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Abstract 

Background Manipulation of urethral stricture is difficult and challenging. Accurate analysis and evaluation of 
the pathological circumstances of narrowed urethra and surrounding tissues were important for cure. The detailed 
descriptions of anatomic pathology of urethral stricture are rare. An insight of the pathological anatomy of the stric-
tured urethra and the corresponding corrections is essential for an ultimate cure. The aim of the study is to interpret 
the pathological anatomies of the strictured urethra and the corresponding surgical manipulations.

Methods From April 2007 to April 2020, eight boys who suffered from postoperative urethral stricture for hypospa-
dias correction were studied retrospectively. The pathological anatomies of the strictured urethra were described and 
the corresponding surgical manipulations were analyzed.

Results All eight patients were eventually cured through surgery. The patient age was 2.58–11 years old (mean value 
of 4.73). The therapeutic duration was 12–130 months (mean value of 47.75). The surgical manipulation was 1–9 times 
(mean value of 4.5). Curative follow-up was 8–138 months (mean value of 77.75). They were all applied with flap tubu-
larization for their primary urethroplasty.

Conclusions Based on the principal contradiction of the pathological anatomies of the urethral stricture, one-stage 
or staged surgical manipulations can be applied. After stricture was resolved, refining techniques of Mathieu, TIP, 
modified Duckett, glanular reconstruction and et al. can be used. Although it was tiring, utilizing the ventral or dorsal 
penile flap with relatively good blood supply and flexibility to reconstruct the urethra is possible and successful. To 
reconstruct an anatomically normal urethral tract should be pursued in the primary and consequential procedures for 
hypospadias and urethral stricture.
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Background
Urethral stricture is the second common surgical compli-
cation for hypospadias, which is strongly connected with 
the primary operation, especially the flap tubularization 

urethroplasty [1–5]. Manipulation of urethral stricture 
is difficult and challenging especially after multiple pro-
cedures with local scars and sparse tissues available to 
be used [6–8]. Majority of the urethral strictures should 
be corrected through surgery [9–13]. Substitution tis-
sues for urethral reconstruction from distal sites can be 
applied with a risk of additional complications [14–20]. 
In the literature, the pathologic descriptions of urethral 
stricture confined to mention of the anatomic portion, 
such as shaft or bulb of the penile. About the meticulous 
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insight description and detailed pathologic presentations 
of the urethral stricture have not been proposed [21–25], 
which we think valuable for the surgical manipulations of 
urethral stricture. In this article, through eight patients’ 
successful surgical treatments, we tried to respectively 
describe and analyze the pathological anatomy of the 
strictured urethra and its surgical manipulations.

Methods
General data
From April 2007 to April 2020, eight boys suffered from 
urethral stricture after hypospadias corrections were 
included in this study. Flap tubularization urethro-
plasty was the primary procedure for all of them. The 
age ranged from 2.58  years old to 11  years old, with 
a mean age of 4.73  years old (Table  1 General data and 
results of 8 patients). The pathological anatomies of the 
strictured urethra was described and the corresponding 
surgical manipulations were analyzed (Table  2 Patho-
logical anatomies of the urethral stricture and surgical 
manipulations).

Pathologic anatomy of the urethral stricture and surgi-
cal manipulations (Table  2 Pathological anatomy of the 
urethral stricture and surgical manipulations).

For cases with urethral opening stenosis and proxi-
mal fistula, Heineke–Mikulicz technique was applied to 
release opening stenosis. Mathieu combined with glanu-
lar reconstruction was preformed for a coronal mea-
tus (Case 1). For a more distal meatus approximating to 
fossa, Heineke–Mikulicz technique was enough (Case 2). 
Simple repair or flap advancement for fistula closure was 
followed subsequently according to the size of the fistula.

