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Objectives (in 20 minutes)
§ Review of etiology and theories on spectrum of 

pathophysiology for bladder neck contractures

§ Discuss outcomes of traditional management

§ Highlight research on novel therapeutics to improve 
endoscopic management



Audience Response Question 1



Audience Response Question 2



Bladder neck contractures
§ Can be very problematic when recalcitrant

§ Most commonly seen after prostate cancer therapy, 
but some are sequelae of TURP for benign disease

§ Some patients go on to receive chronic catheters or 
a never-ending cycle of dilation



Etiologies
§ Can be seen after multiple modalities of cancer 

therapy

§ The obstruction can be due to intrinsic and extrinsic 
fibrosis

§ Ischemia through reduction in blood flow and 
inflammation from urinary extravasation have both 
been implicated



CaPSURE data

Elliot et al: J Urol 2007



Findings
§ Range is 1.1-8.4%, depending on treatment type

§ Risk highest after RP or Brachy+XRT

§ Risk highest in older and more obese patients

§ Stricture occurs within 24 months after RP, delayed 
after radiation



In search of a solution…



Management Strategies



Transurethral Management
§ DVIU/Dilation have a single procedure success rate 

of 25-73% for BNC after RP
§ 27% are refractory to three or more trials
§ TUR of the bladder neck has good success in many 

patients, but some will still fail 
§ Urethral stents were promoted by some but not 

without significant problems and no longer on the 
market

Borboroglu PG, et al: Urol 2000

Carr et al: J Urol 1996

Elliot et al: J Urol 2001



Transurethral Management

§ MMC has been shown to reduce scarring in 
eye and laryngeal surgery

§ Reduced recurrence in DVIU series (Mazdak
et al. Eur Urol 2007)



Mitomycin-C for BNC
§ Vanni et al reported on a series of 18 patients 

treated with TUIBN and injection of MMC at 
injection site

§ At median f/u of 12 months, 13 (72%) patent after 
one procedure, 3 (17%) after 2 procedures, and 1 
after 4 procedures; 1 failed

Vanni et al. J Urol 2011. 186:156-60



Mitomycin-C for BNC













WF Experience w/refractory BNC
§ Our initial report was only for 13 patients
§ Mean age 69 yrs (55-85)
§ Etiology

§ RP (7)
§ Brachy (3)
§ TURP (1)
§ XRT (1)
§ PVP (1)



WF Experience w/refractory BNC
§ Management

§ TUIBN with MMC (9)
§ TUIBN with tacrolimus (2)
§ Laser incision alone (2)

§ All MMC patients patent at f/u, with 1 requiring 1 
dilation at 10 months and repeat TUIBNC with MMC 
at 13 months





Multicenter Collaboration
§ TURNS group retro review 55 patients with at 6 

centers from 2009-2014, 80% of whom failed prior 
dilation or TUIBNC

§ Overall success of TUIBNC was 75% (41/55 patients 
patent); 15 received 2 procedures

§ 4 patients had serious AEs

Redshaw et al. J Urol 2015. 193(2):587-92



Self-dilation to maintain patency



Self-dilation/maintenance (CIC)

§ 85 patients on dilation for stricture/BNC
§ Median age: 68 yrs
§ Median time on CIC (aka ISC-intermittent 

self catheterization): 3 yrs
§ Median number per day: 1x



Self-dilation/maintenance (CIC)

§ Unlike in NGB, self-dilation was noted to be 
associated with moderate pain and poor QOL 
scores

§ BNC was included in the group with posterior 
strictures, and this group noted the greatest 
degree of difficulty with self-dilation



Open Reconstruction



Open Reconstruction
§ Series of 12 cases from 2004-2012

§ Abdominal (7)
§ Perineal (3)
§ Abdominoperineal (2)

§ All cases after prior RP, 25% also w/rads
§ 43% had complete obliteration
§ 2 patients had anastomotic disruption in early post-

RP period



Open Reconstruction

§ Median length of stenosis: 2.5 cm (1-5 cm)
§ Median LOS: 3 days (1-7)
§ Median f/u: 75.5 months (14-120)
§ Patency: 92%
§ Continence: 25%



Maneuvers for length

§ Urethral mobilization (always)
§ Corporal separation (often)
§ Partial pubectomy/symphysectomy (rarely)
§ Supracrural rerouting (never)



Open Reconstruction



Obliteration after lap RP
§ Failed endoscopic 

management

§ Abdominoperineal
repair

§ Sphincter divided at 
time of repair

Pierce Lecture 2009
VCUG-RUG demonstrating 4 

cm defect



Pierce Lecture 2009

VU Stricture after Lap RP
Post-op Results

Post-op RUG showing 
successful repair

Post-op urethroscopy



Open Reconstruction



Urinary Diversion

§ Initially seems like a drastic, ‘end of the 
road’ option

§ The prospect of eliminating the need to 
change pads/diapers, having to deal with 
diaper rash, and having to undergo multiple 
transurethral procedures makes an ostomy
not seem so extreme



Urinary Diversion
§ Ileal conduit +/- cystectomy

§ Indiana Pouch +/- cystectomy

§ Bladder neck closure with indwelling SPT or 
catheterizable channel +/- augmentation

§ SPT alone if completely obliterated/continent



Implications for Survivorship

§ Continence restoration
§ Timing of anti-incontinence surgery
§ Management of recurrences after AUS

§ Sexual health restoration
§ Issues with concomitant procedures
§ Some providers averse to placing two 

scrotal pumps



Persistent Cancer
§ Detectable PSA (stable or rising) can have implications 

for management of contractures and continence
§ If a patient w/BNC has already received 

surgery/radiation, my approach is not changed by 
consideration of ADT or chemo if life expectancy is 
reasonable

§ If a patient already has BNC and/or dystrophic 
calcifications after XRT +/- brachy, salvage cryo is ill-
advised in my opinion if the patient does not want a 
chronic SPT or urinary diversion



Audience Response Question 1



Audience Response Question 2



Conclusions
§ The rate of BNC is low
§ BNC are often managed well with TUR alone
§ CIC is often not satisfactory for patients
§ Some refractory cases can be managed with TUR + 

injection
§ Open reconstruction is an option for some well-

selected patients
§ Urinary diversion is very reasonable for some 

patients


