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ABSTRACT 

Background: Urethral stricture is a common urologic disease affecting 

mostly adult males. It constitutes a significant burden in the practice of 

urology. Objectives: The objective of the study is to assess the burden and 

management outcome of urethral stricture in our hospital. Materials and 

Methods: This is a retrospective study of patients managed for urethral 

stricture in our hospital between 2015 to 2019. Medical records of the 

patients were retrieved, basic demographic and management information 

were extracted, entered into proforma and analyzed. Results: A total of 86 

patients were treated for urethral stricture over the period, the medical 

records of 77 patients were retrieved and analyzed. The 86 patients constitute 

34.5% of all urologic surgeries performed in the hospital within the period. 

All were males aged 19-90years (53.6±9.01SD years). Acute urinary 

retention (AUR) was the commonest presentation (44.2%), others presented 

with lower urinary tract symptoms and chronic urinary retention. Most 

common complication was urinary tract infection (28.6%). Urethritis was 

the commonest risk factor (46.8%). Most patients were diagnosed with short 

segment stricture (54.4%). Recurrence rate was 26%. Conclusion: Urethral 

stricture constitutes significant workload for urologist where patients 

commonly present with complications. Urethritis remains the predominant 

risk factor for urethral stricture among our patients. 
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INTRODUCTION 

espite changes in its presentation and risk 

factors, urethral stricture (US) has remained a 

common urologic disease globally with increasing 

prevalence being reported especially among males 

of over 65years of age [1,2] . In Nigeria and west 

African sub-region, urethral stricture is seen 

predominantly in the 4th and 5th decade of life [3, 4, 5, 

6]. Urethral stricture denotes narrowing and loss of 

distensibility of the urethra due to scarring of the 

corpus spongiosum and the urethral epithelium. [7,8] 

Contraction of the scar reduces the urethral lumen 

with subsequent development of lower urinary tract 

symptoms. In certain cases, there is complete 

obliteration of the urethral lumen leading to urinary 

retention necessitating suprapubic cystostomy. [8,9]In 

estimation, the prevalence of urethral stricture in 

industrialized countries is around 0.9%.[9] The 

prevalence of urethral stricture disease in the United 

states of America(USA) is estimated between 

approximately 200/100,000 in younger men to 

>600/100,000 in men older than 65.[2] Similarly, in 

the United Kingdom (UK) it has been estimated to 

be between 10/100,000 in younger men to 

100/100,000 in men older than 65 years [2] In sub 

Saharan African, the definite prevalence is not 

known, however various reports from hospitals 

across Africa showed US constitute huge disease 

burden in the region [10] 

A good clinical history and physical examination is 

essential to diagnosis of urethral stricture. However, 

retrograde urethrography (RUG) with/ without 

micturating cystourethrography (MCUG) remains 

the gold standard investigation while 

urethrosonography, computerized tomography (CT), 

and magnetic resonant imaging (MRI) are presently 

seen as adjuncts to RUG. [2, 11] 

The treatment options for urethral stricture are 

urethral dilatation, internal urethrotomy and 

urethroplasty. Amongst these, urethroplasty remains 

the gold standard today with far more long term 

success rate and cost effectiveness [8]. Chance for 

cure may be up to 90-95% for excision and 

anastomotic urethroplasty and 73- 90.5% for 

augmented urethroplasty. [2,8] 

We undertook a retrospective study to document the 

burden, presentation and management of urethral 

strictures in our hospital. This is in an environment 

with poor access to health care services and where 

no previous study on urethral stricture has been 

done. 

 

MATERIALS AND METHOD 

It was a retrospective descriptive study of all patients 

who were managed for urethral stricture at the 

urology unit of our hospital over the period covered 

in this study (January 2015 to December 2019). 

Before conducting the study institutional approval 

was obtained from the research ethics committee of 

the hospital with reference FMCY/HREC/20/92. 

Particulars of the patients treated for urethral 

strictures over the period covered by the study were 

retrieved from the theatre register and their medical 

information was collected with the help of the record 

staffs of the hospital. Information about the patients’ 

bio-data, presentation, risk factors, investigations 

done, initial treatment, definitive treatment and 

outcome of the treatment including complications 

were extracted and entered into the already designed 

proforma.  

