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Male Urethral Stricture Disease

Richard A. Santucci,*,! Geoffrey F. Joyce and Matthew Wise

From the Department of Urclogy, Wayne State University School of Medicine, Detroit, Michigan, and RAND Health, Santa Monica,
California

Purpose: The incidence of urethral stricture disease in the United States is unknown. We estimated the impact of urethral
stricture discase by determining its provalence, costs and other measures of burden, including side offocts and the need for
surgical intervention.

Materials and Methods: Analyses of services for urethral stricture disease were performed in 10 public and private data
sets by epidemiological, biostatistical and clinical experts.

Results: Male urethral stricture disease occurred at a rate as high as 0.6% in some susceptible populations and resulted in
more than 5,000 inpatient visits yearly. Yearly office visits for urothral stricture numbered almost 1.5 million botween 1992
and 2000. The total cost of urethral stricture discases in 2000 was almost $200 million, not including medication costs. A
diagnosis of urethral stricture increased health care expenditures by more than $6,000 per individual yearly in insured
populations after controlling for comorbidities. Urethral stricture disease appeared to be more common in the elderly
population and in black pationts, as measured by health care use. In most data sets services provided for urethral stricture
discase decreased with time. Pationts with urethral stricture disease appeared to have a high rato of urinary tract infoction
(41%) and incontinence (11%).

Conclusions: Despite decreasing rates of urethral stnictures with time the burden of urethral stricture diseaso is still
significant, resulting in hundreds of millions of dollars spent and hundreds of thousands of caregiver visits yearly.
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Adult Anterior Urethral Strictures: A National Practice
Patterns Survey of Board Certified Urologists in the United States

Travis L. Bullock® and Steven B. Brandest,}
From the Division of Urologic Surgery, Washington University School of Medicine, St. Louis, Missouri

Purpose: We determined the methods and patterns of the evaluation of and treatment for adult anterior urethral stricture
disease by practicing urologists in the United States.
Materials and Methods: A nationwide survey of practicing members of the American Urological Association was performed
by a mailed questionnaire. A total of 1,262 urologists were randomly selected from all 50 states, of whom 431 (34%) completed
the questionnaire.
Results: Most urologists (63%) treat 6 to 20 urethral strictures yearly. The most common procedures used by those
surveyed for urethral strictures were dilation (92.8%), optical internal urethrotomy (85.6%) and endourethral stent
(23.4%). Minimally invasive procedures are used more frequently that any open urethroplasty technique. Furthermore,
most urologists (57.8%) do not perform urethroplasty surgery. When used, the most common urethroplasty surgeries
performed were end-to-end anastomotic urethroplasty, perineal urethrostomy and ventral skin graft urethroplasty. Few
urologists (4.2%) performed buccal mucosa grafts. For a long bulbar urethral stricture or short bulbar urethral stricture
rofractary to internal urethrotomy 20% to 29% of respondents would refer to another urologist, while 31% to 33% would
by minimally invasive means despite predictable failure. Of the urologists 74% believed
onstructive surgical ladder, in which urethroplasty is only performed after repeat
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ABSTRACT

Purpose: We compared the efficacy of dilation versus internal urethrotomy as initial outpatient
treatment for male urethral stricture disease.
Materials and Methods: A total of 210 men with proved urethral strictures was randomized to
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outpatient basis.

Results: Life table survival analysis showed no significant difference between the 2 treatments
with regard to stricture recurrence. Hazard function analysis showed that the risk of stricture
recurrence was greatest at 6 months, whereas the risk of failure after 12 months was slight.
The recurrence rate at 12 months was approximately 40% for strictures shorter than 2 cm. and
80% for those longer than 4 cm., whereas the recurrence rate for strictures 2 to 4 cm. long
increased from approximately 50% at 12 months to approximately 75% at 48 months. Cox
regression analysis showed that for each 1 cm. increase in length of the stricture the risk of
recurrence was increased by 1.22 (95% confidence interval 1,05 to 1.43).