For cases of segmental urethral stricture of the penile 
shaft, the manipulations were different according to the 
adjacent corpus apongiosum circumstances. When the 
segmental stricture occurred within an elastic corpus 
spongiosum, one-stage Heineke–Mikulicz technique 
combined with corpus spongiosum approximating anas-
tomosis can solve the problem (Case 3). While when the 

inelastic corpus spongiosum was highlighted by a sig-
nificant segmental stricture, after Heineke–Mikulicz for 
stricture releasing, three months catheter supporting was 
advisable. A subcoronal meatus was predictable for his 
primary procedure with a dorsal longitudinal penile flap, 
wherein the length and width of the tubularization flap 
was 3.5 cm and 1.5 cm respectively with a narrow blood 
supply. TIP combined with glannular reconstruction was 
suitable. Simple repair was cured for a residual coronal 
tiny fistula (Case 4).

Case 5 presented with a severely narrowed meatus 
like a horizontal crack of 0.3  cm × 0.1  cm with white 
color. The glans was small significantly disproportionate 
to the diameter of the penile. Glans urethral plate dis-
tal to the crack meatus was injured broadly due to the 
infected meatus and repeated home dilatation with a 
sound. Some epithelium of the plate was missing. Proxi-
mal to the severely stenotic meatus, a huge cucurbit-
shaped diverticulum of 3.0  cm × 0.5  cm formed (Fig.  1 
Urinary cystourethrography showed the huge diverticu-
lum of anterior urethra). The diverticulum wall was vas-
cularized well with a good flexibility. There were muddy 
stones inside of the diverticulum. A needle hole fistula 
was forced to form at the bottom of the diverticulum 
for urine oozing during painstaking urination. Before 
admission to our hospital, he had endured 5 surgical 
manipulations and twice urethral dilatation by doctor 
and sequential urethral dilatation by himself at home. 
He even endured an episode of acute epididymitis of his 
right scrotum after the fourth procedure of urethroplasty. 
A ventral long incision from the stenotic meatus through 
the diverticulum was made. Redundant diverticulum tis-
sue was tailored. Horizontal suture was made to resume 
and widen the injured glanular plate. Snodgrass proce-
dure was used for penile urethroplasty with a coronal 
meatus and unimpeded urinary flow. Secondly, Mathieu 
procedure and glanular reconstruction simultaneously 
with scrotoplasty provided him a normal fossa meatus 
and a normal arrangement of penile-scrotum position. 

Table 1 General data and results of 8 patients

Cases Age of urethral stricture 
diagnosed (Y)

Frequency of surgical manipulations 
for urethral stricture

Surgical duration for hypospadias from 
initial therapy to cure (M)

Follow-up 
period (M)

1 4 1 12 111

2 4.58 2 21 136

3 4 1 14 137

4 4.5 5 18 138

5 11 7 130 38

6 4.17 8 89 8

7 3 9 65 45

8 2.58 3 33 9
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He had been followed up for 38  months with great sat-
isfaction (Fig. 2 Appearance of penile and scrotum after 
corrections of urethral stricture and peno-scrotal trans-
position). Case 6 presented with a small glans, slightly 
stenotic meatus, fistula at the root of the penile, diver-
ticulum proximal to the fistula. The whole urethral tis-
sue was just like an inelastic pouch. When dissected, the 
left lateral wall of the diverticulum retracted to the depth 
and a disastrous state of its inner side came into view. 
Erosive mucosa with granular protuberance diffusedly 
distributed on the inelastic surface of the pouch. Firstly, 
pouch was reconditioned, followed by Mathieu glanular 
urethroplasty and glanular reconstruction. Secondly, the 
nature of fistula and slight penile chordee was realized 
as a result of the crippled urehtral tract, for there was 
only a vulnerably slight connection of the dorsal wall of 
the so-called fistula. When this connection was incised, 
the proximal and distal end of the inelastic urethral tis-
sue separated immediately to form a 2  cm gap and the 

chordee disappeared also. Modified Duckett procedure 
was used to substitue the urethral defect. Simultaneous 
scrotoplasty was used for correction of penile-scrotum 
transposition. Serial fistula repairs including turn-over 
rectangle flip-flap, Y-shaped incision flap advancement, 
mattress suture techniques were applied for the subsequ-
net emerging of fistula.

