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ABSTRACT
Objectives To evaluate the efficacy of internal urethrotomy in the treatment of urethral
stricture disease as a first line of treatment.
Patients and methods The study has been prospectively undertaken for forty five patients
with urethral stricture disease who were treated with cold-knife internal urethrotomy
followed by regular self calibration or hydrostatic urethral dilatation via starting micturations
while applying pressure over distal urethra so leading to urethral distention.
Results The age of the patients ranged between 22-80 years.
The follow up period was from 6 months to 3 years. The success rate was 88%. The
complication occurred in 6.6% of cases.
Conclusion Internal urethrotomy could be regarded as the first treatment of choice in patients
with a single, short urethral stricture or post urethroplasty stricture.
DMJ 2007;1(1):49-57.
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U

rethral
strictures are fibrotic
narrowing composed of dense
collagen and fibroblasts. The narrowing
restricts urine flow and cause dilation of
the proximal urethra and prostatic ducts.1
The male urethra can be divided into 2
parts; the posterior urethra, including the
membranous and prostatic urethra and the
anterior urethra. The anterior urethra
includes the navicularis and penile and
bulbar tracts and is surrounded by the
corpus spongiosum soft tissue.2
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Currently urethral stricture disease is
relatively common, most strictures being
acquired from injury or infection. Blunt
perineal trauma causes injury to the bulbar
urethra; pelvic fractures result in urethral
distraction defects in the posterior urethra,
but iatrogenic causes, including urological
instrumentation and placing indwelling
catheters, which result in strictures
anywhere in the urethra, are the most
common causes.3
Patients who have urethral strictures
most often present with obstructive
voiding symptoms or urinary tract
infections, such as prostatitis or
epididymitis.4
To devise an appropriate treatment
plan, it is important to determine the
location. length, depth, and density of the
stricture. The length and location of the
stricture can be determined with
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radiography,
urethroscopy
and
ultrasonography and the depth and density
of fibrosis as evidenced by ultrasound
evaluation of the urethra.4
The traditional treatment for urethral
stricture disease is urethral dilatation or
urethrotomy. Both have an ancient history
but currently urethrotomy tends to be
associated with visual urethrotomy, which
is of course a recent development;
traditional urethrotomy was blind.5
The purpose of this study was to
evaluate the clinical experience of a
tertiary regional center by applying the
internal urethrotomy in the treatment of
urethral stricture disease in Duhok as a
first line of treatment.
PATIENTS AND METHODS
Forty five male patients were identified
prospectively with signs & symptoms of
urethral stricture disease.
All were
evaluated and operated upon in Azadi

general teaching hospital by direct internal
urethrotomy using a guide wire or ureteric
catheter Fr 4 to introduce it through a
stenosed area.
The incision has been done at 12
o'clock position via a cold knife (Figure 1).
In cases of severe stricture fibrous tissue
was resected.
The ages ranged from 22 to 80
years (mean age 46.9 years).
All operations were done under
general anesthesia by one urologist.
Following the operations, the urethral
catheter Fr 16 was left inside for 72 hours.
All patients were instructed to carry out
daily urethral calibration with a Foley
catheter Fr 16 for 4 weeks and then
biweekly for 2 months. Two patients have
refused to do self catheterization.
Retrograde urethrogram and voiding
cystourethrogram were considered for
patients with suprapubic catheters and
retrograde urethrogram was done for all
patients for definite diagnosis.

Figure 1: Photograph of urethral stricture using colling knife
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RESULTS
Between January 2002 and December
2005, 45 patients with urethral stricture
disease (Figure 2 and Figure 3) were
treated by internal urethrotomy and regular
urethral calibration, and the results were as
follow:
The presenting symptoms are shown
in table 1. The most common presentation
was weak urinary stream (24), followed by
suprapubic catheter (7) and dribbling of
urine (7), retention of urine (5) and renal
failure (2).
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The etiology of the stricture in
patients included in the study is shown in
the table 2.
The site and number of stricture in
these patients are shown in tables 3 and 4.
Figure 4 demonstrates urethral
stricture after correction.
Following internal urethrotomy the
median hospital stay was 42.9 hours.
The patients were followed up for a
mean of 19.2 months (3-35) months.
The results of analysis after first
internal urethrotomy were as follow: Good
results 30, improved 10, poor results 5.

