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Abstract

Introduction: Suprapubic Foley catheters may be retained as a result of stone formation over the tip of the
catheter. However this is not unusual. What is unusual, is for the stone to be firmly adherent to the bladder
mucosa making disimpaction very difficult. This is perhaps the first of such case that will be reported in the
literature.

Case Report: The patient, Mr. AB, a 56 year old male butcher of the Igbo tribe of south east Nigeria diagnosed
of benign prostatic hyperplasia had been on suprapubic catheter for 20 months unchanged! He presented
with suprapubic catheter retention and pericatheter leakage of offensive urine. The patient claimed he was
neither informed of the need for periodic change of the catheter nor of the need for definitive management
of the underlying condition.

He was managed successfully by suprapubic cystostomy, which revealed not only that a stone had formed
over the tip of the catheter but that the stone was firmly adherent to the bladder mucosa.

Conclusion: We advocate proper counseling of patients on indwelling catheters and timely replacement of
suprapubic catheters to avoid catheter retention. Clinicians should have a high index of suspicion for stone
retention and possibly adherence, especially when suprapubic catheters have been indwelling for several

months.
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INTRODUCTION

Suprapubic Foley catheters may be retained for a
number of reasons, the commonestbeingnon deflation
of the catheter balloon[1,2]. Others are pericatheter
encrustations[3] and stone formation over the tip or
balloon of the catheter[4,5,6]. Other less documented
causes are cuffing effect of the deflated balloon[7] or
spontaneous true knotting of the catheter on itself[8].
While suprapubic catheter(SPC) retention as a result
of stone formation over the tip of the catheter may
not be unusual, adherence of the stone to the bladder
mucosa is quite unusual. We encountered a patient
with retained SPC that was due to adherence of the

stone that had formed over the tip of the catheter,
to the bladder mucosa. This is an unusual clinical
scenario that has not been reported in the literature to
the best of our knowledge. We therefore felt compelled
to highlight this clinical scenario.

CASE PRESENTATION

A 56-year-old man, was referred to our urology clinic,
through the general outpatient department (GOPD)
of our hospital on account of peri-catheter leakage
of urine which gave him a characteristic ammoniacal
odour. History revealed that he had been on SPC
which was placed 20 months prior to presentation in
a peripheral hospital on account of BOO secondary to
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benign prostatic hyperplasia (BPH). The SPC had not
been changed since insertion. The patient claimed
he was neither informed of the need for periodic
change of the catheter nor of the need for definitive
management of the underlying condition. Several
attempts had been made at the GOPD to remove the
catheter (including cutting off the valve) without
success.

Examination revealed an unkempt visibly anxious
middle aged man on a retained suprapubic silicone
coated Foley catheter. The now discoloured catheter
was connected to a urine bag. It was draining cloudy
urine into the bag but there was also pericatheter
leakage of offensive urine. He was afebrile and
in apparent good health, apart from tenderness
around the suprapubic cystostomy site. Digital rectal
examination revealed moderately enlarged prostate
with benign features (firm in consistency and rubbery
with intact median sulcus). Systemic examination
revealed no comorbidities.

Laboratory investigation consisted of urinalysis,
urine microscopy culture and sensitivity(m/c/s),
random blood sugar, complete blood count, serum
electrolyte urea and creatinine(S/E/U/Cr) estimation
and abdomino - pelvic ultrasound scan. The urine
culture showed moderate growth of E. coli sensitive
to nitrofurantoin. The complete blood count showed
relative lymphocytosis. The ultrasound scan revealed
a 72ml prostate that had benign features but with
calcific spots on the median lobe. The SPC and its
balloon were noted in situ. The patient had a PSA of
2.0ng/ml. Other investigation results were normal. We

made a diagnosis of BPH, Retained SPC and urinary
tract infection (UTI).