When urethral opening stricture, urethral stricture 
accompanied with proximal fistula and urethral dilation 
were co-existed, manipulations became very challenging 
due to more severe scars of the urethral tract and its sur-
rounding tissues. The tissues were extensively edematous, 
thickening, stiffening with an indistinct border. Cases 7 
and 8 presented with this pathological characteristics. 
Interestingly, they both presented with a complete apla-
sia of the corpus spongiosum. For case 7, he was applied 
urethral tubularization using dorsal longitudinal penile 
flap of 3.0  cm × 0.8  cm as the primary urethroplasty. 
Duplay procedure with a 0.8 cm wide U-shape peritoneal 

Table 2 Pathological anatomies of the urethral stricture and surgical manipulations

Cases Pathological anatomy of urethral stricture Surgical manipulations

1 Coronal meatal stenosis
Proximal tiny fistula

Heineke–Mikulicz+Mathieu+Glanular reconstruction
Simple fistula repair

2 Fossa-proximal meatal stenosis
Proximal fistula

Heineke–Mikulicz
Flap advancement

3 Segmental stricture of penilel shaft urethra with elastic adjacent 
corpus spongiosum

Heineke–Mikulicz+Corpus spongiosum approximating anastomosis

4 Segmental stricture with inelastic adjacent corpus spongiosum of 
penilel shaft
Sub-coronal retreated meatus
Tiny fistula

Heineke–Mikulicz+Catheter supporting
TIP+Glanular reconstruction
Simple repair

5 Severely stenotic coronal meatus with epidermis-injured glanular 
plate
Huge diverticulum with good elasticity
Pinhole fistula
Small glans
Peno-scrotal transposition

Stage I: Meatal stenosis elimination; Resuming and widening glanular 
plate; Diverticulum elimination; Snodgrass; Simple fistula repair
Stage II: Mathieu+Glanular reconstruction+Scrotoplasty

6 Slightly stenotic meatus
Shabby pouch-like Diverticulum without elasticity
Fistula
Small glans
Chordee recurence
Peno-scrotal transposition
Fistula recurrence

Stage I: Diverticulum elimination; Mathieu+Glanular reconstruction
Stage II: Duckett+Scrotoplasty
Serial fistula repairs: Turn-over rectangle flip-flap; Y-shaped incision flap 
advancement

7 Complete aplasia of the whole anterior urethra originally
Urethral opening stricture
Urethral stricture
Proximal fistula
Proximal urethral dilation
Chordee recurrence
Coronal meatus

Stage I: Catheter indwelling of the strictured urethra+Proximal 
urethral-ostomy
Stage II: Rectangle flip-flap for ostomy covering
Subsequent repairs: Tunica albuginea plication+TIP+Glanular recon-
struction

8 Complete aplasia of the whole anterior urethra originally
Urethral opening stricture
Urethral stricture
Proximal fistula
Proximal urethral dilation
Peno-scrotal transposition

Stage I: TIP+Scrotoplasty+Heineke–Mikulicz
Stage II: Mathieu+Glanular reconstruction
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flap was tubularized to connect with the flap-tube. The 
meatus retreated to the coronal site postoperatively. Scar 
contraction contributed to chordee developement. Six 
manipulations including dilatation, catheter-indwelling, 
diverticulum flap transposition for urethral substitution 
and the ultimate suprapubic cystostomy resulted in an 
incomplete resolution. Acute epididymitis of his right 
scrotum occurred on the most severely stenotic state. 
Urethral and paraurethral scar resection and urethral-
ostomy with a silica supporting catheter maintaining in 
the distal narrowed urethral lumen for two years was 
manipulated, which was considered the turning point 
for an ultimate resolution of stricture. Secondly, rectan-
gle flip flap of penile was turned over for urethral-ostomy 
coverage. Coronal meatus and chordee recurence was 
resolved through tunica albuginea plication, TIP and 
glanular reconstruction. He had been followed up for 
45 months without later complications. For case 8, Duck-
ett accompanied with Duplay procedures were applied 
primarily. The transverse tubularized inner prepuce 
island flap with a size of 5.0 cm × 1.2 cm was united with 
a V-shape perineal flap. His perineal skin was congeni-
tally coarse with a compromised extensibility. Periopera-
tive fistula and dysuria occurred. Second look discovered 
urethral and surrounding tissues stiffness with strong 
adhesion. Widely and highly edematous and inelastic tis-
sue made it difficult to distinguish the tissue borders. The 
meatus appeared almost atresia with a layer of thin film. 
Urethral lumen distal to the fistula was constrictive. The 
proximal anastomotic site presented with protuberant 
granular scar. Heineke–Mikulicz technique with absorb-
able 7-0 PDS II was used to resolve anastomotic steno-
sis. TIP procedure was performed with a coronal meatus 
for prevention of the meatal stenosis. Foley catheter was 
maintained for three months in case of stenosis recur-
rence. Two years later when the scar was softened, he was 
applied the third operation. Mathieu procedure together 
with glanular reconstruction was made to abtain an inte-
grated urethral tract and fossa meatus. He had been fol-
lowed up for 9 months without complications.

