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Anatomy / mechanism of injury

* 70-80% are distal to the sphincter

(level 3)

* Thisis different than the standard

teaching

plucking an apple
(prostate)

off its stem

(the membranous

Striated urethral
sphincter

Site of injury
(most commonly at
perineal membrane)

Perineal membrane
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* Pelvic Fracture Urethral Injury (PFUI)

* Pelvic Fracture Urethral Disruption Defect
(PFUDD)

— “urethral distraction defect” is an alternative second tier term

— “posterior urethral stricture” is a not acceptable
Disruption Injury - PFUDI

e Mostcommon cause:
- Pelvic fracture
- (Rarely: gunshot wounds)

e Most common location:
- Distal to external urinary sphincter (!)

e Complications
- Urethral stricture
- Incontinence
- Impotence

deyers and MicAninch (2009): management of posterior urethraldisruption injuries, NCP Urofogy



Emergency treatment of posterior urethral
trauma

suprapubic urinary diversion

immediate

_ endoscopic urethral realignment
optional

7 — 15 days following trauma

delayed urethroplasty
Gold standard

4-6 months following traum4




dilation

urethrotomy

stents

Open Reconstruction

tubularized flap

Primary 1. Realighment
repair Z—tirethropleshy
1. Full-thickness skin
Late 2. Split-thickness skin :
graft
Urethroplasty
a. single-stage repair
1. Skin iSIand Onlay b. Two-stage repair
. Anastomotic flaps . .
Pedicled P i First stage
. tissue- skin 2. Hairless scrotal ii. Second stage




Immediate open realignment:
* Bladder neck injury
* Rectal injury

* Open orthopedic repair of pelvic injuries
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dilation

urethrotomy

stents

Open Reconstruction

tubularized flap

Primary 1. Realignment
repair Z—tirethropleshy
1. Full-thickness skin
Late 2. Split-thickness skin :
graft
Urethroplasty
a. single-stage repair
1. Skin island Onlay b. Two_stage repair
. Anastomotic flaps i i
Pedicled P i First stage
. tissue- skin 2. Hairless scrotal ii. Second stage
transfer flaps island flap




The term

1. from one part of
the body and
transferred to
another in order to

“graft” replace diseased

refers to. or injured tissue.

2. is without its own
blood supply and
relies on diffusion
from its host bed

tissue is transferred

“Flap” on a vascular pedicle

from one part of the
refers

body to another




Four grafts that have been successfully
used for primary urethral

reconstruction are the full-thickness
1. skin graft,
2. the bladder epithelial graft,
3. the oral mucosal graft and
4. the rectal mucosal graft.

Oral mucosal grafts as mentioned can

be taken from
1. the cheek (buccal),
2. The lip (labial), and

3. the undersurface of the tongue

(lingual).

Grafts have been most
successfully employed in

the area of the
bulbous urethra,

where the urethra is invested
by the bulk of the

ischiocavernosus muscles




“augmented
urethroplasty/
urethral
reconstruction”

Describes
urethral reconstruction
with a tissue
graft or flap

“substitution
urethroplasty/
urethral
reconstruction”

describes
urethral reconstruction
with a
tubularized tissue
graft or flap

“Augmented
anastomotic
urethroplasty/
urethral
reconstruction”

the stricture is excised,

a portion of the urethra is
anastomosed (either
ventrally or dorsally), and
a graft or flap is placed

on the contralateral side
to complete the
urethroplasty/urethral
reconstruction.




dilation

urethrotomy

stents

Open Reconstruction

tubularized flap

Primary 1. Realignment
1. Full-thickness skin
Late 2. Split-thickness skin :
graft
Urethroplasty
a. single-stage repair
1. Skin island Onlay b. Two-stage repair
. Anastomotic flaps . .
Pedicled P i.  First stage
. tissue- kin  |* Hairless scrotal ii. Second stage
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Surgical Tips and Tricks During Urethroplasty for Bulbar Urethral
Strictures Focusing on Accurate Localisation of the Stricture:
Results from a Tertiary Centre

Tricia L.C. Kuo *, Suresh Venugopal, Richard D. Inman, Christopher R. Chapple

Department of Urology, Royal Hallamshire Hospital, Sheffield Teaching Hospitals NHS Trust, Sheffield, UK




The classic reconstruction
consists of a

, 1. the area of fibrosis is totally excised
Spatulated anastomosis o
of the 2. the urethral anastomosis is widely spatulated,
proximal anterior urethra 3. alarge ovoid anastomosis
to the 4. the anastomosis is tension free.

apical prostatic urethra.

Campbell-Walsh Urology 10th Edition



Urethral Pull-through Operation

Figure 1.

The stricture segment with
the surrounding fibrous

tissue is excised under the
guidance of sound in the

proximal urethra.

Figure 2.

The distal urethral end is fixed
on a catheter, with sutures
placed through the catheter wall
and the urethral spongiosum,
and 0.5 cm away from the
border of urethral end.

The catheter is fixed in place
on the abdominal wall with a
stitch to allow the
approximation of the 2
urethral ends without
tension and interposition of
periurethral tissue.

