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INTRODUCTION: Urethral injury is a physical 

restricting or critical decrease in the lumen of the 
urethra, prompting disabled pee of differing 

seriousness. The illness happens in all kinds of people. 
Most frequently, the reason for restricting is post-awful 

stenosis or constant sicknesses of the genitourinary 

system. Urethral injury happens in around 1-2% of men 
and 0.5% of ladies. Delegates of the more grounded 

sex all the more frequently experience the ill effects of 
this infection because of the way that men have a bigger 

urethra - this expands the gamble of injury and 
provocative cycles. In ladies, urethral injury might 

happen after radiotherapy endorsed for pelvic disease. 

The truth of the matter is that light frequently prompts 
the advancement of tissue bonds. 

Urethral injury can be intrinsic, which is very intriguing, 
or obtained. Most urethral injuries are obtained. The 

event of injuries can be set off by the accompanying 

variables: 
wounds of the penis, perineum and pelvis with bone 

breaks; 
after urological controls and tasks, including 

urethroscopy, cystoscopy, bougienage and 

catheterization; 
fiery cycles of the urethra, prostate organ in men, 

cystitis in ladies; 
synthetic and warm harm to the urethra; 

serious hypothermia; 
circumcision of the prepuce. 

Any activity that outcomes in harm to the mucosa can 

prompt urethral injury. 
One more enormous level of instances of restricting of 

the lumen of the urethra happens because of physically 
sent infections (sexually transmitted diseases). Among 

the fundamental ones are gonorrhea and chlamydia. As 

well as normal persistent illnesses - diabetes, 
atherosclerosis, blood vessel hypertension 

(hypertension). Around 30% of urethral injuries are 

idiopathic, that is to say, their starting point is obscure. 
The limiting of the lumen of the urethra can be halfway 

or complete. There are additionally various areas of the 
injury: in the front or back piece of the urethra. 

As per the length, urethral injuries are of two sorts: 

short (up to 2.5 cm) and expanded (more than 2.5 cm). 
As indicated by the level of limiting, specialists 

recognize: gentle, moderate, serious injuries. A 
different kind is destruction - a situation when the 

lumen of the channel is totally missing because of tissue 
development. 

The side effects of the sickness may not be 

communicated at all for quite a while, until the limiting 
of the waterway starts to influence pee. Urethral injury 

is a slow sickness, particularly in the underlying stages. 
Seeing the first "ringers" in time to counsel a specialist 

for help is significant." 

The primary side effects of urethral injury include: 
debilitating of the pee stream; 

a noticeable decline in the volume of pee discharged, 
the presence of blood in it; 

torment while peeing and occasional agony in the lower 

midsection; 
sensation of deficient purging of the bladder; 

sprinkling stream of pee; 
Contingent upon the level of limiting of the lumen of the 

urethra, the urologist settles on the strategy for 
treatment. For model, non-extremist techniques for 

treating injury include: 

1. Bougienage - constrained (transitory) extension of 
the lumen of the urethra. The pith of the method is that 

an extraordinary pole formed instrument (bougie) is 
embedded into the urethral channel. The specialist fixes 

the channel with delicate developments, because of 

which it extends, reestablishing all capabilities. The 
patient encounters torment in the urethra, and pee gets 

back to business as usual. 
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2. Meatotomy - careful analyzation of the hole of the 
urethra. This treatment technique is picked when the 

outside opening of the urethra is smaller than ordinary. 

Utilizing a surgical blade, the specialist makes an entry 
point along the ventral mass of the urethra, enlarging 

the kickoff of the channel. The activity takes something 
like 30-40 minutes. 

3. Urethrotomy - the specialist takes apart the injuries 

(up to 1 cm) of the urethra under endoscopic control. 
The subsequent scar tissue in the urethra is removed, 

making the trench extend. The method is negligibly 
intrusive, effortless and stays away from open a medical 

procedure. 

As a rule, moderate treatment techniques help to 
dispose of the disagreeable side effects of urethral 

injury. However, non-revolutionary techniques can't 
necessarily totally take out the issue. At times, scar 

tissue inside the urethra can bounce back, blocking the 
urethra. In such cases, the proctologist might suggest 

extremist treatment - urethroplasty. This is a protected 

plastic reconstructive medical procedure on the urethra, 
because of which reestablishing the regular 

construction of the organ and its functions is 
conceivable. The substance of the activity is to address 

the restricted region of the urethra. 