The generated data was entered into excel sheets and 

analyzed using Statistical package for social 

sciences (SPSS) version 21 

The results were presented in tables and figures. 

 

RESULTS 

A total of 86 patients were treated for urethral 

stricture over the period, this constitute about 34.5% 

of total number of urologic patients treated. Only the 

case files of 77 patients were retrieved and analyzed. 

The age distribution of patients found is as shown in 

Fig 1 

The age ranges from 19 – 90 years; most common 

age group was 61 – 70 years with a mean age of 

53.6±9.01SD years. All the patients in our study 

were males; who are mostly farmers and traders. The 

distribution of the patients based on their occupation 

is shown in Fig 2. 

D 



11 

 
 
 

Burden and management of urethral stricture Muzammil et al., 

For Reprint: nigerian.j.urology@gmail.com Nig J Uro | Vol 11 | No 1 | 2026 

Majority of our patients presented with 

complications of urethral stricture in an emergency 

setting; 44.2% presented with acute urinary retention 

(AUR), 7.8% with chronic urinary retention (CUR) 

while 39% presented with lower urinary tract 

symptoms (LUTS). In about 9.1% of patients the 

urinary retention (UR) was relieved elsewhere and 

presented to our facility with supra pubic catheter in 

situ. Previous history of poorly treated purulent 

urethritis was the risk factor in 36 (46.2%) patients. 

Others including urethral trauma are as shown in 

Table 1.  

Majority of our patients (92.2%) had SPC as an 

immediate treatment; while the remaining (7.8%) 

had urethral dilatation before the definitive 

management.  

Some associated complications on presentation in 

our patients include urosepsis (28.6%), Fournier’s 

gangrene (5.1%), watering can perineum (6.5%), 

and renal impairment (1.3%). 

Sites of stricture were recorded and presented in 

Table 2. Length of stricture was short segment (≤ 

2cm) in 54.5%, the remaining (45.5%) patients had 

long segment stricture (>2cm). 

Excision and anastomotic urethroplasty was the 

predominant option of treatment in our patients 

(45.5%), others were various options of augmented 

urethroplasty as shown in Fig 3. 

Stricture recurrence at 6 months occurred in 26% of 

our patients. 

Factors identified as risk factors for the recurrent 

stricture among our patients were: post traumatic 

urethral stricture (resulting from PFUDD) – 10.4%, 

long segment strictures (post inflammatory) – 7.8%, 

early catheter removal (less than 3 weeks’ post-

surgery) – 3.9% and no identified risk factor in 3.9%. 

 

 
Figure 1: Age distribution among patients with urethral stricture. 
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Figure 2: Distribution of the patients based on their occupation. 

 

 

Table 1: Risk factors for urethral stricture among our patients 

 

Table 2: Sites of urethral stricture among our patients. 

 

 

 

 

 

 

 

Stricture site No of Patients Percentage 

 

Bulbar 40 51.9 

Membranous 19 24.7 

Penile 5 6.5 

Peno- bulbar 10 13.0 

Pan anterior urethra 3 3.9 

Total 77 100.0 

Risk Factors No of Patients Percentage 

 

Urethral Trauma (RTA/Fall) 18   23.4 

Catheterization Trauma 5   6.5 

Prolong Catheterization 6   7.8 

Purulent urethral discharge 36   46.8 

Previous urethral surgery 2   2.6 

Falling Astride 3   3.9 

Others 7   9.1 

Total 77   100.0 
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Figure 3: Treatment Modalities of urethral strictures among our patients. 

