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A 79-year-old gentleman presented to the Emergency Department (ED) with catheter-related issues on a background of a long-
term catheter for previous urinary retention, Hartmann’s procedure for colorectal cancer, and brachytherapy for prostate cancer.
A 3-way silicone catheter was placed by ED staff and bladder irrigation commenced. The urine draining following catheterisation
was found to be dark and thick, and irrigation fluid was noted to be draining per rectum. CT imaging was performed and
demonstrated the catheter tip extending through the posterior wall of the urethra and into the rectum. The patient was
admitted under the urology team, and urinary diversion was achieved with a suprapubic catheter. Subsequent imaging
demonstrated a periprostatic abscess, which was initially managed with antimicrobial therapy, followed by attempted image-
guided drainage. Repeat imaging following a 6-week course of antibiotics failed to show an improvement in the collection.
During his inpatient stay, he contracted COVID-19 and passed away suddenly. This case demonstrates the potential
catastrophic consequences associated with urethral catheterisation.

1. Introduction

Urinary catheterisation represents a relatively common
healthcare procedure that can be associated with a variety
of complications. This case explores a case of traumatic cath-
eterisation and the resulting consequences for the patient
and challenges for the treating healthcare team.

2. Case History

A 79-year-old gentleman presented to the Emergency
Department (ED) reporting symptoms of bypassing from
his urinary catheter, bleeding from his urethral meatus,
and dark urine in his catheter bag. Four months prior to this
attendance, he developed urinary retention requiring cathe-
terisation. He subsequently failed two voiding trials. Past
history included prostate cancer treated with brachytherapy
11 years ago, urethral stricture disease, and T4N1 colorectal
cancer for which he underwent a Hartmann’s procedure 4
years ago. Endoscopy of his rectal stump one month prior
to his presentation demonstrated proctitis. The patient him-

self denied a history of passing urine per rectum. The patient
had a normal flexible cystoscopy one year previously and a
normal CTTAP 3 years previously.

The patient’s indwelling catheter was changed to a 20
French 3-way catheter by ED staff, and bladder irrigation
was commenced. Blood was noticed in the catheter bag
immediately following catheterisation. Subsequently, the
urine draining was described as thick and dark in appear-
ance, and irrigation fluid was noted to be draining from
the patient’s rectum. Blood results demonstrated mildly raised
inflammatory makers with white cells of 11:8 × 109/L(RR 4-
10 × 109/L) and a C-Reactive Protein of 68mg/L (RR 0-
5mg/L). Creatinine was at the patient’s baseline of 130μmol/
L (RR 64-104μmol/L). CT imaging demonstrated a malposi-
tioned catheter with the catheter tip extending through the
posterior wall of the prostatic urethra and into the rectum, cre-
ating a rectourethral fistula (Figures 1 and 2). The bladder was
also noted to be thick-walled secondary to chronic outflow
obstruction and radiotherapy.

The patient was admitted under the urology team, and
urinary diversion was achieved with a suprapubic catheter.
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He was reviewed by the colorectal team, who were happy
that no surgical intervention was needed as an inpatient,
and would arrange outpatient follow-up. The patient
reported persistent rectal pain, so pelvic MRI imaging was
arranged. This demonstrated an extensive pelvic abscess
involving the prostate with concerns for early osteomyelitis
of the inferior left pubic ramus (Figures 3 and 4). Urine cul-
tures grew Klebsiella pneumonia. The patient was initially
treated with Augmentin, then switched to Piperacillin-
Tazobactam on the advice of microbiology colleagues due
to rising inflammatory markers. Inflammatory markers
failed to improve following 10 days of this, and treatment
was changed to oral Ciprofloxacin and Metronidazole, with
a 6-week total course advised.

The patient remained in the hospital to complete his
antibiotic course and became acutely unwell approximately
5 weeks into his admission. He was reviewed by the medical,
intensive care, and microbiology teams. The impression was
that the patient had a septic event related to his abscess. CT
pulmonary angiogram and COVID-19 tests were performed
and were both negative. There was no growth on repeat
urine and blood cultures. Antibiotics were changed to Mero-
penem, Vancomycin, and Daptomycin. CT TAP was per-
formed which demonstrated thickening of the wall of the
transverse colon. A repeat MRI pelvis was obtained which
demonstrated an unchanged pelvic abscess (Figures 5 and 6).
The patient was then arranged for transrectal image-guided

Figure 1: Sagittal CT demonstrating catheter placement in rectum.

Figure 2: Axial CT demonstrating catheter placement in rectum.

Figure 3: Sagittal MRI of periprostatic collection.

Figure 4: Axial CT of periprostatic collection.
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drainage of the abscess with interventional radiology. A small
amount of blood-stained material was aspirated, and a 10Fr
drain was sited, but it was deemed that the collection was
mostly solid and necrotic therefore not amenable to drainage.
Enterococcus faecium sensitive to Vancomycin was isolated
from the aspirate. The drain dislodged 2 days postinsertion
and was not replaced as the preceding output had been
minimal.

The patient contracted COVID-19 during his stay and
was taken over by the Infectious Diseases team as per the
hospital policy. He developed a hypoactive delirium second-
ary to his COVID-19 infection and subsequently passed
away, likely due to COVID-19-related complications.

3. Discussion

Urinary catheterisation is a common intervention per-
formed for a variety of reasons including urinary retention,
monitoring of urinary output in critically ill patients and
selected surgical cases, and in prolonged immobilisation
[1]. Although there is variation in the figures reported in
the literature, it is estimated that approximately 25% of
patients admitted to hospital have a urinary catheter during
their inpatient stay [2]. A UK study performed in 2017
found that 18.6% of hospital inpatients had a urinary
catheter at any one time [3]. Despite the relative ubiquity
of catheterisation as an intervention, there are several com-
plications associated with this process, including infection,
trauma, malignancy, hypersensitivity, blockage, and fistula
formation [4, 5].

