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Background: Management of posterior urethral injuries with pelvic fracture remains a major 
controversy and has always been a challenge to urologists. Objective of this study was to see the 
outcome of optical internal urethrotomy in treatment of urethral strictures following fracture 
pelvis.  Methods: This prospective study was conducted at the Urology Department, Lady Reading 
Hospital, Peshawar from January 2007 to July 2008. A total of 45 male patients (20–60 years of age) 
and having urethral strictures following fracture pelvis were treated with internal optical urethrotomy. 
Follow-up ranged from 3 months to 1 year. Results: Fracture pelvis resulting from the road traffic 
accident, was the cause of urethral stricture. The good and fair results of internal optical urethrotomy 
were 68.56% patients who were treated with single internal optical urethrotomy. Internal optical 
urethrotomy was repeated in 22.86% of patients. Clean intermittent self urethral dilatation was applied 
as adjuvant treatment to prevent recurrence of stricture for variable period ranging from 1 to 3 months. 
Conclusion: Internal optical urethrotomy is safe and effective procedure for short yet inaccessible 
strictures from the perineum. 
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INTRODUCTION 
Management of posterior urethral injuries with pelvic 
fracture remains a major controversy and has always 
been a challenge to urologists. Despite the best initial 
management, stricture almost always develop in these 
cases.1 Periodic urethral dilatation is the oldest surgical 
procedure used for the dilatation of urethral stricture. 
But there has been risk of complications like haematuria, 
bacteremia, infection, false passage, periurethral abscess 
and fistula.2–4 Sachse performed his first internal optical 
urethrotomy in 1974.5 Prior to this surgical urethroplasty 
was the only method available to restore urethral 
continuity. Stricture excision and end to end 
anastomosis was regarded as the gold standard for 
posterior urethral strictures.6 

Despite complications of internal optical 
urethrotomy like recurrent stricture formation 
haemorrhage, sepsis and rectal injury, an interest in 
minimally invasive surgery has prompted some of the 
investigator to attempt an endoscopic approach to this 
problem. The Procedure has several advantages. 
Minimal anaesthesia is required. It is easily repeated if 
the stricture recurs. This procedure is safe with a few 
complications.7  

The present study was conducted to 
evaluate the efficacy, safety and outcome of the internal 
optical urethrotomy in strictures following pelvic 
fracture. 

MATERIAL AND METHODS 
This prospective study was conducted at the Department 
of Urology, Postgraduate Medical Institute, Government 
Lady Reading Hospital, Peshawar, Pakistan, from 
January 2007 to July 2008. Forty-five patients having 

traumatic posterior urethral stricture were included in 
this study. 

Patients who also had history of neurological 
deficit, diabetes mellitis, congenital or iatrogenic 
strictures, infective or malignant strictures and those 
with strictures more than 2 Cm long, were excluded 
from this study.  

All patients were subjected to detailed 
preoperative clinical assessment and investigations like 
TLC, DLC, ESR, haemoglobin, urinalysis, blood 
grouping, viral screening, imaging studies, i.e., 
antegrade cystourethrogram and retrograde 
urethrorgram. 

The procedure was performed under general or 
spinal anaesthesia. Patients were placed in Lloyd Davis 
position and were properly drapped. A 21-Fr. 
urethrotome with 0 degree Telescope was passed into 
the urethra  up to the level of blind stricture, stricture 
was incised at 12 ’O clock in a gradual manner with the 
help of cold knife till urethrotome  reached into the 
urinary bladder. Thus making continuity between the 
anterior and posterior urethra. Urethrotome was 
removed and sheath retained and a guide wire passed 
into the urinary bladder through the sheath and a 16 Fr 
two way Foley’s catheter slipped over the guide wire. 
Suprapubic catheter was also replaced and clamped after 
the procedure. Urethral catheter was removed after 2 
weeks and retrograde urethrogram was performed. If 
urethrogram showed no stricture then suprapubic 
catheter was also removed on 3rd week. All patients 
were advised to visit the department at 1 month and 3 
months interval for follow-up. The criteria used to 
assess the success of the procedure was subjective 
feeling of the patient regarding his urinary stream and 
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appearance of urethra on retrograde urethragram. 
Outcome was categorised as: 
Good, if   
1. Patient voids as before the injury. 
2. Retrograde urethrogram showing patent urethra with 

no evidence of narrowing at the level of stricture. 
Fair, if 
1. Patient voids with some difficulty, stream is thin and 

intermittent.  
2. Retograde urethrogram shows patent but irregular 

and decrease in diameter at the level of the stricture 
and required self-intermittent dilatation. 