 

 

DISCUSSION 

Urethral stricture constitutes significant load to 

Urology practice particularly in developing 

countries where there’s poor access to quality 

healthcare worsened by poverty and low literacy 

level. Mean age of our patients was 53.6±9.01 SD 

years with more than 50% of all the patients aged 

between 41- 70years. Other studies done in Africa 

such as the one by Awajimijan NM, et’al [11] and 

Barnard A, et’ al [12] reported similar mean age 

among their patients. The risk factors for urethral 

stricture have been reported to vary from one 

environment to another particularly in developing 

countries. In our patients post inflammatory  

 

 

 

 

 

strictures are commonest accounting for about 

54.6% (post urethritis- 46.8%, prolong 

catheterization- 7.8%) followed by post traumatic 

strictures accounting for 33.8%. This is similar to 

findings from the same regions such as the ones by 

Ibrahim G A et’a l [13], Abdulsalam K et’al [14] and 

Ngaroua NJE,et’al [15] but differs with findings from 

other parts of Nigeria.[ 16, 17, 18] The difference 

observed might be due to poor attitude to early and 

appropriate treatment of urethritis among our 

patients resulting in chronic progression of the 

disease. While people from other parts of Nigeria 

particularly from urban areas have predominantly 

post traumatic stricture. 

Urethral stricture clinically presents with LUTS 

predominantly obstructive voiding symptoms and 
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with disease progression patient may presents with 

complications such as urinary retention, recurrent 

urinary tract infection, watering can perineum and 

renal impairment among others. [4] 

Majority of our patients presented in urinary 

retention, hence required emergency suprapubic 

cystostomy (SPC). Other complications recorded 

among our patients on presentation include 

urosepsis, Fournier’s gangrene, watering can 

perineum, and renal impairment. Obstruction to the 

flow of urine results in the urinary stasis and 

recurrent urinary tract infection and consequent 

urosepsis, Fournier’s gangrene and urethro-perineal 

fistulae (watering can perineum). The renal 

impairment also results from the urinary obstruction 

(obstructive nehropathy). [7] The presence of these 

complications are associated with long standing 

disease and tends to have poorer outcome. [19] Olajide 

et al [20] reported similar complications among their 

patients at presentation (urethrocutaneous fistula, 

urinary retention, bladder/urethral calculi, chronic 

renal impairment and significant urinary tract 

infection). In up to 75.3% of our patients, the 

stricture involves the anterior urethra out of which 

more than 51.9% was found in the bulbar urethra. 

The fact that majority of our strictures were post 

inflammatory explains the predilection to the bulbar 

region, this is similarly reported by Ibrahim G A 

et’al, [13]Abdussalam K et’al [14] and Dakum N K. [16] 

Several factors were considered in the choice of 

treatment option for urethral stricture; these include 

the size, site and number of strictures. Others are the 

degree of spongiofibrosis, expertise of the surgeon, 

available resources and patient choice. [2, 8] Most of 

our patients were treated by excision and 

anastomotic urethroplasty (45.5%), others by 

augmentation urethroplasty (using buccal graft and 

penile skin). Few patients were managed by urethral 

dilatation and none by endoscopic treatment (direct 

vision internal urethrotomy), this is because there 

were no facilities for endoscopic treatment in our 

centre during the period covered by this study. 

Anastomotic urethroplasty has been the gold 

standard for urethroplasty and this is performed in 

majority of our patients who also happen to have 

short segment stricture. This is also the findings from 

other studies. [13, 14, 20]. Recurrence of stricture was 

the commonest complications observed among our 

patients. Incidence of urethral stricture recurrence 

ranges between 2% to 36.4% with 75% occurring 

within the first 6 months of surgery. [1,3] Recurrence 

results in a more difficult stricture in subsequent 

treatment and worsen patient outcome. 

We recorded recurrence in 26% of our patients at 6 

months’ post-operative and this will likely be higher 

with increasing post treatment duration. Similar high 

recurrence rate was also reported from other studies. 

[14, 16]. The recurrence was commoner in strictures 

resulting from PFUDD, long segment strictures (post 

inflammatory), and in post-operative early removal 

of urethral catheters. The higher recurrence rate in 

posterior urethral stricture (mainly affecting the 

membranous urethra) and long segment strictures 

were similarly reported in studies by Hussain A et’al 

[22] and Bello J [23] respectively. The recurrence in 

this group of strictures may be attributed to the 

advanced operative treatment required such as 

pubectomy with occasioned difficult anastomosis. 

