
O R I G I N A L  R E S E A R C H

Exposure of Urology Residents to the Management 
of Urethral Strictures in Saudi Arabia: Should the 
Program for Postgraduates Be Customized?

This article was published in the following Dove Press journal: 
Research and Reports in Urology

Raed Almannie 
Abdullah Alturki 
Abdullah AlSufyani 
Waleed Alkhamis
Saleh Binsaleh
Fahad Alyami

Urology Division, Department of Surgery, 
College of Medicine, King Saud 
University, Riyadh, Saudi Arabia 

Purpose: This study aimed to assess the exposure and knowledge of urology residents in the 
management of urethral stricture (US) and to determine if they would be able to perform 
urethroplasty after graduation and whether urethroplasty should be included as a competency 
in the training program.
Patients and Methods: An online survey was sent to all residents enrolled in any urology 
training program in Saudi Arabia. Fifty-eight (approximately 50%) of the 114 residents who 
were sent the survey provided responses.
Results: Most of the residents (45 residents, 77.6%) who responded were exposed to fewer 
than ten cases of US during their last year of training. Fifty-six residents (96.6%) attended 
five or fewer urethroplasty procedures in their last year of training. Twenty-three (40%) 
residents did not attend any urethroplasty procedure in the last year. The most common 
procedures attended by the residents were minimally invasive treatments (89% cystoscopy 
with dilatation and 79% direct visual internal urethrotomy (DVIU)). Most residents 
responded that they would manage newly diagnosed 1 cm US with either cystoscopy and 
dilatation or with DVIU 53 (91%). For the first recurrence of US, 46 (79%) residents 
responded that they would still prefer dilatation or DVIU. For the second, third, and chronic 
recurrences of US, 20 (34.5%), 6 (10.3%), and 5 (8.6%) residents, respectively, responded 
that they would perform dilatation or DVIU. Residents had low expectations for the success 
rate of urethroplasty; only 32 (55.2%) residents thought it had a high success rate.
Conclusion: Urethroplasty is a specialized urological procedure, one that residents have 
variable exposure to. Privilege to perform such a procedure after graduating should be 
modified to ensure the best outcome for patients.
Keywords: urethral stricture, urethroplasty, resident training, specialized training

Introduction
Urethral stricture (US) is characterized by the narrowing of the urethral lumen due to 
spongiofibrosis, causing symptoms of urinary obstruction.1 Etiology can include 
trauma, inflammation, as well as iatrogenic and idiopathic causes, and varies according 
to the geographic location. A study found that the main etiology for US in India was 
external trauma, while iatrogenic causes were predominant in Italy and the USA.2 In the 
USA, it contributes to around 5000 inpatient admissions and over 1.5 million outpatient 
visits yearly.3 In the UK, 12,000 surgeries are performed annually to treat US.4

According to the guidelines of the American Urology Association (AUA) and the 
Société Internationale d’Urologie (SIU), short bulbar US without obliteration should be 
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initially treated with minimally invasive procedures such as 
direct visual internal urethrotomy (DVIU) or cystoscopy with 
dilation; in cases of failure, urethroplasty can be considered. 
Some variations exist between the two guidelines whether 
urethroplasty should be considered after one failed minimally 
invasive treatment or after a second treatment.5,6

Urologists commonly perform minimally invasive pro-
cedures, due to the simplicity of the procedure and faster 
recovery of patients. Moreover, it does not require additional 
training.7–9 However, it has a high rate of recurrence,10–13 

and this pattern of practice might affect the knowledge and 
exposure of trainees in urology programs.

After graduating from a surgical training program, 
graduates are allowed to perform most, if not all, surgical 
procedures in their specialties. Some surgeries like recon-
structive surgeries for US are specialized and considered 
complex.14,15 Performing these surgeries without much 
prior experience or knowledge might affect the outcomes 
and may risk patient safety.

Our aim was to assess the exposure and knowledge of 
urology residents in the management of US, to determine 
if they would be able to perform urethroplasty after gra-
duation and whether urethroplasty should be included as 
a competency in the training program.

Materials and Methods
This observational study was conducted in June 2017. An 
online survey was sent through email with an attached link 
to the survey created through Google forms to all residents 
enrolled in any urology training program in Saudi Arabia. 
Emails of all urology residents in the kingdom of Saudi 
Arabia were accorded from the Saudi Commission for 
Health Specialties which is the governing body for residency 
training. Duplication results were avoided by mandating each 
resident that fills out the form to enter in their unique residency 
training number. The survey was open from March 2017 till 
August 2017. Firstyear trainees were excluded from the study 
as they are required to undergo general surgery rotations in the 
first year.

The survey consisted of two parts. The first part 
included: location of the program, level of training, and 
the hospital. The second part consisted of ten questions to 
assess knowledge about and exposure to the management 
of US and included: number of urethroplasty surgeries 
attended, most commonly performed procedure, their 
approach in different US scenarios, their perception 
regarding the complexity and success of different urethro-
plasty procedures (Appendix 1).

