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Internal Urethrotomy treatment for urethrostenosis and urethratresia

ZHANG Pan et al
( Department of Urology ,the Third People’ s Hospital of Mianyang)

[ Abstract ) Objective ; To evaluate the endourethral surgery for urethrostenosis and urethratresia. Methods :68 patients with urethrosteno-
sis or urethratresia were treated by endourethral surgery,such as internal urethrotomy , transurethral scar resection. Results : Of the 68 ca-
ses, the outcome was satisfactiory in 61(89.71% ). Endourethral surgery was carried out once for 55 patients and twice for 6,7 patients

required open surgery. All patients had followed by urethral dilatation. 59 patients were followed — up for 3 months to 5 years. 54 cases

can micture normally. Conclusions; Endourethral surgery is simple,safe, efficient treatment for urethrostenosis and urethratresia.

[ Key words ] Urethral stricture; Endoscopy
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