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Abstract:

Background: Broadly defined, urethral strictures are narrowing of the urethral lumen that is surrounded
by corpus spongiosum, i.e., urethral meatus through the bulbar urethra. Urethral stenosis is narrowing of
the posterior urethra, i.e., membranous urethra through bladder neck/prostate junction, which is not
enveloped by corpus spongiosum. The disease has significant quality of life ramifications because many
times younger patients are affected by this compared to many other urological diseases.
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Introduction:

Treatment of urethral stricture
depends upon many factors: site: anterior /
posterior urethral stricture, length : short < 2
cm / long 2 cm or above, denovou / recurrent
stricture and number of strictures (1). There
is no medical therapy to treat urethral
stricture disease, however, urinary tract
infections (UTIs) should be adequately
treated prior to surgical intervention. Surgical
treatment of urethral stricture disease is
indicated when the patient has severe voiding
symptoms, bladder calculi, increased
postvoid residual, and recurrent urinary tract
infection or when conservative management
fails (2).
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Treatment of Urethral Stricture:

A-Observation: Stricture will usually result
in diminution in flow once the caliber of the
urethral lumen is < 10 Fr. In other strictures
(> 10 Fr), the diagnosis is often made by
coincidence in asymptomatic patients
because of a urologic examination for other
reasons (e.g., cystoscopy, need for urethral
catheterisation) asymptomatic strictures do
not always need active treatment.
Endoluminal treatments can be used for
short, nonobliterative strictures at the bulbar
and posterior urethra as first-line treatment.
Repetitive endoluminal treatments are not
curative. Urethroplasty encompasses a
multitude of techniques, and adaptation of the
technique to the local conditions of the
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stricture is crucial to obtain durable patency
rates (3). Patients who needed intervention
had poorer PROMSs suggesting clinical
symptoms and bother. There is no
information on long-term complications in
patients with recurrences who did not
undergo intervention. In cases of an
asymptomatic stricture recurrence, it might
be an option not to intervene but to perform
regular follow-up (3).

B- Optical internal urethrotomy (OIU):
OIU represents the basis of endoscopically
treating urethral strictures and is inspired by
a French idea, born in the 19" century by
Civiale and Maisonneuve. This treatment
principally differs from urethral dilation as it
involves an intervention which is guided by
the direct vision of the surgeon. During this
procedure, a longitudinal incision is made
over the entire stricture length into healthy
urethral tissue, after which the gap between
the wound edges is expected to be re-
epithelialized (4). OIU is indicated in cases
with primary, single, short (< 2 cm), anterior
urethral stricture (5). There are several
prognostic factors impeding success rates of
OIU including number of previous
urethrotomies (and stricture-free interval
thereafter), stricture length, number of
strictures, stricture location, and the amount
of surrounding spongiofibrosis (6). A knife
blade or Ho YAG Laser is used to cut the
stricture and create a gap and allowing 16/18
Fr urethral catheter to be inserted (7); (8).
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C-Open Urethroplasty: Urethral dilatation
and internal urethrotomy as modalities of
treatment have limited usage in current day
practice because when there is associated
spongiofibrosis, they are not curative.
Urethral reconstruction has therefore become
the mainstay treatment of urethral stricture
disease when the aim is to cure the patient of
such a crippling ailment (9). Many
reconstructive procedures have been used to
treat strictures. In all cases, the choice of
repair is based on the location, length and
recurrence of the stricture. No single repair is
right for all cases. The 2 main types
are Excision primary anastomotic and
substitution urethroplasty (4).

Anastomotic Urethroplasty This method is
usually reserved for short bulbar or
membranous urethral strictures. In this
situation, a perineal incision is made and the
urethra can then be reconnected after
removing the stricture. A 16/18 Fr, soft
catheter is left in the urethra for 7 to 14 days.
It is then removed, an ascending cysto-
urethrogram is done to make sure the repair
has healed (10); Figure(1)Some surgeons
prefer the use of a suprapubic catheter, as
they believe insertion of an in-dwelling
urethral  catheter may damage the
anastomosed area (4). The Expected average
success rateof EPA is above 95%,
anastomotic urethroplasty is considered the
"gold standard™ of surgical repair options. It
is generally used when strictures are less than
2 cm in length (8).
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Figure (1): Anastomotic Urethroplasty (8).

Substitution Urethroplasty when the
stricture is long, tissue can be transferred to
replace the section that had the stricture. A
number of different tissue types—including
penile skin, scrotal skin, extragenital skin,
bladder mucosa, intestinal mucosa, and oral
mucosa—have been used as urethral
substitutes. Traditionally, penile skin as a
pedicled flap or as a free graft had been
considered the most reliable material for
reconstruction of urethral strictures and until
several decades ago had been the most
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popular material for anterior urethroplasty.
However, penile skin has gradually been
replaced by buccal mucosa grafts (BMGs)
because of their advantageous histological
properties and superior handling
characteristics. It has been shown that there
was a much higher morbidity with penile skin
flaps than with BMGs. The types of
urethroplasty for bulbar urethral strictures are
mainly categorized into two groups (11)
Figure (2).
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Figure (2): A flowchart of selecting the type of urethroplasty for bulbar urethral stricture (12).

Surgical Anatomy of Oral Mucosa

Buccal and labial mucosae are covered by lining mucosa and have a stratified squamous
nonkeratinized epithelium that lines a thin elastic lamina propria and submucosa (13); Figure (3).

Eur. Chem. Bull. 2023, 12(Regular Issue 10) (15

644-15650)
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Figure (3): Histology of buccal mucosa (13).

The lamina propria consists of a rich underlying buccinator and orbicularis oris
vascular supply and dense connective tissue muscles and contains minor salivary glands
with short, irregular dermal papillae; while (14) Figure (4).

the submucosa is firmly attached to the

,

Figure (4): Microvasculature of buccal mucosa (13).

— —

After the removal of its subcutaneous infection defense layer denoted by a high
tissue, buccal mucosa is relatively thick, concentration of IgA antibodies as a result of
mechanically stiff and elastic and so easy to evolution-related qualities (15). Furthermore,
handle. It is also suggested to have an the natural moist location of the buccal
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mucosa in the oral environment favors its
easy adaptability in the urethral passage
when used as a free graft (16).

The mucous membranes of the cheek
and lower lip receive their nerve supply from
the buccal and mental branches of the
mandibular nerve, respectively. The lip
mucosa is thinner and less resistant than the

Figure (5): Buccal mucosa harvest from the right inner cheek (14).

= \ 2 “ 5
f

Section A -Research paper

buccal mucosa. In addition, the width of the
lip (maximal dimension, 1.0 to 4.0 cm),
unlike the buccal mucosa (maximal
dimension, 3 to 5.5 cm), limits the size of the
graft (17); Figures (5).

Advantage of oral mucosal graft: Hairless,
Accustomed to a wet environment, Easy to
harves and High stability of the grafts.
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Conclusion: The use of the buccal mucosa graft for urethral reconstruction is a successful method

with a low incidence of complications.
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