 

CONCLUSION 

 Urethral stricture constitutes significant workload 

for urologist in our centre where patients present 

with various form of stricture-related complications. 

Urethritis was the commonest risk factor among our 

patients with most of the strictures being short 

segment and located at the bulbar urethra making the 

most common surgical procedure being excision and 

anastomotic urethroplasty. At six months, majority 

of our patients had no reported recurrence. 

 

Recommendations 

More public education and enlightenment on 

prevention and treatment of urethritis in this 

environment will significantly reduce urethral 

strictures. 

Government should ensure the availability and 

accessibility to affordable and quality drugs for the 

management of urethritis. 
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Measures to curb motor vehicle accidents and other 

forms of trauma will also reduce the occurrence of 

post traumatic urethral strictures. 

 

Limitations 

The study being a retrospective one makes it difficult 

to access some patients records while some patients 

lost to follow up hence losing some data that would 

have make the results more representative. 

 

Competing interests 

We declare we have no competing interests and no 

funding was received for the study. 

Acknowledgement  

Our sincere appreciation goes to the management of 

Federal medical centre Yola, Adamawa state, 

Nigeria for granting us ethical approval and 

permission to conduct the study. We also appreciate 

Drs Jesini Ngamdu and Amos Nzala all of 

Department of surgery for their help in printing the 

questionnaire and retrieving some patients medical 

records. The medical records department and main 

operating theatre staff are also appreciated for their 

contribution to the success of this work. 

 

REFERENCES 

1) Gerald J, Christopher C and Chris H. An 

International Consultation on Urethral 

Strictures Marrakech, Morocco 

2010.Published by the Société Internationale 

d’Urologie (SIU). www.siu-urology.org. 

2) Thomas G S. Current management of urethral 

stricture disease. Indian J Urol. 2016; 32: 27–

33. 

3) Ofoha C G, Ramyil V M, DakumN K, Samaila 

IS, Idorenyin C A, Felix E M et al. Predictors 

of urethral stricture recurrence following 

urethroplasty: a retrospective review at the Jos 

University Teaching Hospital, Nigeria Pan Afr 

Med J. 2019; 32: 190. 

4) Oyelowo N, Ahmed M, Bello A, Lawal AT, 

Lawal BB, Olagunju J, et al. Have our 

strictures changed: A study of the current 

characteristics and management of urethral 

stricture disease in Zaria, Nigeria.Sahel Med J 

2021;24:160-4. 

5)  Mbaeri TU, Nwadi UV, Onuigbo CO, Onu 

OA, Obiesie EA. Urethral Stricture and 

Urethroplasty Practice in a Teaching 

Hospital in Anambra, South-Eastern 

Nigeria. Niger J Med 2022: 63(6):442-448. 

6) Ayun Cassell III, Bashir Yunusa, Edet Ikpi, 

Swalliho Sheriff, Weh-Wesseh, Solomane 

Konneh. The Management of Urethral 

Strictures and Stenoses at the John F. 

Kennedy Medical Center. International 

Journal of Clinical Urology. Vol. 3, No. 1, 

2019, pp. 1-5.doi: 

10.11648/j.ijcu.20190301.11 

7) Hunter W, Keith W A, Sean E, Christopher 

M G, Ron K , Andrew C Pet’al. Male 

Urethral Stricture: American Urological 

Association Guideline. The Journal of 

Urology. 2017; 197:182-

190.Http://Dx.Doi.Org/10.1016/J.Juro.2016.

07.087 

8) Marshall J S, Rowena A D. Anterior 

urethral stricture review.TranslAndrolUrol 

2013; 2(1):32-38. 

9) Joshua A B, Richard A S, Bradley F S. 

Urethral Strictures in Males. Published by 

Medscape urology 

2021.https://emedicine.medscape.com/articl

e/450903-overview. 

10) Irekpita E, Udefiagbon. A Review of the 

Epidemiology and Management of Urethral 

Stricture Disease in Sub Saharan 

Africa.Current Medical Issues 2019; 

17:118-124. 

