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Abstract

Congenital urethral strictures are uncommon. They may present 
with vague lower urinary tract symptoms. Diagnosis is confirmed 
by retrograde urethrogram or micturatingcystourethrogram. 
These are managed by internal urethrotomy or urethroplasty. In 
this report, we are sharing our experience of a congenital urethral 
stricture in a 3 year old male which was treated successfully by 
inner prepucial ventral onlay.

Key Words : Congenital; Stricture; Urethra; Urethroplasty
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Introduction

A urethral stricture is narrowing or reduction in caliber of the 
urethra. The narrowing may be congenital or as the result from 
inflammation, injury, disease or prior surgery. Congenital strictures 
are the rarest of all urethral strictures [1]. Here we discuss a child 
diagnosed with congenital urethral stricture.

Urethral stricture causes obstruction along some part of the length 
of the urethra. It almost always occurs in boys, is usually acquired, 
and typically results from a crush injury after straddle trauma. 
Congenital urethral stricture may manifest similarly to urethral 
valves and may be diagnosed by prenatal ultrasonography, or 
postnatally by symptoms and signs of outlet obstruction or patent 
urachus and is confirmed by retrograde urethrography. Initial 
management is often with endoscopic urethrotomy, although open 
urethroplasty may be necessary.

Case History

A 3 year old male child presented with severe urinary obstructive 
symptoms since birth. As narrated by his parents, he passed urine 
drop by drop accompanied by severe abdominal straining and 
taking approximate 30 minutes to complete one act of micturition. 
Almost every time he had fecal incontinence during voiding 
due to severe straining. On external genital examination the 
child was uncircumcised with submeatal stricture. There was no 
associated congenital anomaly involving other organ systems. At 
the age of 2 years, twice, he consulted a surgeon elsewhere and 

underwent endoscopic dilatation, that provided relief for few 
days. His hemoglobin and blood biochemistry were normal. His 
urine culture was sterile. Ultrasonography kidney ureter bladder 
showed 10 ml post residual urine volume. Pre- intervention 
micturatingcystourethrogram (MCU)suggested anterior urethral 
stricture involving glandular and distal penile urethra without 
vesicoureteric reflux (Figure 1).

 Figure 1- MCU showing distal penile urethral stricture(arrow)

He underwent inner prepucial ventral onlay urethroplasty 
following urethroscopy under general anesthesia. Eight french 
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infant feeding tube was kept as a catheter for 12 days. He is voiding 
well with retrusive  meatus after removal of catheter (Figure 2).

 Figure 2- Postoperative image showing normal meatus

On follow up at 2 years retrograde urethrogram (RGU) showed 
augmented anterior urethra(Figure 3).

 Figure 3- RGU demonstrating augmented distal penile urethra(arrow)

He is asymptomatic and voiding well without any difficulty. Urine 
culture is negative at follow up.

Discussion

A true congenital urethral stricture have urethral stenosis at the 
junction of anterior and posterior urethra [2]. Less commonly, it 
can be found below the bladder neck. The term congenital stricture 
now a daysis used for strictures of the anterior urethra found in 
infants before they attempt erect ambulation [1]. Some authors 
use this term when strictures have no clear etiology or idiopathic 
in nature. These might be secondary to incomplete rupture of the 
urogenital membrane during fetal development and also known by 
other names like Cobb’s collar [3] and Moorman’s ring [4].

Donnellan et al. reported anterior urethral strictures in three 
brothers which supports genetic predisposition [5]. Congenital 
urethral strictures can be associated with posterior urethral valve 
or anomalies of cardiovascular, central nervous and skeletal 
systems [6].

Patients usually present with obstructive urinary tract symptoms 
and may mimic posterior urethral valve or urinary tract infection. 
Sometimes diurnal enuresis may be an associated finding in older 
children. Patients present like those of posterior urethral valves as 
bladder wall thickening, hydronephrosis, and renal dysplasia are 
found in both diseases [2].

Diagnosis is made by MCU or RGU. These will demonstrate 
location of the stricture and associated findings like vesicoureteric 
reflux. Congenital urethral stricture is present distal to the external 
urethral sphincter in contradiction from posterior urethral valve. 
Segmental urethral stenosis or complete atresia is rarely seen 
[7]. Vesicoureteral reflux can be seen in up to 53% of patients 
but in present case this was absent [8]. Netto et al reported 7 
cases of congenital urethral strictures in which four cases were 
having stricture in penile urethra while in 3 cases had stricture in 
bulbar urethra [9].  In our patient stricture was limited to distal 
penile urethra. In case series reported by Netto et al. 6 out of 7 
patients were having long segment stricture which were treated 
by Johanson’surethroplasy and 1 patient with annular urethral 
stenosis was subjected to excision of stenosed segment with end to 
end urethroplasty.

Treatment options are urethral dilatation, transurethral incision or 
urethroplasty. Sugimoto et al. [8] and Nonomura et al. [10] managed 
it by internal urethrotomy while we did inner prepucialventral 
onlay as it was involving a long segment of urethra.

Conclusion

Congenital urethral strictures are rarest of all urethral strictures. 
These patient present with bladder outlet obstruction or urinary 
tract infections. A high index of suspicion is required to clinch the 
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diagnosis. Urethrogram is diagnostic. These are managed by VIU 
or urethroplasty. The rarity of case and uncommon distal penile 
urethral location warrants this presentation.

Patient’s Consent

We took written informed consent from patient’s parents.
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