It has been recorded that genitourinary trauma due to
catheterisation occurs in 1.5% of catheter days [5]. A
review of iatrogenic urethral catheterisation injuries per-
formed across two Irish tertiary centres calculated the total
cost of managing 37 injuries over a 6 month period as

€335,377 [6]. Clearly, urethral catheterisation represents a
significant burden of cost and morbidity. Dellimore et al.
[4] describe how severe urethral trauma, which includes
perforation, is directly related to mechanical interaction
between the catheter and urethra, with additional catheter
characteristics such as shape and physical properties as
possible contributing factors. As a potential strategy to
combat this, they recommend alterations to catheter
manufacturing to produce catheters that have a hydro-
phyllic, antibacterial, low-friction, and durable coating,
with a less-rigid tip, stiff shaft, and a structure that allows
minimal contact between the catheter and urethra [4].

Rectal perforation is indeed a rare complication of ure-
thral catheter insertion, with few previous cases reported in
the literature [7]. Therefore, little is known about such an
occurrence. We attribute the cause of our patient’s rectal
perforation to his previous brachytherapy treatment and

Figure 5: Saggital MRI imaging demonstrating persistence of
collection post-antibiotic treatment.

Figure 6: Saggital CT imaging demonstrating persistence of
collection post antibiotic treatment.
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known proctitis. Brachytherapy is a common treatment
choice for localised prostate cancer [8]. However, it is asso-
ciated with several adverse effects including radiation procti-
tis, sexual dysfunction, incontinence, urethral stricture, and
haematuria [9]. Rectourethral fistula is also a recognised
complication of brachytherapy treatment [10]. However,
given that this patient had a recent endoscopy which only
demonstrated proctitis and denied a history of passing urine
per rectum, it is unlikely that he had a preceding rectoure-
thral fistula. Radiation proctitis can induce tissue changes
of endarteritis, inflammation, and fibrosis [11, 12]. This
can result in friable and ulcerated tissue, which can be more
susceptible to injury, as happened to this patient. This case is
a cautionary tale about the potential harms that can result
from what is considered a common and relatively straight-
forward procedure.

Consent

Informed, written consent was obtained from the patient
prior to the submission of this manuscript; however, no
identifiable patient information is included in this
document.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

References

[1] J. Meddings, M. A. M. Rogers, S. L. Krein, M. G. Fakih, R. N.
Olmsted, and S. Saint, “Reducing unnecessary urinary catheter
use and other strategies to prevent catheter-associated urinary
tract infection: an integrative review,” Safety, vol. 23, no. 4,
pp. 277–289, 2014.

[2] S. Saint, J. Wiese, J. K. Amory et al., “Are physicians aware of
which of their patients have indwelling urinary catheters?,”
The American Journal of Medicine, vol. 109, no. 6, pp. 476–
480, 2000.

[3] M. Giles, L. Graham, J. Ball et al., “Variations in indwelling uri-
nary catheter use in four Australian acute care hospitals,” Jour-
nal of Clinical Nursing, vol. 28, no. 23-24, pp. 4572–4581, 2019.

[4] K. H. Dellimore, A. R. Helyer, and S. E. Franklin, “A scoping
review of important urinary catheter induced complications,”
Journal of Materials Science: Materials in Medicine, vol. 24,
no. 8, pp. 1825–1835, 2013.

[5] A. M. Leuck, D. Wright, L. Ellingson, L. Kraemer, M. A. Kus-
kowski, and J. R. Johnson, “Complications of Foley catheters–
is infection the greatest risk?,” The Journal of Urology, vol. 187,
no. 5, pp. 1662–1666, 2012.

[6] N. F. Davis, M. R. Quinlan, N. R. Bhatt et al., “Incidence, cost,
complications and clinical outcomes of iatrogenic urethral
catheterization injuries: a prospective multi-institutional
study,” The Journal of Urology, vol. 196, no. 5, pp. 1473–
1477, 2016.

[7] A. Zachariou, A. Kolynou, and M. Filiponi, “Rectal perfora-
tion: a rare complication of indwelling urethral catheteriza-
tion,” Hippokratia, vol. 21, no. 1, p. 58, 2017.

[8] A. R. Mundy and D. E. Andrich, “Posterior urethral complica-
tions of the treatment of prostate cancer,” BJU International,
vol. 110, no. 3, pp. 304–325, 2012.

[9] T. J. Wilt, R. MacDonald, I. Rutks, T. A. Shamliyan, B. C. Tay-
lor, and R. L. Kane, “Systematic review: comparative effective-
ness and harms of treatments for clinically localized prostate
cancer,” Annals of Internal Medicine, vol. 148, no. 6,
pp. 435–448, 2008.

[10] D. Shakespeare, D. M. Mitchell, B. M. Carey et al., “Recto-ure-
thral fistula following brachytherapy for localized prostate
cancer,” Colorectal Disease, vol. 9, no. 4, pp. 328–331, 2007.

[11] M. Venerito, K. Mönkemüller, S. Rickes, and P. Malfertheiner,
“Gastrointestinal: radiation proctitis,” Journal of Gastroenter-
ology and Hepatology, vol. 22, no. 5, p. 761-, 2007.

[12] F. Ali and K. Y. Hu, “Evaluation and management of chronic
radiation proctitis,” Diseases of the Colon and Rectum,
vol. 63, no. 3, pp. 285–287, 2020.

4 Case Reports in Urology


	A Case of Traumatic Catheterisation leading to Rectal Perforation and Periprostatic Abscess
	1. Introduction
	2. Case History
	3. Discussion
	Consent
	Conflicts of Interest

