
O
f all the urological emergencies 
presenting to the emergency 
department, perhaps one of the 
most technically challenging 

cases is the patient with a foreign body in 
the genitourinary (GU) tract.

A wide variety of GU foreign bodies have 
been reported in the literature; sewing 
needles, pens, electrical wire, stapler 
clips, magnetic steel balls, wooden sticks, 
Blu Tack adhesive, razorblades, batteries, 
candles and toothbrushes [1].

Urethral insertion of foreign bodies 
is done for a variety of reasons and the 
attending urologist should be cognisant of 
these. Whilst more common reasons are 
sexual gratification, illicit drug transport, 
dementia and contraception efforts, the 
insertion may also have taken place in the 
setting of assault or sexual abuse and may 
represent a patient safeguarding issue. 
Some patients report insertion of foreign 
bodies as an act of self-punishment. 

Psychoanalytical theory describes 
the practice of use of objects for sexual 
gratification, the most common cause of 
retained foreign bodies, as an initiating 
event of accidental discovery of pleasurable 
stimulation of the urethra, which is 
followed by repetition of this action using 
objects driven by a particular psychological 
predisposition to sexual gratification [2].

Presentation
The bladder and urethra are, for obvious 
reasons, the most common site of foreign 
body insertion into the GU tract. Fear, 
embarrassment and multiple, lengthy 
failed removal attempts leads frequently 
to delayed presentation at the emergency 
department. Severe complications such as 
fulminant sepsis, perforation or even death 
can stem from late presentation.

Frequent symptoms encountered at 
presentation include bladder spasms, pain, 
urinary tract infection, haematuria, penile 
swelling and acute urinary retention. On 
occasion, patients may initially withhold 
the true cause for these symptoms. Some 
patients may present with urethral tears 
and a periurethral abscess or fistula, 
haemorrhage and urethral diverticula [3].

Anxiety during the process of eliciting a 
sexual history or attempts to avoid genital 
or rectal examination, in spite of adequate 
explanation and provision of a chaperone, 
should raise the suspicion of a foreign body.

The diagnosis may be established 
from the history, physical examination 
or radiology. In all patients, radiological 
evaluation is necessary to determine the 
exact size, location and number of foreign 
bodies prior to planning therapeutic 
intervention. Plain x-ray is frequently 
the most useful and readily available 
modality for establishing the location of 
the foreign body.

Management 
The challenge of definitive management 
in such situations is to remove the foreign 
body whilst minimising trauma to the 
urinary tract, urinary tract infection 
and haemorrhage. 

On occasion, foreign bodies may be 
spontaneously expulsed during micturition 
attempts in the emergency department, 
but more frequently, some form of surgeon 
intervention is required. The planned 
technique for removal depends on the kind 
of object and its location. Small, palpable 
objects close to the urethral meatus can 
sometimes be gently ‘milked’ distally and 
then grasped and removed. One should be 
mindful though of the risk of traumatising 
the urethra (depending on the nature of the 
object) using this technique. 

In most cases, extraction in the operating 
theatre is the most appropriate strategy. 
Open and endoscopic approaches have 
been described [4] and in most cases it is 
appropriate to carry out an endoscopic 
examination of the foreign body to begin 
with. The risk of urethral trauma should be 
considered when the object is difficult to 
remove endoscopically, in which case an 
open removal may be safer. In females most 
foreign bodies apart from very large ones 
may be removed endoscopically consequent 
to more favourable urethral anatomy [5].

As the process of extraction requires 
ingenuity and innovation depending 
on the size and shape of the object, its 
location, and possible difficult aspects of 

the anatomy, patients undergoing surgery 
should be counselled regarding the 
need for an open approach as well as the 
potential need for urethral and suprapubic 
catheterisation postoperatively. The risk of 
infection, bleeding and long-term sequelae, 
such as urethral stricture disease, must be 
explained during the consent process. 

Endoscopic techniques
Endoscopic management is usually the 
preferred option as it is minimally invasive, 
associated with a low risk of morbidity, and 
involves a shorter hospital stay. The choice 
of instrument – rigid or flexible, cystoscope 
vs. resectoscope vs. nephroscope – depends 
on the nature of the object to be removed. In 
some cases, it may be necessary to push the 
foreign body into the bladder before being 
able to grasp and extract transurethrally. 
Smaller foreign bodies can be retrieved 
intact, whereas bigger ones may require 
cutting into smaller pieces.

Iatrogenic foreign bodies such as a glass 
syringe, basket, or cutting loop have been 
successfully removed endoscopically 
using grasping forceps [6]. Cylindrical 
foreign bodies and thermometers have 
been removed via the transurethral route 
using flexible and rigid cystoscopy or a 
nephroscope [7,8].

Several innovative approaches to 
endoscopic retrieval have been reported in 
the literature:
• The use of magnetic retrievers 

endoscopically to remove metallic foreign 
bodies such as hair pins [9].

• Paraffin and wax objects like candles 
and crayons are frequently encountered 
foreign materials in the lower urinary 
tract [10]. Previously, solvents such as 
xylol, benzene and even kerosene were 
used to try and dissolve these objects. 
However, since these solvents are now 
recognised to be carcinogenic, their 
use is no longer advocated. Endoscopic 
removal of wax and paraffin is further 
complicated as these substances tend to 
float on water. To counteract this, some 
investigators have used carbon dioxide 
insufflation cystoscopy of the bladder 
and removal [11].
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• Holmium: yttrium: aluminium: garnet 
(Ho-YAG) laser has been used in a few 
instances to cut foreign bodies like weed 
trimmer lines. In this instance they were 
pushed back into the bladder prior to 
endoscopic extraction [12].

