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An unusual consequence of urinary catheter neglect:
A giant bladder stone

Archana Agarwal, Justin Gould

ABSTRACT

Introduction: Indwelling urinary catheters cause
a variety of complications including infections,
pain and bleeding. Sometimes, the catheter
becomes encrusted and blocked. Case Report: A
66-year-old male was presented with increasing
suprapubic pain for about two months because
of a poorly draining Foley catheter. Two years
earlier, the patienthad undergone a transurethral
resection of the prostate (TURP) gland. He was
given a Foley catheter and asked to follow-up in a
week. He did not follow-up or change the catheter
for two years. The catheter could not be removed.
A computed tomography scan of the abdomen
showed a large encrustation of 5.0x5.2x5.5 cm
surrounding the Foley. The patient underwent
open suprapubic cystostomy with intact retrieval
of stone along with the catheter. Conclusion:
Indwelling Foley catheters frequently become
encrusted and may become difficulty to remove.
The developments of giant encrustations are
unusual. Such giant encrustations usually need
surgery for removal.
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INTRODUCTION

Indwelling urinary catheters cause a variety of
complications including infections, pain and bleeding [1].
Sometimes, the catheter becomes encrusted and blocked
[1]. We present a case of a giant bladder stone formation
in a patient who did not change the catheter for more
than two years.

CASE REPORT

A 66-year-old male with a past medical history of
benign prostatic hypertrophy (BPH) was admitted for
increasing suprapubic pain for about two months because
of a poorly draining Foley catheter. His past medical
history was significant for hypertension but the patient
was non-compliant with medications. The patient denied
any allergies and was not taking any medications at that
time. He denied smoking or drinking alcohol. He did not
have a family history of urinary stone formation or any
history of bladder or prostate cancer. Two years earlier,
the patient had transurethral resection of the prostate
(TURP). He was given a Foley catheter and asked to
follow-up in a week. The patient did not follow-up for
two years, nor did he get the catheter changed during this
time. He said he was taking care of his dying brother who
lived in another state.

On physical examination, blood pressure of the patient
was 166/79 mmHg and his pulse was 70/min. He was
afebrile and breathing at 16 breaths per minute. His chest
was found to be clear to auscultation. His heart sounds
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were normal. His abdomen was soft, non-tender and
non-distended, and the bladder could not be palpated.
His genital exam revealed a circumcised phallus with a
non-draining Foley that had efflux of urine around it. His
rectal exam revealed a very hard and enlarged prostate.
The laboratory examination revealed a normal white
blood cell count of 7200/mm? (normal value 4500—1100/
mm3). His creatinine level was 1.84 mg/dL (normal value
0.6—1.4 mg/dL). The Foley catheter could not be removed
after the catheter balloon was deflated with a syringe,
and the balloon port was cut. A computed tomography
(CT) scan of the pelvis was done which showed a large
encrustation of 5.0x5.2x5.5 cm surrounding the Foley
(Figure 1).

The patient was treated for high blood pressure with
amlodipine. He was given fluids and levofloxacin, as
the urine showed pyuria at the time of admission. The
patient underwent open suprapubic cystostomy (Figure
2). The stone was retrieved intact, along with the catheter
(Figure 3). His urine grew mixed flora. Levofloxacin was
continued for two weeks. The patient did not develop any
complications from the procedure. He was discharged
with the catheter. His catheter was removed at follow-
up, two weeks later and he passed a voiding trial. His
creatinine improved to 1.4 mg/dL (normal value 0.6—1.4
mg/dL).

DISCUSSION

Almost half of the patients with long-term catheters
will experience blockage [1]. Bacteria in the urine form a
biofilm on the surface of the catheter protecting it from
antibiotics and host defenses [2]. When a patient becomes
infected with urease producing organisms, the pH of the
urine rises, and the once soluble calcium and magnesium
phosphates deposit on surface of the catheter, forming
encrustations [3]. Most of the stones are either composed
of struvite (magnesium-ammonium-sulfate) or apatite
(calcium-phosphate) [4]. The bacteria most commonly
associated with the production of stones is Proteus
mirabilis, although a wide variety of other organisms
have been implicated [5]. Encrustations can occur either
in the lumen of the catheter or outside of it [6].

Once the encrustation has formed, patients can
develop symptoms of obstruction such as abdominal pain
and leakage around the catheter. If not timely removed,
the patient can develop pyelonephritis, sepsis or even die
[7]. There are various methods described in literature
as to how encrustations can be removed with minimal
invasive techniques. These include extracorporeal shock
wave lithotripsy (ESWL) [8], intraluminal pneumatic
lithotripsy [9], and directly crushing the encrustations
with a rigid cystoscope inserted through a suprapubic
cystostomy tract [6]. However, in our patient, the
encrustation was so large that any non-invasive technique
would have been technically difficult. Thus, we had to
perform an open suprapubic cystostomy.
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Figure 1: Computed tomography scan of the pelvis without
contrast showed a large encrustation 5x5.2x5.5 cm surrounding
the Foley balloon.

Figure 2: Open suprapubic cystolithotomy with intact retrieval
of the stone and the Foley catheter.

Figure 3: Intact Foley with stone.

There are no proven techniques to prevent bladder
stone formation, and one catheter may not be better than
the other [4]. However, one study on health volunteers
showed that increasing fluid and citrate intake could
prevent the encrustations [9]. A critical pH is needed
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for crystalline deposit to occur. This is also known as
the nucleation pH [10]. Increasing the fluid and citrate
intake could decrease this pH [10]. Another option is to
promptly treat Proteus mirabilis as soon as it appears in
the patient’s urine. However, it needs to be stressed that
antibiotic therapy is not an option in chronic blockers [4].

CONCLUSION

We presented a case of giant bladder stone formation
in a patient who did not change an indwelling urinary
catheter. Indwelling Foley catheters frequently become
encrusted and may become difficulty to remove. The
developments of giant encrustations are unusual. Such
giant encrustations usually need surgery for removal.
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