Criteria of cure
Micturition was smooth without dysuria. The penile was 
straight without chordee. The meatus sited at the glans 
fossa. No fistula was residual.

Results
All eight patients had been cured with a follow-up of 
8  months to 138  months (mean value of 77.75). Hypo-
plasia or aplasia of the corpus spongiosum was their 
originally common features. Tubularization flap urethro-
plasty was their primary procedure. Even some similar 
pathological characteristics may be showed among the 

Fig. 1 Urinary cystourethrography showed the huge diverticulum of 
anterior urethra

Fig. 2 Completion of procedures of urethroplasty and scrotoplasty 
for urethral stricture and peno-scrotal transposition
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urethral stricture cases, individual one stage or staged 
manipulations for urethral stricture should be considered 
according to the principal pathological anatomic contri-
butions (Table  2 Pathological anatomies of the urethral 
stricture and surgical manipulations). The therapeutic 
duration was 12 to 130  months (mean value of 47.75). 
The surgical manipulation was 1 to 9 times (mean value 
of 4.5) (Table 1 General data and results of 8 patients).

Discussion
Severely hypoplasia or even aplasia of corpus spongiosum 
is a predictably original pathological specialty of hypo-
spadias children who are inclined to develope urethral 
stricture after urethroplasty. The optimal choice of the 
primary urethroplasty and technical refinements are vital 
factors for a successful result [26–30]. We prefer Duckett 
transverse vascularized inner prepuce flap as the primary 
procedure. This technique ascertains an adequate vascu-
larization of the flap. A long dorsal penile flap supplied 
by a relatively narrow vascular pedicle is inclined to con-
tract. For our group, the two patients applying the dorsal 
penile transferred flap procedure, length to width ratios 
of their longitudinal flap is 2.33:1 and 3.75:1. The ratios 
are all over 2:1, which should be the limited value for an 
intrinsic blood supply for a primary longitudinal flap. We 
think that it is the ischemic contracture that result in the 
urethral stricture. Contracture and limited length make 
it difficult to obtain an orthotopic meatus and chordee 
is inclined to emerge. It is important to understand and 
follow the design principle of original procedures for 
hypospadias. To reconstruct an anatomically normal 
urethral tract should be the goal that we pursue all the 
time. Duplay V type perineal flap gave us a lesson for 
urethral stricture development. We emphasize that an 
adequate U type perineal flap tubularization is the rule 
of Duplay procedure. Fortunately, although it is tiring for 
the therapeutic process of urethral stricture utilizing the 
flap in situ, the ultimate result is good. We need time and 
patience for urethral stricture therapy.