Poor, if 
1. Patient is unable to pass urine in a proper stream. 
2. Retograde urethrogram shows definitive narrowing 

at the stricture site. 

RESULTS 
Forty-five patients with traumatic blind posterior 
urethral stricture were included. Thirty-five patients 
were available for follow-up period of 3 months and 8 
patients were lost to follow-up. Thirty patients (85.71%) 
belonged to urban area while 5 patients (14.28%) were 
from rural area. Ages of the patients ranged 14–60 years. 

The combined good and fair results of optical 
urethrotomy were 68.56% and poor results were found 
in 31.42% (Table-1). 

Table-1: Out come of urethrotomy 
Results No. of patients Percentage 
Good 18 51.42 % 
Fair 6 17.14 % 
Poor 11 31.42 % 

One patient had bleeding who received blood 
transfusion while another one had extravasation and 
urinary tract infection. Eight patients (22.86%) had 
erectile dysfunction after pelvic fracture. All patients 
were continent and potent before the injury except one 
patient who developed incontinence after the procedure. 

DISCUSSION 
The simplicity and easy performance of internal optical 
urethorotomy leads to worldwide popularity of this 
procedure for treatment of urethral stricture.8  Up to mid 
20th century urethral dilatation and blind internal 
urethrotomy remained the treatment of choice for the 
posterior urethral stricture and impassable stricture. 
Suprapubic cystostomy was the only alternative.9 

Modalities of treatment like urethral dilatation 
and rail-road technique are more or less obsolete today 
because of poor efficacy and inherent complications. 

In 1953, Jhonson introduced his two stage 
urethroplasty which was later used by Turner Warrick10 
and Blandy et al.11 Urethroplasty was the only method 
available to restore continuity before endourological 

repair by Sachse.5 Complications of internal optical 
urethrotomy are less and success rate is 56–85 %.12,13 

In our series of 45 patients with traumatic 
blind posterior urethral stricture, 35 patients reported for 
follow-up. The peak incidence of traumatic blind 
posterior urethral stricture was between 20–39 years of 
age. While in other studies the higher incidence reported 
in third and fourth decades of life.14  

Our patients with urethral injury presented to 
us from one month and to one year. Same time period 
was also reported by Kaleem et al.15 The success rate in 
our study is 68.56% while Aziz et al reported success 
rate from 56 to 85% which is quite comparable.16 

The postoperative incontinence was seen in 
2.857% patients which is similar to other 
studies.3,13,17 Recurrence of urethral stricture occurred in 
22.86% patients who required repeated urethrotomy. 
This is comparable to another study where recurrence 
was 25–50%.18 

The operative time of optical urethrotomy in 
our study was 25.5±12.5 minutes which is quite 
comparable to Hammad et al,19 and  Mark et al 20.  

In our series all patients were continent and 
sexually potent before injury. After injury 8 (22.86%) 
patients developed erectile dysfunction. Many urologists 
suggest that incontinence and erectile dysfunction were 
purely traumatic rather than surgical.21,22 Erectile 
dysfunction has been reported to occur in 20–60% of 
patients after traumatic posterior urethral rupture.23,24 

The most important factor associated with 
impotence is severity of the initial injury. Spontaneous 
return of potency may occur up to 2 years after injury.25 
Internal optical urethrotomy carries good results, 
minimal trauma and is suitable for high risk patient.4 

CONCLUSION 
Intra-optical urethrotomy is effective, simple, safe, 
repeatable and minimally invasive procedure for 
patients with strictures after pelvic trauma. 
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