Reconstructive Urology

Urethral Pull-through Operation for the Management of Pelvic

Fracture Urethral Distraction Defects
UROLOGY 78 (4), 2011
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contrast-enhanced
urethrography
more than

one projection

may be necessary to

visualize the stricture

RBG 986059










Inferior pubectomy




1. the prostate is elevated behind the

Infrapubectomy
symphysis pubis

2. the inferior aspect of the
symphysis is resected with a

Kerrison rongeur. As much of the

bone can be removed as necessary

3. to afford a simple approximation

of the ends of the urethra

pubectomy =2 long-term sequelae

1. shortening of the penis,

2. destabilization of erection, and
3. destabilization of the pelvis
4

chronic pain syndrome with exercise

Campbell-Walsh Urology 10th Edition



Figure 4.4.4: Treatment for stricture after radical prostatectomy

latrogenic urethral stricture
Anastomotic stricture after radical

Dilation

prostatectomy
Y Y Y
Endoscopic optical bladder Endoscopic bladder
neck incision neck incision

l

If failure

Y

Open surgery
(reanastomosis)

— Urinary diversion

EAU-Guidelines-Urological-Trauma-2015



Anastomotic strictures in 2800 patients after Iagaroscogic and robotic-assisted laparoscopic radical prostatectomy

and RALP. The aim of this study is
to analyze when anastomotic
strictures appear within the long-
term follow-up and to identify

parameters  with  significant
wﬂuence on stricture formation. J

Materials und methods:

The first 2800 consecutive patients
operated at our institution between
1999 and 2011 were included.
Median follow-up was 92 months
(15-171, interquartile range 62-
121). 2521 patients (90 %)
; 279 (10 %) RALP.
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0 7 % wnthm the ﬁtst 700 cases to
0.9 % within the last 700. 52 % of all
strictures were seen within the first 6
months after surgery, 75 % within
the first 15 months, 92 % within the
first 36 months. 43 % of the
strictures arose later than after 5
years. All anastomotic strictures
were treated with urethrotomy using
the Holmium-YAG-laser. Recurrent
strictures were seen In 32 of 117
cases (27.4 %): 12 patients (10.3 %)
needed more 2 urethrotomies (3-5).
A multivariate analysis showed body
mass index, pathological tumor




Anastomotic strictures in 2800 patlents after la paroscoglc and robotic-assisted laparoscopic radical prostatectomy
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incidence of strictures declined from
7.7 % within the first 700 cases to
0.9 % within the last 700. 52 % of all
strictures were seen within the first 6
months after surgery, 75 % within
the first 15 months, 92 % within the
first 36 months. 43 % of the
strictures arose later than after 5
years. All anastomotic strictures
were treated with urethrotomy using
the Holmium-YAG-laser. Recurrent
strictures were seen In 32 of 117
cases (27.4 %): 12 patients (10.3 %)
needed more 2 urethrotomies (3-5).
A multivariate analysis showed body
mass index, pathological tumor




PERINEAL URETHROSTOMY. D DEFINITIVE CURE FOF BDVANCED)

RAL STRICTURE DISEASE

Michael J Belsante, George D Webster, J Patrick Selph, Michael A Granieri, Divya
Ajay, Andrew C Peterson

; edical Center, Durham, North Carolina
Introduction

While perineal urethrostomy (PU) has proven to be a highly successful option for patients with A
complex urethral stricture disease, it is often utilized as a last resort. The perceived

disadvantages of this procedure include the loss of normal anatomy, need to sit to urinate, and

concerns about potency and sexual function. We aim to describe our contemporary seres of

patients treated with penineal urethrostomy.

Materials and Methods

We conducted an IRB approved, retrospective review of all patients who underwent PU at Duke
from 1966 to 2012. Inclusion criteria were age > 18 and male gender. Patients with a temporary
PU as part of a staged repair were excluded. Data extracted included patient demographics,
stricture etiology. comorbidities, previous therapies, and need for subsequent interventions. All
patients who received PU as definitive management were inciuded in the analysis. PU was
considered successful if there was no need for subsequent interventions including diations, seif-
calibration or surgical revision.

Results
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. . complication rate.

Lichen sclerosus in 20 (36%)

Hypospadias in 10 (18%)

Traumafidiopathic in 26 (46%) Conclusions

54 success (96.4% - -
1 £ A We utilize perineal urethrostomy for the
: > treatment of severe urethral stricture disease
2 failures (1 revised and 1 on self calibration) —» None of etiology, BMI, prior urethroplasty, at Duke University.
stricture length predicted failure -

1.Barbagli G, De Angelis M, Romano G, Lazzen M. Cinical Outcome and Quality of Life Assessment in Patents Treated With Penneal
Urethrostomy for Anterior Urethral Stricture Disease. JURO. 2000;182(2):548-557. do:10.1018/ juro 2000.04.012






Figure 4.4.2: Management of posterior urethral injuries in men
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Figure 4.4.2: Management of posterior urethral injuries in men
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Take home messages

* PFUDI represents one of the most
challenging clinical problems for urologists

* Acute management consists of
— Early immediate endoscopic realignment

— Suprapubic tube cystostomy
— Immediate open repair_ is NOT recommended

Take home messages

Delayed anastomotic repair is fully
standardized and reproducible.

Success rates of both realignment and

anastomotic repair are excellent.

Erectile dysfunction is mostly related to the
trauma itself,

Incontinence is uncommon and mostly
associated with bladder neck involvement.
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