Institutional Review Board (IRB) approval was 
acquired at King Saud University College of Medicine 
and King Khalid University Hospital, Riyadh, Saudi 
Arabia. Electronic informed consent was obtained from 
participants. Data were analyzed with descriptive analysis 
using IBM SPSS (Statistics for Windows, version 26; IBM 
Corp., Armonk, NY, USA).

Results
Fifty-eight (approximately 50%) of 114 residents responded 
to the questions, and their demographic data are shown in 
Table 1. Most of the residents (45 residents, 77.6%) were 
exposed to fewer than ten cases of US (Figure 1), while 56 
(96.6%) attended five or fewer urethroplasty procedures 
(Figure 2). Twenty three (40%) residents did not attend 
any urethroplasty procedure in their last year of training.

The most common procedures attended by the resi-
dents were minimally invasive procedures (89% cysto-
scopy with dilatation and 79% DVIU). For the different 
types of urethroplasties, the most common urethroplasty 
procedure attended was excision and primary anastomosis 
(20%), while exposure to other types of urethroplasty was 
minimal (Table 2).

Most residents responded that they would manage 
newly diagnosed 1 cm US with either cystoscopy and 
dilatation or with DVIU 53 (91%). For the first recurrence, 
46 (79%) residents responded that they would still prefer 
dilatation or DVIU. For the second, third, and chronic 
recurrence, 20 (34.5%), 6 (10.3%), and 5 (8.6%) residents, 
respectively, responded that they would still perform 

Table 1 Demographic Distribution

Number of Respondents (%)

Region of training in Saudi Arabia n = 58 (100%)

Central 26 (44.8)

Eastern 12 (20.7)
Southern 8 (13.8)

Western 12 (20.7)

Hospital n = 58 (100%)

Ministry of Health 30 (51.7)
University 9 (15.5)

Military 19 (32.8)

Level of training n = 58 (100%)

R2 14 (24.1)

R3 18 (31)
R4 15 (25.9)

R5 11 (19)
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dilatation or DVIU. For the management of newly diag-
nosed stricture, none of the residents chose urethroplasty. 
For each subsequent recurrence, 7 (12.1%), 30 (51.7%), 48 
(82.8%), and 45 (77.6%) residents responded that they 
would perform urethroplasty for the first, second, third, 
and chronic recurrences, respectively (Table 3).

Most residents perceived urethroplasty as a highly 
complex procedure. Fifty (83%) residents and only 32 
(55.2%) residents were aware that urethroplasty has 
a high success rate (Table 4).

Discussion
Urethroplasty to treat US is considered a specialized surgery 
with a high learning curve. One study showed that experi-
ence of 100 urethroplasty procedures is required to achieve 
a good success rate.14 Another study showed that at the end 
of a 3-year fellowship, trainees were still limited in their 
skills to perform urethroplasty as independent 
practitioners.16 However, there are some centers with high 

cases of reconstructive surgeries where residents perform 50 
urethroplasty surgeries annually as the primary surgeons.17

We found that residents’ exposure to US cases was 
low; 45 (77.6%) residents saw fewer than ten cases during 
their last year of training. Of those, more than half (23 
residents, 40%) saw five or fewer cases. This finding 
shows that there is a variation in exposure between resi-
dents. In addition, it proves that the exposure is not ade-
quate compared to that reported in other studies.18

The residents’ exposure to urethroplasty was poor; 56 
(96.6%) residents attended five or fewer cases during their 
last year of training. Of these, 23 (40%) did not attend any 
procedure during their last year of training. Other interna-
tional studies reported that the residents’ exposure to ure-
throplasty was between 13 and 19 annually.18 A study in 
the same geographical area showed that only 11 (4%) of 
216 board-certified urologists performed 11 or more ure-
throplasties in one year and 63% of practicing urologists 
have never performed a urethroplasty.8 This further indi-
cates a limited exposure of residents to urethroplasty.

There are some differences between the AUA and SIU 
guidelines in the management of US for the first recur-
rence after minimally invasive treatment. However, both 
guidelines recommend urethroplasty for the second recur-
rence of the disease.5,6 However, 20 (35%) of our residents 
responded that they would still perform minimally inva-
sive methods for the second recurrence. Furthermore, 
some residents responded that they would offer treatments 
that are not considered the standard of care and those 
included: 3 residents stated (5.2%) urethral calibration, 4 

Figure 1 Number of urethral stricture cases managed last year.

Figure 2 Number of urethroplasty procedures attended last year.