Conclusions: There is no significant difference in efficacy between dilation and internal ure-
throtomy as initial treatment for strictures. Both methods become less effective with increasing
stricture length. We recommend dilation or internal urethrotomy for strictures shorter than 2
cm., primary urethroplasty for those longer than 4 cm. and a trial of dilation or urethrotomy for
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FiG. 3. Life table analysis of association between stricture length
and recurrence after dilation or urethrotomy.
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REPEAT URETHROTOMY AND DILATION FOR THE TREATMENT OF
URETHRAL STRICTURE ARE NEITHER CLINICALLY EFFECTIVE NOR
COST-EFFECTIVE

T. J. GREENWELL,* C. CASTLE, D. E. ANDRICH, J. T. MacDONALD, D. L. NICOL
axn A. R MUNDY

From the Institute of Urclogy, London, United Kingdom, and Princess Alexandra Hospital (CC, DLN), Brisbane, Austrolic

ABSTRACT

PRIMARY URETHRAL RECONSTRUCTION: THE COST MINIMIZED
APPROACH TO THE BULBOUS URETHRAL STRICTURE

KEITH F. ROURKE axp GERALD H. JORDAN
From the Divizion of Urology, Department of Surgery, University of Alberte, Edmonton, Alberta, Canada, and Department of Urclogy,
Eastern Virginic Graduate School of Medicine (GHJ), Norfolk, Virginia

Purpose: Treatment for urethral stricture disease often requires a choice between readily
available direct vision internal urethrotomy (DVIU) and highly efficacious but more technically

*A pyki) ovpnOpotopn axorovbovuevn and
ovPN0poThacTIKN £lvol 1| TLO OTOOOTIK
AVTILETOMION OO TAEVPEC KOGTOVG.

*H apyiKn ovVTETOTION TOV UKPOV
oTEVOLATOV TG BoAPIKNC ovpnBpag e
ovpnOporThacTiKN £lvol TO OTOdOTIKT OTTO
NV OTTTIKI] ovpnOpotoun and mAcvpdc
KOGTOLG OTOV 1) TOAVOTNTA EXLTLYIOG TNG

OO0 gtvonr <35%




PLKO stents

( Milroy, Lancet 1988)







oppoenolua stents

tévopo vrotpomialel (ayyeimon!!!)

ent pe Xnpikovg DVTEG TOL TPOGYOVV TNV vEOUyYEi®ON

GTAOL0



BJU Long-term results of a self-expanding wallstent in the
94, 1037-1039 treatment of urethral stricture © 2004 BJU INTERNATIONAL
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The Institute of Urology, London, UK
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0BJECTIVE need for further surgery to treat stent. or transurethral resection of obstructing stent
stricture-related complications. hyperplasia (32%), urethral dilstation of

To report the long-term outcome over urethrotomy for stent obstruction of stricture

12 years of using the urethral Urolume™ RESULTS (25%) and endoscopic itholapaxy for stent

wallstent (AMS, Minnetonka, MI, USA] for encrustation or stone (17%).

treating recurrent bulbar urethral stricture The mean (range) age of the men was 58
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Michael L. Eisenberg, Sean P. Elliott* and Jack W. McAninch?
From the University of Celifornia-San Francisco and San Francisco Genercl Hospitel, San Frencisco, Celifornia

Vol. 178, 2456-2461, December 2007

Purpose: We describe our experience with urethral stents to manage iatrogenic posterior urethral stenosis.

Materials and Methods: We surveyed our retrospective database for patients in whom we placed a urethral stent for
posterior urethral stricture disease. We reviewed patient age, comorbidities, indications for stent placement, stricture length,
postoperative complications and the repeat stenosis rate.

Results: Overall we placed urethral stents in 13 patients, of whom 12 presented with posterior urethral stenosis and 1
presented with anterior and posterior stricture. The etiology of urethral stricture was prostate cancer therapy in 11 of 13
cases and simple prostatectomy in 2. Urethral stenting was chosen instead of urethral reconstruction largely due to prior
radiation for prostate cancor and avoidance of the morbidity of surgery. Overall 6 of 13 patients required additional
procedures for stricture recurrence, including 5 in previously irradiated patients. Two patients had stents removed due to
migration or pain. Genitourinary infections developed in 5 of 13 patients. Eight of 13 patients with a posterior urethral
stricture were incontinent, as expected after stent placement. Incontinence was managed by an artificial urinary sphincter
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Management of the Failure of a Permanently Implanted
Urethral Stent—a Therapeutic Challenge

Christopher R. Chapple®, Saurabh Bhargava

EUROPEAN UROLOGY 54 (2008) 665-670 Department of Urclogy, The Royal Hallamshire Hospital, Sheffield, UK
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