The management principle of the urethral stricture 
should be based on its individual pathological anatomy. 
The principal contradiction of urethral pathological 
changes should be resolved first. For case 1 and 2, ure-
thral opening stricture is the main pathological varia-
tion. Effective enlargement of the urethral opening and 
enough space for accommodation of glanular urethra 
are two important factors. So, Heineke–Mikulicz tech-
nique for the enlargement of the meatus and advance-
ment of the dorsal wall of the urethral meatus, glanular 
wings formation for an adequate space for glanular ure-
thra, Mathieu flip-flap for glanular urethroplasty are all 
requested techniques. Moreover, considering the com-
promised blood supply and inelasticity of the penile skin, 

simple fistula repair should be replaced by flap advance-
ment or a rectangle flap to avoid overlap of anastomoses 
except for a very tiny one. For case 3 and 4, when the 
adjacent corpus spongiosum is elastic, Heineke–Miku-
licz technique for the narrowed urehral portion with a 
routine catheter-indwelling period is enough. For a nar-
rowed ring of an inelastic urethral tract, it is necessary 
to sustain the catheter supporting for three months. For 
case 5, the severely narrowed meatus is the principal 
contradiction of pathology. Staged procedure should be 
arranged. Stenotic meatus releasing, diverticulum elimi-
nation and glanular urethral plate reconstruction and 
widening (due to a small glans) will be the first step. Then 
Mathieu procedure and glanular reconstruction will be 
applied for an integrate glanular urethroplasty and an 
orthotopic meatus. For case 6, an inelastic urethral pouch 
is the pathological nature. Fistula is an appearance of ure-
thral defect. Slight narrow of the meatus will magnify the 
lesion of the crippled urethral flap. The unhealthy ure-
thral flap will not grow synchronously with the corpus 
cavernosum. Repeated fistula or chordee will emerge. 
Ventral and dorsal penile skins for fistula repair and 
modified Duckett procedure for urethral defect can be 
used. For case 7 and 8, when a longer urethral stricture 
segment including meatus is emerging, it is unhesitating 
to obtain a staged manipulation. For the patient experi-
enced multiple procedures with severe scars of urethral 
tract and surrounding tissues, urethral ostomy and cathe-
ter indwelling to support the distal urethral lumen should 
be performed. We recommended 2 years period for scar 
softening and distal urethral catheter supporting before 
adjacent penile flip-flap covering the stoma. When TIP 
procedure or Mathieu procedure will be chosen for distal 
urethroplasty, more emphasis should be focused on the 
refined techniques of glanular reconstruction and glanu-
lar urethroplasty to provide an adequate space for glanu-
lar urethral accommodation. If the patient’s urethral and 
surrounding tissues are not so terrible, TIP procedure 
can be tried firstly. A coronal meatus is recommended for 
this stage in case of stenosis, and the supporting catheter 
is left for three months. Again, an additional two years 
interval should be waited for the scars softening. Then 
Mathieu and glanular reconstruction will accomplish 
the last success of an integrate urethra with a normal 
function.

Conclusions
Based on the principal contradiction of the pathologi-
cal anatomies of the urethral stricture, one-stage or 
staged surgical manipulations can be applied individu-
ally. After stricture is resolved, refining techniques of 
Mathieu, TIP, modified Duckett, glanular reconstruc-
tion procedures and et  al. can be used. Although it is 
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tiring, utilizing the ventral or dorsal penile flap with 
relatively good blood supply and flexibility to recon-
struct the urethra is possible and successful. To recon-
struct an anatomically normal urethral tract should be 
pursued in the primary and consequential procedures 
for hypospadias and urethral stricture.

Abbreviations
Duplay procedure   Perineal U-type flap urethroplasty
Glanular reconstruction   Glanular wings formation together with  
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Heineke–Mikulicz technique  Vertical incision and horizontal closure of 

the incised urethral tissue
Mathieu    Perimeatal flip-flap urethroplasty
Duckett procedure   Transverse vascularized inner prepuce flap 
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urethroplasty
Snodgrass procedure   Tubularized plate urethroplasty
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TIP procedure   Tubularized incised plate urethroplasty

Acknowledgements
Not applicable.

Author contributions
YX concepted and designed the study. Then YX collected, analyzed and 
interpreted the data, drafted the manuscript, revised it, did review and final 
approval of it. The author read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
All data generated or analyzed during this study are included in the patients’ 
medical record data and patients’ photography data collected by the author. 
All the data supporting the article findings can be found in the data reposi-
tories of the author and the medical records of the patients which can be 
showed anytime if necessarily to ascertain the truth and science of this article 
based-on. The article is not related to the identifying/confidential patient data. 
All the contents and photographs in the article can be discussed and analyzed 
only for scientific and academic studies, not for other reasons. The author does 
not wish to share the original data with others.

