertion, irrigation, removal and replacement of the catheter can only be done by an LPN/RN/MD. It may be connected to a leg bag during the day and a large drainage bag that can be hung on the side of the bed at night.



	INFORMATION / INSTRUCTIONS
DAILY CARE:
1. To prevent infection, good hygiene is VERY important.
· Gloves must be worn. Hold the end of the catheter tube in place to keep it from being pulled out while cleaning twice a day and PRN. Using a clean washcloth gently wash around and away from the stoma (the opening created for the suprapubic catheter is called stoma) with warm water and soap (without lotions or perfumes). 
· Rinse area well and pat dry.  Discard gloves and wash your hands.
· Report to RN: any redness, skin irritation, skin color changes, bleeding, unusual odor, green discharge around stoma.
2. If the stoma requires to be covered with a bandage:
· Wash hands using soap, or utilize a hand cleanser.
· Put on gloves and gently remove the old bandage by supporting the skin around the stoma with one hand, and with the other hand gently remove any adhesive tape by pulling in the direction of hair growth.  Dispose of the bandage and gloves.
· Monitor the skin for any sign or irritation from the adhesive.
· Wash hands again and put on clean gloves, clean stoma as per above.
· Remove gloves and apply a new bandage. Wash hands. Use as little tape as possible to secure the bandage.
· Avoid tight clothing over the stoma.
PROBLEMS WITH THE CATHETER: No urine drainage from the catheter is a sign that may mean the catheter is not draining urine from the bladder.  Do the following:
1. Check to see if the urine tubing is twisted or bent, or if he/she is lying on the catheter or tubing.
2. Make sure that the urine bag and tubing are located below the level of the bladder. 
3. Check for leaking; is the bed, clothing or area around drainage bag wet? 
4. Is the individual restless or uncomfortable? 
5. Fullness in the lower abdomen. 
6. Notify RN: if unable to correct the blockage and document in the Residential Notes:
· If output is less than 
· Urine is cloudy, has lots of sediment or mucous shreds, or has a strong foul odor.
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REPORT TO MD:
· Temperature above 101, chills, severe pain in the lower back, bladder or abdomen
·  If the catheter has not drained for	hours and the tubing was found not to be kinked. 
· Persistent bloody urine 
· Urine leaking around the catheter and stoma and no drainage in the bag.

DRAINAGE BAG
· PLACEMENT OF DRAINAGE BAG
· Avoid having urine pool in the catheter by having drainage bag and tubing lower than the bladder. NEVER raise a bag above the height of the bladder. This could cause urine to run back into the bladder and increase the risk of infection. 
· A leg bag is secured to the thigh with straps that come with the bag. There should always be slack in the catheter tubing to prevent strain on bladder or skin opening. Straps should only be tight enough to hold the bag in place.  DO NOT OVER TIGHTEN. 
· Drainage bag should be clipped to the side of the bed or wheelchair so that it does not drag on the ground. 
· Check tubing to be sure is not kinked.
· EMPYTING A LEG OR DRAINAGE BAG4
· If possible it is best practice to empty a urine drainage bag when it is 1/2 to 2/3 full.
· Empty a full sized drainage bag at least every eight hours. For a smaller leg bag, empty it every 3 – 4 hours. 
· DO THE FOLLOWING WHEN EMPTYING THE URINE DRAINAGE BAG:
1.  Gather the supplies you need – gloves, alcohol wipe, and container to put the urine in if is not going to be emptied directly into the toilet. 
2.  Wash hands, put on disposable gloves. 
3.  Remove the drain spout from the sleeve at the bottom of the urine bag without touching its tip.  Open the slide valve on the spout. 
4.  Let the urine flow out of the bag into the container or toilet. Do not let the drainage tube touch anything. 
5.  Clean the end of the drain spout when the bag is empty, wiping it with an alcohol wipe. 
6.  Close the slide valve and put the drain spout into it sleeve at the bottom of the urine bag. 
7.  Wash and store the container to collect urine if one was used. 
8.  If ordered by MD or RN (measure and record the amount of urine, on the intake and output record each shift,	shift is responsible for totaling the amount.)
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CHANGING OR REPLACING LEG OR DRAINING BAG: IF A LEG BAG IS USED DURING THE DAY, IT SHOULD BE CHANGED TO A DRAINAGE BAG AT NIGHT.
· Gather the supplies – gloves, alcohol wipes, and drainage bag. Wash hands and put on gloves.
· Drain the bag following the above procedure. 
· Clamp the catheter to prevent contamination. 
· Disconnect the tubing. Swab the connection between the catheter and current drainage bag with alcohol wipe and place cap on drainage bag. 
· Swab the end of the drainage bag to be connected with alcohol. 
· Connect the drainage bag to the catheter. 
· Unclamp the catheter. 
· Secure the tubing of the drainage bag to the thigh so that the catheter is not pulled tight. 
· If replacing with a new bag, date/label bag.
CLEAN THE LEG AND DRAINAGE BAG DAILY
· After detaching the used drainage bag from the catheter tubing and replacing with a new bag, do the following:
· Drain any urine out of the used drainage bag. 
· Rinse the used drainage bag with warm water.
· RN should determine cleaning instructions and include in PONS. 
· Empty, rinse, and place cap on bag. 
· When the bag is dry, store it in a clean plastic bag until ready to use again.

IF AT ANY TIME THE CETHETER COMES OUT COVER THE STOMAS AREA WITH A DRY, STERILE BANDAGE, AND FERER TO THE MAR FOR INSTRUCTIONS OF WHOM TO CONTACT AND MAKE CONTACT ASAP.

· Special instructions for this individual:




IF ANY EVENT OCCURS THAT CAUSES CONCERN FOR THE PERSON’S WELL BEING IMMEDIATELY NOTIFY THE RN!!

IF ANY EVENT OCCURS THAT MAY REPRESENT A THREAT TO THE PERSON’S HEALTH/WELL BEING ACTIVATE EMERGENCY MEDICAL SERVICES BY CALLING 911
        