There are three sorts of urethroplasty strategies: 
Anastomotic urethroplasty: extraction of the area with 

congested tissue (stenosis) and ensuing reclamation of 
parts of the urethra. 

Substitution urethroplasty: the specialist replaces part 
of the lumen of the urethra with mucous layer. 

Perineal urethroplasty: expulsion of the urethral 

opening into the perineum. 
Lacking discharging of the bladder, saw with urethral 

injury, causes muscle strain, which decays over the long 
run. Accordingly, the contractility of the bladder 

diminishes and it isn't totally discharged. The presence 

of remaining pee in always expanding volumes can 
prompt constant urinary parcel contaminations and 

stone development. In men, with articulated restricting 
of the trench, prostatitis might create. 

In a few high-level cases, the provocative cycle from the 

urethral mucosa can spread to encompassing tissues 
and cause the improvement of abscesses and the 

development of fistulas. 
There are multiple etiologies that can result in the 

formation of urethral scar tissue and subsequent 
stricture development. Trauma to the urethra, either 

acute or repetitive, is a leading cause. Acute trauma can 

occur due to pelvic fractures, straddle injuries, or 
instrumentation like catheterization. Repetitive 

microtrauma is seen in those who perform long-term, 
frequent catheterization for various medical reasons. 

Inflammation from infections, especially those caused 
by Neisseria gonorrhoeae, can also damage the urethral 

lining over time. Other less common causes include 

lichen sclerosis, which involves autoimmune scarring, 
and rare congenital abnormalities. Radiation therapy to 

treat pelvic cancers additionally poses a risk by inducing 
fibrosis within treated tissues.  

Patients with urethral strictures typically present with 

lower urinary tract symptoms such as weak urinary 
stream, straining to void, hesitancy, dribbling, and post-

void dribbling. More severe or extensive strictures can 
lead to urinary retention where the bladder is unable to 

fully empty. As the stricture worsens with time if left 

untreated, symptoms progress accordingly. Strictures 
located in the proximal bulbar urethra often cause more 

pronounced voiding difficulties than those in the distal 
penile urethra. Complications may additionally include 

urinary tract infections resulting from urinary stasis and 
reflux. Rarely, very tight strictures can obstruct the 

kidneys and impair their function. 

Evaluation of urethral strictures involves a thorough 
history to elucidate potential causes and physical 

examination focused on the genitalia and abdomen. 
Initial tests may incorporate urinalysis to rule out 

infection, post-void residual urine measurement, and 

uroflowmetry to characterize urine flow. Cystoscopy 
allows direct endoscopic visualization and localization of 

any strictures. Further delineation is obtained through 
retrograde urethrography, wherein a contrast medium 

is injected into the urethra during fluoroscopy. This 
precisely maps the length, depth, and degree of 

narrowing.  

Management depends on multiple factors such as a 
patient's symptoms, stricture length and diameter, prior 

treatments, and intent for future urinary reconstruction. 
Less severe cases may be managed initially with 

periodic dilations, wherein graduated sounds or bougies 

are gently passed through the stricture to stretch the 
scar tissue. This outpatient procedure provides relief of 

obstruction but requires multiple sessions for 
maintenance. For more extensive strictures, internal 

urethrotomy may be performed wherein a resectoscope 

is used to incise the scarred segment. However, the 
high recurrence rate with these endoscopic approaches 

necessitates frequent follow-up.  
Definitive treatment generally involves open 

urethroplasty, a small surgical procedure wherein the 
stricture is completely excised and the urethra is 

spatulated and anastomosed primarily. Grafts or flaps 

from the oral cavity (buccal), preputial skin, or bladder 
mucosa can be interposed in longer or more complex 

defects. This restores normal anatomy and offers higher 
long-term success rates of 70-90% depending on 
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location and complexity. Newer minimally invasive 
options utilizing end-to-end anastomosis via a perineal 

or penile approach are also emerging. Overall, 

treatment aims to relieve obstruction while preserving 
penile and urinary function. 

CONCLUSION 
In summary, urethral strictures represent a common 

urological condition with diverse etiologies, variable 

clinical manifestations, and an array of management 
approaches. With accurate diagnosis and appropriate 

treatment tailored to each patient's individual case, 
strictures can be effectively addressed to optimize long-

term urinary and sexual health outcomes. Further 

research continues to refine and develop minimally 
invasive techniques for stricture repair. An 

understanding of this condition's causes, impacts, and 
modern treatment paradigms provides clinicians a 

framework for delivering high-quality, evidence-based 
care. 
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