Declarations

Ethics approval and consent to participate
The author declares that this study was approved by the ethics committee 
of Chinese PLA General Hospital and was carried out in accordance with the 
Declaration of Helsinki of the World Medical Association. The enrolled patients 
provided written informed consents of the surgery by their parents. Written 
informed consent was obtained from the patient for publication of this article 
and any accompanying images. A copy of the written consent is available for 
review by the Editor of this journal. The author clarifies that parental consent 
was given in order to participate in the study.

Consent for publication
The author consents to publish this article. The author clarifies that parents 
granted informed written consent for the publication of the data.

Completing interests
The author declares there are no potential conflicts of interest.

Received: 4 May 2020   Accepted: 13 March 2023

References
 1. Tuygun C, Bakirtas H, Gucuk A, Cakici H, Imamoglu A. Uroflow findings 

in older boys with tubularized incised-plate urethroplasty. Urol Int. 
2009;82(1):71–6.

 2. Snodgrass WT, Granberg C, Bush NC. Urethral strictures following urethral 
plate and proximal urethral elevation during proximal TIP hypospadias 
repair. J Pediatr Urol. 2013;9(6 pt B):990–4.

 3. Hadidi AT. Functional urethral obstruction following tubularised incised 
plate repair of hypospadias. J Pediatr Surg. 2013;48(8):1778–83.

 4. Snodgrass W, Villanueva C, Bush NC. Duration of follow-up to diag-
nose hypospadias urethroplasty complications. J Pediatr Urol. 
2014;10(2):208–11.

 5. Snodgrass WT, Bush NC. Management of urethral stricture after hypospa-
dias repair. Urol Clin North Am. 2017;44(1):105–11.

 6. Niedworok C, Jurgensen K, Vom Dorp F, Rossi R, Fullhase C, Rubben I, 
Rubben H. Pedicled prepuce flap plasty: results in patients with hypospa-
dias or urethral stricture. Urologe-A. 2013;52(5):672–6.

 7. Parikh AM, Park AM, Sumfest J. Cumulative summation (CUSUM) charts in 
the monitoring of hypospadias outcomes: a tool for quality improvement 
initiative. J Pediatr Urol. 2014;10(2):306–311.

 8. Myers JB, McAninch JW, Erickson BA, Breyer BN. Treatment of adults 
with complications from previous hypospadias surgery. J Urol. 
2012;188(2):459–63.

 9. Barbagli G. Perineal urethrostomy in complex anterior urethral stricture. 
Urologe-A. 2010;49(6):731–3.

 10. Gargollo PC, Cai AW, Borer JG, Retik AB. Management of recurrent urethral 
strictures after hypospadias repair: is there a role for repeat dilation or 
endoscopic incision? J Pediatr Urol. 2011;7(1):34–8.

 11. Cruz Navarro N, Leon Duenas E. Fundamentals and principles of grafts 
and flaps. Arch Esp Urol. 2014;67(1):17–28.

 12. Figler BD, Gomella A, Hubbard L. Staged-urehtroplasty for penile urethral 
strictures from lichen sclerosus and failed hypospadias repair. Urology. 
2018;112:222–4.

 13. Wu M, Chen F, Xie H, Lv Y, Huang Y, Liu Y, Ye W. Management of failed 
hypospadias: choosing the right method and achieving optimal results. 
Int Urol Nephrol. 2018;50(10):1795–800.

 14. Xu YM, Xu QK, Fu Q, Sa YL, Zhang J, Song LJ, Hu XY, Li C. Oral complica-
tions after lingual mucosal graft harvesting for urethroplasty in 110 cases. 
BJU Int. 2011;108(1):140–5.

 15. Djordjevic ML, Kojovic V, Bizic M, Majstorovic M, Vukadinovic V, Korac G. 
“Hanging” of the buccal mucosal graft for urethral stricture repair after 
failed hypospadias. J Urol. 2011;185(6 Suppl):2479–82.

