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Endoscopic extraction of a pig-tail catheter 
after urological surgery with Mainz II pouch
urinary diversion
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Dear Editor,

Endoscopic extraction of foreign bodies in the gastrointesti-
nal tract is the second cause of endoscopic emergencies, and it
is compulsory if the objects may induce injuries or severe com-
plications (1).

We report the case of a patient who presented with intraperi-
toneal migration of a pig-tail catheter placed during urological
surgery. Endoscopic removal was successful resolving the as-
sociated peritoneal irritation. 

Case report

A 50 year-old woman was diagnosed of solid, poorly differ-
entiated, high grade urothelial carcinoma, which infiltrates lam-
ina propria and muscularis mucosa. She underwent radical cys-
tectomy and ureterosigmoidostomy (Mainz II), being both
ureters reimplanted on the left side of a sigma-rectum pouch,
and two catheters on the other side to the urostomy pouch. Ten
days after the procedure, the patient presents with abdominal
pain on the right side, signs of peritoneal irritation and leukocy-
tosis. It is observed that the left catheter has migrated under-

neath the skin. An urgent abdominal CT is performed showing
the pig-tail catheter in left renal pelvis. It follows a normal
pathway from the anterior to the posterior side of the neoblad-
der, but then it goes up, first anterior to cecum and afterwards
to the medium line, over the bowels and in the end, turning to
the right flank. The end is located just posterior to the right rec-
tus abdominis muscle (Fig. 1). Free air suggesting perforation
is not observed. An urgent colonoscopy is performed. The co -
lonoscope is introduced to 20 cm from anus, showing the
neobladder with a catheter in the ureterovesical junction going
out the posterior side, being the distal end not identified
(Fig. 2). The catheter is withdrawn with forceps without imme-
diate complications. Forty-eight hours after the procedure the
patient remains asymptomatic, without abdominal pain and she
is discharged from hospital. 

Fig. 1. Abdominal CT: pig-tail catheter end posterior to right rectus ab-
dominis muscle.
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Discussion 

Colorectal foreign bodies usually reach the colon through
the anus (2), being less frequent to find an ingested foreign
body in the distal segments of the colon. They may cause many
complications, such us rectal or colonic perforation, pararectal
infections, peritonitis and intraabdominal abcesses, anal
sphincter laceration, perirectal tissues injuries, adjacent organs
lesions, intestinal obstruction, lower gastrointestinal bleeding
and different kinds of fistulae: rectovesical, rectovaginal, ente-
rocutaneous and perianal, even septic shock and death (3).
Therefore, if the case doesn’t resolve spontaneously, objects
causing lesions or complications should be immediately re-
moved. In the absence of perforation signs or peritonitis, manu-
al extraction should be attempted. Most foreign bodies can be
manually or endoscopically removed (4) and the transanal ex-
traction can be performed under sedation; local, spinal or gene -

ral anesthesia, being anal dilation frequently enough, with very
few short and long-term complications. 

A flexible sigmoidoscopy occasionally allows object extrac-
tion, describes the characteristics of the object and helps its dis-
tal advance for a manual removal and identifies rectosigmoid
lesions (5).

Surgery is the treatment of choice in the presence of compli-
cations or endoscopic or manual extraction failure (6). 

We consider this case report is exceptional, because a pig-
tail catheter was placed in each ureter after radical bladder re-
section with sigmoid anastomosis. One of these catheters mi-
grated underneath the skin and into the peritoneal cavity, being
responsible for the peritoneal irritation signs. 

Successful endoscopic extraction was possible due to the lo-
cation of an end of the catheter in the neobladder.  
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Fig. 2. Endoscopic image: catheter in neobladder in ureterovesical
junction.
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