Table 2 Procedures Performed*

Number of Respondents (%)

Procedure
Cystoscopy and dilatation 52 (89.7)

Bougie à ouleboule blind dilatation 12 (20.7)

Visual urethrotomy 46 (79.3)
Laser urethrotomy 7 (12.1)

Stent placement urology Memokath 13 (22.4)

Excision and primary anastomosis 12 (20.7)
Ventral buccal graft urethroplasty 4 (6.9)

Dorsal buccal graft urethroplasty 8 (13.8)
Lateral buccal graft urethroplasty 3 (5.2)

Staged urethroplasty 3 (5.2)

Flap urethroplasty 4 (6.9)
Skin graft urethroplasty 0 (0)

Perineal urethrostomy 5 (8.6)

Notes: *Total number of counts is more than total number of respondents, and 
total percentage is more than 100% because multiple answers were permitted.
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(7%) residents stated clean intermittent catheterization, 
and 1 (1.7%) resident stated urethral stents. A study 
showed similar results among local practicing urologists, 
where 85 (39%) residents responded that they would 
recommend minimally invasive methods for a second 

recurrence.8 A study in the USA showed that the board- 
certified urologists’ responses for management of a second 
recurrence were: 31 (7.2%) stated endoscopic treatment, 
47 (11%) stated clean intermittent catheterization, and 59 
(13.6%) stated urethral stent.7

Most residents (50, 86%) perceived urethroplasty as 
a complex procedure while only 32 (55%) residents 
believed it is a highly successful procedure. However, 
the success rate of the procedure is high and can reach 
98.6% for anastomotic urethroplasty, and 89.9% for sub-
stitution urethroplasty with grafts.19

The current Saudi Council for Health Specialties 
(SCFHS) urology curriculum categorizes urethroplasty as 
a major open surgery for which residents must perform 
a minimum of two procedures during their four years of 
training.20 Based on our results and previous studies,8 we 
believe that attendance of urethroplasty procedures should 
not be a prerequisite to completion of a urology training 
program. The Royal College of Physicians and Surgeons 
of Canada urology training guidelines classifies urethro-
plasty as a Category C procedure, which means

The fully trained resident will be able to describe the follow-
ing procedures, the indications for these procedures, and the 
perioperative complications that might be encountered.21 

However, they are not required to participate in any of 
these procedures. A similar or modified classification can 
be followed in the SCFHS which would be more practical.

Our results revealed poor exposure of the urology 
residents to urethroplasty, which would affect their com-
petency in performing this procedure. There were similar 
observations by other studies, wherein graduating resi-
dents were found to lack proficiency in reconstructive 
US surgery.22,23 While this will not affect the competency 
to become a well-trained general urologist, the limited 
exposure might compromise patient outcomes. This could 
be resolved by tailoring privileges for newly graduated 
urologists by only allowing them to perform specialized 
reconstructive surgery independently if a certain number 
of procedures is achieved in their surgical logbook.

Although this study investigated the exposure of resi-
dents to one specialized surgery, similar studies can be 
conducted for other procedures, including those not in the 
realm of urology. Understanding the residents’ perception 
and exposure is a key element to customize programs to 
meet the needs of surgical trainees.23

Suboptimal response rate and lack of statistical analy-
sis are considered limitations of this study. Furthermore, 

Table 3 Management of Urethral Strictures

Number of Respondents (%)

Newly diagnosed 1-cm stricture
Urethral calibration (bougie à boule) 4 (6.9)

Internal urethrotomy or dilatation 53 (91.4)

Urethral stent 0 (0)
Clean intermittent catheterization 1 (1.7)

Urethroplasty 0 (0)

First recurrence 1-cm stricture
Urethral calibration (bougie à boule) 2 (3.4)
Internal urethrotomy or dilatation 46 (79.3)

Urethral stent 0 (0)

Clean intermittent catheterization 3 (5.2)
Urethroplasty 7 (12.1)

Second recurrence 1-cm stricture
Urethral calibration (bougie à boule) 3 (5.2)

Internal urethrotomy or dilatation 20 (34.5)

Urethral stent 1 (1.7)
Clean intermittent catheterization 4 (6.9)

Urethroplasty 30 (51.7)

Third recurrence 1-cm stricture
Urethral calibration (bougie à boule) 1 (1.7)

Internal urethrotomy or dilatation 6 (10.3)
Urethral stent 2 (3.4)

Clean intermittent catheterization 1 (1.7)

Urethroplasty 48 (82.8)

Chronic recurrence 1-cm stricture
Urethral calibration (bougie à boule) 2 (3.4)
Internal urethrotomy or dilatation 5 (8.6)

Urethral stent 2 (3.4)

Clean intermittent catheterization 4 (6.9)
Urethroplasty 45 (77.6)

Table 4 Perception of Urethroplasty*

Number of Respondents (%)

Opinion Regarding Urethroplasty
High success rate 32 (55.2)

Complex procedure 50 (86.2)
Many complications 9 (15.5)

Low success rate 9 (15.5)

Easy procedure 1 (1.7)

Notes: *Total number of counts is more than total number of respondents, and 
total percentage is more than 100% because multiple answers were permitted.
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the questionnaire was not validated, nor did it include 
questions on the knowledge of urethroplasty. Future stu-
dies could be conducted to investigate a correlation 
between numbers of cases attended and knowledge of 
procedural steps for urethroplasty.

Conclusion
Urethroplasty is a specialized urological procedure, one 
that residents have variable exposure to. Privilege to per-
form such procedure after graduating should be modified 
to ensure the best outcome for patients.
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