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INTRODUCTION 

Long-term indwelling catheters are generally used for 

patients suffering from spinal cord injury, prostatic 

problem, multiple sclerosis, spinal muscular atrophy etc. 

Long term indwelling urethral catheter can cause several 

complications such as urinary tract infections, pain, 

haemorrhage, iatrogenic hypospadias, pericatheter leakage 

and encrustation of catheter leading to blockage.1  

The catheter develops encrustation by mineral salts, stone 

formation and later gets obstructed when kept in situ for 

longer term. Massive encrustation is unusual complication 

with limited literature being reported. We hereby report a 

case of neglected long term indwelling Foley catheter, 

which was managed with minimally invasive technique at 

TIMeS hospital by consultant urologist and team. 

CASE REPORT 

Here we have described a case of 90 year old male patient, 

diagnosed case of grade III enlarged prostate with median 

lobe hypertrophy and was catheterised for urinary 

retention at local hospital 1 year back. Patient had now 

presented to us with chronic urinary retention with 

neglected indwelling Foley urethral catheter for last 7 

months (Figure 1). On examination his prostate was 

enlarged, bladder was palpable. He was then planned for 

catheter change and urine routine examination. Initial 

attempt for deflation of balloon failed, a wire was passed 

through the balloon port but failed. An ultrasound was 

done but the balloon was not seen and the tip of the 

catheter was seen to be calcified, attempt of 

ultrasonography (USG) guided extra luminal balloon 

puncture around calcified area was tried supra-pubically 

with a spinal needle, which also failed. An 8 Fr feeding 
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tube was passed by the side of Foley’s and bladder was 

drained. Patient was admitted and started on 3rd 

generation cephalosporins. 

After initial bladder drainage with 8 Fr feeding tube by the 

side of catheter. Patient was shifted to operation theatre, 

6/7.5 Fr semi rigid ureter scope was negotiated by side of 

Foley’s catheter (Figure 2). Massive encrustation was 

encountered around tip of Foley’s catheter which was 

fragmented by performing laser cystolithotripsy with 30 

Watt Holmium laser (Figure 3). Catheter was removed 

intact (Figure 4) and stone fragments evacuated. A new 16 

Fr Foley’s was inserted and patient was discharged next 

days. Post-operative recovery was uneventful. 

 

Figure 1: Long standing urobag with indwelling 

Foleys. 

 

Figure 2: 6/7.5 semirigid ureteroscope performed by 

the side of catheter. 

 

Figure 3: Massive encrustation, fragmented using 

Holmium laser. 

 

Figure 4: Foleys removed intact after fragmentation 

of encrusted calculi. 

DISCUSSION 

Large encrustation of Foley catheter is a pertinent problem 

which generally occurs in indwelling long period of 

urinary catheterization. Nearly 50% of the patients with 

long-term catheterization may develop this complication. 

Nearly all encrusted catheter are stuck and need some form 

of surgical method for removal.  

In our case, a giant encrustations around the bulb of Foley 

had developed in a patient who was carrying the catheter 

in situ for 7 months. The patient had lost to follow up 

owing to his economic, geographical constrains and the 

lack of knowledge of the need to discard the catheter on 

time after follow up to the hospital. Adding to it, leakage 

by the side of catheter made him feel of passing urine 

normally, ignoring the fact of it being overflow 

incontinence.  

Microrganism like bacteria in the urine make a biofilm on 

the surface of the catheter defending it from antibiotics and 

host defences.2 Once, infection develops in urine with 

urease making bacteria, most commonly Proteus mirabilis, 

the pH of the urine increases. This results in encrustations 

often composed of struvite (magnesium-ammonium-

sulfate) or apatite (calcium-phosphate).3 The most usual 

clinical features presented due to catheter encrustation 

include lower urinary tract symptoms, pain, bladder 

irritability and urine retention because of blockage of 

catheter. Urosepsis, a life-threatening complication may 

occur if catheter is not timely removed.4 There are no well-

known methods to prevent bladder encrustations 

formation. However, it has been considered that increasing 

fluid and citrate intake could stop the encrustations. Few 

other important treatment approaches for preventing 

urinary catheter encrustation are, dietary modification, 

solution irrigation of the bladder and antibiotic usage for 

related urinary tract infection. Aseptic catheterization and 

sterile drainage systems help reduce entry of 

microorganisms into the bladder. This may decrease the 

encrustation of urethral catheter and stone formation. 

Regular changing of catheter, at least once in every three 

weeks is essential to reduce encrustations.5 Inflation of the 

balloon with triclosan in patients in whom long-term 

indwelling catheterization is required may be beneficial 
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given the fact that Proteus mirabilis is very sensitive to 

biocide triclosan. Acidifying the urine without removing 

the bacteria does not decrease encrustation. Proper 

antibiotic therapy for Proteus mirabilis should start 

immediately as soon as it appears in the urinary tract.6 

Intermittent balloon deflation and re-inflation to interrupt 

the formation of encrustations and bladder irrigation with 

an acidic solution are also recommended for long-term 

indwelling catheters.7 Silicone catheters may be 

favourable for patients who need indwelling catheters 

since they are more resilient to encrustation than other 

types and are smaller in size.8 Last but not the least, proper 

patient education on catheter hygiene and treating the 

original cause of obstruction can be more effective in 

minimizing complications. 

Surgical removal is only treatment of choice for unusual 

massive encrustations in long-term indwelling urethral 

catheter. Several methods such as extracorporeal shock 

wave lithotripsy, intraluminal pneumatic lithotripsy, and 

surgical or endoscopic removal of catheter via suprapubic 

tract have been mentioned in literature. 

CONCLUSION 

Traditional technique of performing suprapubic 

cystostomy for surgical removal of Foley’s catheter are 

associated with complications such as wound site 

infection, urinary tract infection, haematuria, perivesical 

collection, surrounding organ injury, stone formation and 

should be reserved for hospital with limited facilities. 

Surgical removal with minimally invasive technique 

should be treatment of choice for encrusted and stucked 

uretheral catheter. 
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