 16. Bastian PJ, Mayer M, Tritschler S, Roosen A, Nuhn P, Bauer RM, Gozzi C. 
Single-stage dorsal inlay for reconstruction of recurrent peno-glandular 
stenosis. World J Urol. 2012;30(5):715–21.

 17. Tavakkoli-Tabassi K, Mohammadi-Rana T. Tubularized incised plate 
urethroplasty using buccal mucosa graft for repair of penile hypospadias. 
Urol J. 2012;9(2):514–21.

 18. Kozinn SI, Harty NJ, Zinman L, Buckley JC. Management of complex ante-
rior urethral stricture with multistage buccal mucosa graft reconstruction. 
Urology. 2013;82(3):718–22.

 19. Kluth LA, Riechardt S, Reiss CP, Dahlem R, Fisch M. Panurethral and 
complex urethral strictures. Reconstruction in several steps: current 
techniques and indications. Arch Esp Urol. 2014;67(1):104–10.

 20. Horiguchi A. Substitution urethroplasty using oral mucosa graft for male 
anterior urethral stricture disease: current topics and reviews. Int J Urol. 
2017;24(7):493–503.

 21. Mosharafa AA, Agbo-Panzo D, Priso R, Aubry E, Besson R. Repair of 
hypospadias: the effect of urethral plate configuration on the outcome of 
Duplay-Snodgrass repair. Prog Urol. 2009;19(7):507–10.

 22. Anheuser, P, Schmidt, S, Steffens, JA. Meatus stenosis. Mundane problem 
or surgical challenge? Urologe A. 2010; 49(6):714, 716–719.

 23. Pfalzgraf D, Isbarn H, Meyer-Moldenhauer WH, Fisch M, Riechardt S. Etiol-
ogy and outcome of the perineal repair of posterior and bulbar urethral 
strictures in children: a single surgeon experience. J Pediatr Urol. 2013;9(6 
Pt A):769–74.



Page 7 of 7Xiao  BMC Urology           (2023) 23:40  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 24. Palminteri E, Berdondini E, Verze P, De Nunzio C, Vitarelli A, Carmignani L. 
Contemporary urethral stricture characteristics in the developed world. 
Urology. 2013;81(1):191–6.

 25. Stein DM, Thum DJ, Barbagli G, Kulkarni S, Sansalone S, Pardeshi A, Gonza-
lez CM. A geographic analysis of male urethral stricture aetiology and 
location. BJU Int. 2013;112(6):830–4.

 26. Lacy JM, Hendrix LN, Bole R, Habib E, Wootton CW, Ziada AM. Technique 
refinements to improve outcomes following distal hypospadias repair. 
Can J Urol. 2016;23(1):8184–7.

 27. Moniruzzaman M, Faruquzzaman, Mohiuddin T. Urethral stricture in 
adult as a consequence of childhood hypospadias repair. Bratisl Lek Listy. 
2011;112(9): 530–534.

 28. Shimotakahara A, Nakazawa N, Wada A, Nagata S, Koga H, Takahashi T, 
Miyano G, Lane GJ, Yamataka A. Tubularized incised plate urethroplasty 
with dorsal inlay graft prevents meatal/neourethral stenosis: a single 
surgeon’s experience. J Pediatr Surg. 2011;46(12):2370–2.

 29. Ardelt PU, Glaser T, Schoenthaler M, Gerharz EW, Frankenschmidt A. Glan-
dular resection and central embedding in hypospadias repair-a novel 
modification of the Barcat technique. J Pediatr Surg. 2012;47(5):1032–7.

 30. Karakus SC, Koku N, Parmaksiz ME, Ertaskin I, Killincaslan H, Deliaga H. 
The effect of urethral catheter size on meatal stenosis formation in 
children undergoing tubularized incised plate urethroplasty. Urol J. 
2014;10(4):1095–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	An insight of pathological anatomy of urethral stricture and surgical manipulations for children suffered from hypospadias
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	General data
	Criteria of cure

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