11) Awajimijan NM, Michael PO,Rufus A, 

Chidinma W, Robert OA, Nkiru EI .Patterns 

of Urethral Stricture Disease in Adult Males 

Reffered For Retrograde Urethrography in 

Port Harcourt Metropolis Rivers State, 

Nigeria. IJBPAS.2019:8(8): 1545-1556. 

https://doi.org/10.31032/IJBPAS/2019/8.8.4

781 

12) Barnard A. van der M.Patient knowledge of 

urethral stricture disease in a state sector 

South African Academic Hospital M. 

http://dx.doi.org/10.1016/J.Juro.2016.07.087
http://dx.doi.org/10.1016/J.Juro.2016.07.087
https://doi.org/10.31032/IJBPAS/2019/8.8.4781
https://doi.org/10.31032/IJBPAS/2019/8.8.4781


16 
 

 
 
 

For Reprint: nigerian.j.urology@gmail.com Nig J Uro | Vol 11 | No 1 | 2026 

Burden and management of urethral stricture Muzammil et al., 

African Journal of Urology 2018; 24: 19–

23. 

13) Ibrahim G A, Ali N, Aliyu S, Abubakar A B. 

One-Stage Urethroplasty for Strictures in 

Maiduguri, North Eastern Nigeria.ISRN 

Urol. 2012; 2012: 847870. 

14) Abdulsalam K, Ahmed M, Lawal T, Bello A, 

Oyelowo N, Musliu T et’al. Current 

Management of Urethral Stricture Disease in 

Zaria. J Med B Sci 2021.31; 1(1):21-25.  

15) Ngaroua, N.J.E., Djibrilla, Y., Asmaou, O. and 

Mbo, A.J. (2017) Aspects epidemiolo-giques 

cliniques et prise en charge de stenose uretrale 

chez l’adulte dans un hopital de district de 

ngaoundere, cameroun. The Pan African 

Medical Journal, 26, Article No. 

193.https://doi.org/10.11604/pamj.2017.26.19

3.9669. 

16) Dakum NK, Ramyil VM, Amu CO. Outcome 

of urethroplasty for urethral stricture at 

josuniversitry teaching hospital. Niger J 

ClinPract. 2008; 11(4):300–304. 

17) Ekeke O N, Amusan O E.Clinical presentation 

and treatment of urethral stricture: Experience 

from a tertiary hospital in Port Harcourt, 

Nigeria. African Journal of Urology 2017; 23: 

72–77.  

18) Obi A O. Short segment bulbar urethral 

strictures: Review of 48 cases managed in a 

resource-poor setting. Niger J ClinPract 2017; 

20:1020-6. 

19) Anger JT, Santucci R, Grossberg AL, 

Christper S S. The morbidity ofurethral 

stricture disease among male Medicare 

beneficiaries. BMCUrol 2010; 10:3. 

20) Olajide AO, Olajide FO, Kolawole OA, Oseni 

I, Ajayi AI. A retrospective evaluation of 

challenges in urethral stricture management in 

a tertiary care centre of a poor resource 

community. Nephrourol Mon 2013; 5:974-7. 

21) Chapman D, Kinnaird A, Rourke K. 

Independent predictors of stricture recurrence 

following urethroplasty for isolated bulbar 

urethral strictures. J Urol. 2017; 198(5):1107–

1112. 

22) Hussain A, Pansota M S, Rasool M, Tabassum 

S A, Ahmad I, Saleem M S.Outcome of end-

to-end urethroplasty in post-traumatic stricture 

of posterior urethra. J Coll Physicians Surg 

Pak 2013; 23:272-275. 

23) Bello J. Impact of preoperative patient 

characteristics on post-urethroplasty 

recurrence: the significance of stricture length 

and prior treatments. Niger J Surg. 2016; 

22(2):86–89. 

 

Abbreviation  

AUR Acute urinary retention 

C/S Civil servants 

CT   Computerized tomography 

CUR Chronic urinary retention 

LUTS Lower urinary tract symptoms 

MRI    Magnetic resonant imaging 

PFUDD    Pelvic fracture urethral distraction 

defect 

RUG  Retrograde urethrogram 

SPC    Suprapubic cystostomy 

UTI     Urinary tract infection 

 

 