MANAGEMENT

Patient was started on tab ciprofloxacin 500mg bid
pending results of urine m/c/s. He was admitted into
the ward and booked for removal of impacted SPC in
the theatre the following day. Under spinal anesthesia,
the suprapubic cystostomy was enlarged slightly by
incising the inferior border. This created an opening
wide enough for a finger to be worked around the
circumference of the catheter. We confirmed that the
catheter was free from the body wall but it was still
retained! The incision was then extended further so as
to gain free access to the lumen of the bladder to feel
the whole length of the catheter. To our astonishment,
the catheter tip was encased by a stone (Fig 1), and
the stone was firmly adherent to the bladder mucosa.
With a series of manipulations with the index finger,
the catheter was finally disimpacted and removed en
bloc with the stone. The bladder was washed out with
normal saline and a new suprapubic silicone coated
Foley catheter was placed. The catheter balloon was
inflated to 15mls and the suprapubic cystostomy
closed snugly around the new catheter. The intact
stone at the tip of the catheter was approximately 6cm
x 3cm in dimensions. The patient had an uneventful
post-operative recovery and was discharged home
from the ward on the 5% post-operative day and is
being followed up in the clinic. The patient has been
regular on his 3 weekly change of catheter and is
awaiting definitive surgery.

Fig 1. Retained Suprapubic catheter with stone encasing the tip of the catheter
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DISCUSSION

Suprapubic catheters may be retained for a number of
reasons such as encrustations or stone formation over
the intravesical portion of the catheter[4-6,]cuffing
effect of the deflated balloon[7] and pericatheter
encrustations causing adherence of the catheter to
its stoma. Spontaneous true knotting of the catheter
on itself causing catheter retention, has also been
reported, but is quite rare [8]. Our index case had a
stone formed over the tip of the catheter. The stone
was missed by the sonologist and to further worsen
our dilemma, the stone over the tip of the catheter was
firmly adherent to both the catheter and the bladder
mucosa (Fig 1).

Stone formation over neglected indwelling catheters
is not an unusual clinical scenario [4, 5, 9] . In the
first instance the catheter not only presents a ready
surface for biofilm formation and crystallization, it
also predisposes to UTI and UTI is a predisposing
factor for urinary stone formation[9].It is estimated
that bacteriuria occurs approximately at an incidence
of 10% per day of catheterization[10]. Our index
patient had chronic UTI due to E.Coli. Approximately
1% of E.Coli are urease positive [11]. Bacterial urease
catalyses the conversion of urea to ammonium leading
to the alkalinization of urine. The alkaline urine
encourages precipitation of calcium, magnesium and
phosphate salts leading to stone formation [9]. Stone
formation over the catheter tip leads to partial or
complete blockage of the catheter. If the blockage is
partial as in our index case, urine will drain from both
the catheter and the suprapubic cystostomy site.

Various options exist for managing retained
suprapubic catheters depending on the aetiology of
catheter retention. The aim of treatment is to remove
the retained catheter with the simplest procedure,
with as little discomfort to the patient as possible and
without leaving fragments of the balloon or catheter
that could form a nidus for stone formation [12].
We adopt a step-ladder approach starting with the
simplest procedure and graduating to more complex
treatments.

Our index case is peculiar in that even after deflating
the catheter balloon and freeing the catheter from
the body wall it was still impacted. Unfortunately
the sonologist did not detect the stone around the
catheter tip. Sonologists usually require a full bladder
for proper visualization of the bladder and intravesical

structures. The error in this case may be because the
patient could not maintain a full bladder as he was
constantly leaking urine through the suprapubic
cystostomy. If the stone had been detected our
management path could have been different. We could
have proceeded directly to suprapubic cystostomy. In
addition to opening the bladder we had to use the index
finger to disimpact the stone that was firmly adherent
to the bladder mucosa. Singh et al [4] and Maison et
al [5] have similarly described the use of suprapubic
cystostomy to remove retained suprapubic catheters
due to stone formation over the catheter tip, but the
stones were not adherent to the bladder mucosa like
our index case. A minimally invasive option is the use
of extra corporeal shock wave lithotripsy (ESWL) to
fragment the stone [13, 14]. ESWL has been shown to
be safe in removing vesical stones [13] but we did not
have this facility.

CONCLUSION

We advocate timely replacement of suprapubic
catheters to avoid catheter retention. This will require
not only proper patient education by healthcare
providers but also measures aimed at reducing the
cost of healthcare. A high index of suspicion for
stone retention, when indwelling catheters have
been neglected for so long is important for accurate
diagnosis. A step-ladder approach is reasonable,
because oftentimes the exact cause of retention is
unknown.
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