Figure 2. Photograph showing urethral stricture

Figure 3. Retrograde urethrogram demonstrating bulbar
urethral stricture
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Good results
All patients have achieved normal voiding
after single attempt of urethrotomy and
over a period of follow up between (3- 35)
months.
Improvement
The patients have improved, but they have
needed another session of internal
urethrotomy within 6 months period.
Poor results
The patients have required repeated
admissions and repeated procedure within
a short period of time (1-2 months).
All patients included in the study were
potent and continent preoperatively and
remained like that postoperatively except
one patient who had preoperative erectile

dysfunction (a case of pelvic fracture
distraction injury) and has remained
impotent postoperatively.
All patients were received per and
post-operative parental antibiotics.
Two patients have developed severe
hematuria
postoperatively
which
necessitate blood transfusion (2 units of
blood for each).
Two patients had balanitis xerotica
obliterans and have developed recurrences
of stricture after a short period of internal
urethrotomy, so Y-V meatoplasty were
done for both of them with considerable
improvement.
Four patients have developed fever
and rigor and responded very well to
parenteral antibiotics.

Table 1. Clinical presentation
Signs &symptoms

No. (%)

Weak stream

24 (53.3)

Dribbling

7 (15.5)

Retention

5 (11.1)

Suprapubic cystostomy

7 (15.5)

Renal failure

2 (4.4)

Total

45 (100.0)

Table 2. Etiology of urethral stricture
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Etiology

No. (%)

Traumatic
Infection
Catheterization
Post-TURP
Post-urethroplasty
Others

12 (26.6)
11 (24.4)
8 (17.7)
5 (11.1)
4 (8.8)
5 (11.1)

Total

45 (100.0)
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Table 3. Site of Urethral Stricture
Site

No. (%)

Bulbomembranous

24 (53.3)

Membranous

11 (24.4)

Penile

5 (11.1)

Prostatic

5 (11.1)

Total

45 (100.0)

Table 4. No. of Strictures
Type

No. (%)

Single

39 (96.6)

Multiple

6 (13.3)

Total

45 (100.0)

Figure 4. Retrograde urethrogram of urethral stricture
after correction

DISCUSSION
Urethral stricture is one of the oldest
known urological diseases and remains a
common problem with a high morbidity
despite earlier prediction to the contrary.6
Urethral dilatation has long been the
standard treatment for patients with
urethral stricture. However, in many
patients such dilatation may be difficult,
painful, or have to be done at frequent

intervals.7
Direct vision internal urethrotomy that
was described by sache in 1974 is one of
the most popular primary modalities of
treatment.8
The technique of urethral dilatation
was recorded in the sixth century BC in
Hindu writings that described various
surgical instruments, such as urethral
dilators and catheters, to manage urethral
obstruction.9
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In this study we found a mean age of
46.9 years (range 22-80 years) which is
similar to the finding of Meneghini et al.10
The most common presentations in
our study were obstructive voiding
symptoms & urinary retention. Andrew et
al 3 also found that obstructive voiding
symptoms remain the typical reason for
evaluating urethral stricture disease.
The etiology of urethral stricture in
the present study is traumatic in 26.6%,
infection in 24.4%, catheterization in
17.7%, post-TURP in 11.1%, post
urethroplasty in 8.8% and others in 11.1.
This is similar to report of Dobrowolski et
al 11 who documented that the most
common cause of posterior urethral
stricture is RTA (Trauma). While for
anterior urethral stricture is iatrogenic
(during catheterization or cystoscopy).
Thirty patients (66.6%) achieved good
results after single attempt of internal
urethrotomy, which is in concordance with
other studies. 12,13
Among five patients who had poor
results two of them had BXO who were
treated first by internal urethrotomy and
later on by Y-V meatoplasty which is the
treatment of choice. Other three patients
had multiple and long urethral strictures
and refused to do self urethral calibration
post operatively.
Frequent and regular post-internal
urethrotomy self dilation of the urethra
could reduce stricture recurrence rate at
one year by as much as 46 %. 14
Patients who are poor candidates for
initial or repeated internal urethrotomy
include those with multiple, long (2-5 cm)
penile or posterior strictures.14 All patients
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were sexually potent pre operatively and
remained like that except one of them who
had pelvic fracture distraction injury and
became impotent after injury. This patient,
initially, underwent urethroplasty and
internal urethrotomy later on but still is
suffering from erectile dysfunction.
Many urologists suggested that
incontinence and erectile dysfunction were
purely traumatic rather than surgical.15
CONCLUSION
In keeping with reported literatures,
internal urethrotomy could be regarded as
the treatment of choice in patients with a
single, short (<2cm) anterior urethral
stricture or stricture following posterior
urethroplasty if followed by regular self
calibration for 3 months.
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