• Blu-Tack is a putty-like substance made 
from an organic rubber compound with a 
synthetic white oil added which provides 
it with adhesive qualities. Blu-Tack can 
be removed piecemeal via cystoscopy 
(Figure 1). The hardness of Blu-Tack is 
sensitive to temperature; irrigation with 
cold normal saline during cystoscopy 
makes it firm and, when a large quantity 
is present, this may enable it to be 
broken down into fragments with a ‘cold’ 
resection loop. These fragments can then 
be washed out [13].

Open techniques

Urethral meatotomy
Urethral foreign bodies stuck at Navicular 
Fossa or at the meatus can be removed 
by meatotomy which avoids trauma from 
forceful traction on the foreign body.

External urethrotomy
This method represents a ‘last resort’ for 
foreign bodies lodged in the urethra which 
cannot be moved distally to the meatus 
or pushed proximally into the bladder. 
Complications such as urethral fistula and 
abscess from long standing urethral foreign 
bodies are managed via such an approach.

Suprapubic cystotomy
Open access to the bladder via a 
pfannenstiel or lower-midline incision is 
a good option that enables extraction of 
foreign bodies from the bladder or proximal 
urethra where endoscopic extraction is 
technically impossible or has failed. A 
combined approach may also be employed 
whereby an object is endoscopically 
‘pushed’ into the bladder and then extracted 
via an open approach. The clear advantage 
of this approach is that it is quick and it 
limits further trauma to the urethra, albeit 
that a slightly longer inpatient stay and 
suprapubic catheterisation will be required. 

Laparoscopic assisted removal of intra-
vesical foreign body
A technique has been described for 
‘unknotting’ wires and chains within the 
bladder, allowing urethral extraction, 
with the use of laparoscopic instruments 
placed inside a well-distended bladder. This 
technique is technically more demanding 
but potentially obviates the need for a 
suprapubic catheter post procedure [14].

Figure 1: Blu-tack was removed using a flexible cystoscope and grasping forceps.

References
1.  Rieder J, Brusky J, Tran V, et al. Review of intentionally 

self-inflicted, accidental and iatrogenic foreign objects 
in the genitourinary tract. Urologia Internationalis 
2010;84(4):471-5.

2.  Kenney RD. Adolescent males who insert genitourinary 
foreign bodies; is psychiatric referral required? J Urology 
1988;32(2):127-9.

3.  Trehan RK, Haroon A, Memon S, Turner D. Successful 
removal of a telephone cable, a foreign body through the 
urethra into the bladder: a case report. J Med Case Reports 
2007;1:153.

4.  Ali Khan S, Kaiser CW, Dailey B, Krane R. Unusual 
foreign body in the urethra. Urologia Internationalis 
1984;39(3):184-6.

5.  Kochakarn W, Pummanagura W. Foreign bodies in 
the female urinary bladder: 20-year experience in 
Ramathibodi hospital. Asian J Surg 2008;31(3):130-3.

6.  Rahman NU, Elliott SP, McAninch JW. Self-inflicted male 
urethral foreign body insertion: endoscopic management 
and complications. BJU Int 2004;94(7):1051-3.

7.  Roemer KR, Das S. Transurethral endoscopic 
removal of cylindrical intravesical body. Br J Urology 
1984;23(6):592-3.

8.  Scriven JM, Patterson JE. Extraction of an intravesical 
thermometer using a flexible cystoscope. Br J Urol 
1995;76(6):815.

9.  Wise KL, King LR. Magnetic extraction of intravesical 
foreign body. Urology 1989;33(1):62-3.

10.  Rafique M. Intravesical foreign bodies. Review and 
current management strategies. Urol J 2008;5(4):223-31.

11.  Eckford SD, Persad RA, Brewster SF, Gingell JC. Intravesical 
foreign bodies: five year review. Br J Urol 1992;69(1):41-5.

12.  Wyatt J, Hammontree LN. Use of Holmium:YAG laser to 
facilitate removal of intravesical foreign bodies. J Endourol 
2006;20(9):672-4.

13.  Ejstrud P, Poulsen J. Laparoscopic removal of an electric 
wire from the bladder. Br J Urol 1997;80(2):338.

14.  Stravodimos KG, Koritsiadis G, Koutalellis G. Electrical wire 
as a foreign body in the male urethra: a case report. J Med 
Case Reports 2009;3:49.

15.  Pal DK, Bag AK. Intravesical wire as foreign body in 
urinary bladder. Int Braz J Urol 2005;31(5):472-4.

16.  Kelly SR, Young MR. Blu-tack in the bladder. Br J Urol 
1988;61(1):94-5.

• The possibility of lower urinary tract 
foreign body should always be borne in 
mind especially in patients with history 
of psychiatric illness and patients 
with history of chronic lower urinary 
tract symptoms.

• Treatment should, as far as possible, aim 
to be a single-staged procedure with 
complete retrieval.

• Consider counselling and psychiatric 
input into the underlying issues that 
results in the insertion of foreign bodies 
into the urinary tract.

• Endoscopic extraction is ideal. Awareness 
of a number of reported innovative 
solutions will stand in good stead in an 
emergency situation. The open approach 
is reserved for cases where minimally 
invasive procedures have failed, are not 
possible, or entail high risk of damage to 
the lower urinary tract.
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