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1. Introduction 

Herein were two patients who presented to our facility with 
bladder outlet obstruction. The first case, a 38-year- old man 
presented with progressively worsening voiding and 
storage lower urinary tract symptoms (LUTS) of 
18 months duration. The LUTS was preceded by a 6- week 
history of falling astride with a history suggestive of 
urethral injury. He declined the initial intervention because 
he was able to void. He had a history of urethral bourginage 
or dilation at a secondary health facility before presentation 
to our facility due to worsening voiding and storage LUTS 
and associated episode of urinary retention relieved by 
successful urethral catheterization. Physical examination 
and laboratory findings were unremarkable. The contrast 
imaging was inclusive (Figure 1A and 1B). The urethroscopy 
confirmed the diagnosis of the transurethral band located at 
the bulbar urethra (Figure 1C). He was treated 
endoscopically by septotomy with a satisfactory outcome 
(Figure 1D). 

The second case, a 65-year-old man presented with 
voiding and storage LUTS of 2 years duration after open 
simple transvesical prostatectomy for Benign Prostatic 
Hyperplasia (BPH). There were associated recurrent 
episodes of urinary retention initially relieved 
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Figure 1: Anterior transurethral band located at the bulbar urethra 
A: Retrograde urethrocystogram (RUCG) demonstrating normal 
anterior urethra (green arrow), B: Voiding cystourethrogram 
(VCUG) showing anterior and posterior urethra with a filling 
defect at proximal bulbar urethra (red arrow), C: Bulbar urethra 
band at commencement of septotomy using cold knife urethrotome 
(yellow arrow), D: Septotomy completed using cold knife incision 
(yellow arrow). 
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by urethral catheterization but subsequently failed 
warranting suprapubic cystostomy. Physical examination 
and laboratory findings were unremarkable. The contrast 
imaging was inclusive (Figure 2A and 2B) but 
suggested poor prostatic urethral opening on the voiding 
cystourethrogram. The urethroscopy confirmed the 
diagnosis of the transurethral band located at the prostatic 
urethra (Figure 2C). He was treated endoscopically by 
the transurethral resection of the transurethral band with a 
satisfactory outcome. 

 

Figure 2: Posterior urethral band located at the prostatic urethra. 
A: Retrograde urethrocystogram (RUCG) demonstrating normal 
anterior urethra (green arrow), B: Voiding cystourethrogram 
(VCUG) showing anterior and posterior urethra with poor 
distension or opening of the prostatic urethra during voiding 
(yellow arrow), C: Prostatic urethra septum (yellow arrow), 
dividing the prostatic urethral lumen into cephalad and caudad 
parts with resection loop (blue arrows), and guide wire (black 
arrow), in situ respectively (yellow arrow) before commencement 
of transurethral resection of the septum. 

 
The transurethral band is an abnormal fibromuscular 

structure that traverses the urethral lumen and attaches 
to the inner urethral wall. Its presence hampers the 
normal urethral compliance needed during the act of 
voiding. Consequently, it manifests with Lower urinary 
tract symptoms (LUTS) or bladder outlet obstruction which 
is difficult and indistinguishable from other infravesical 
pathologies such as urethral strictures and benign prostatic 
enlargement. It can be congenital or acquired and may 
involve any part of the entire urethral length. Due to its 
rarity, there is a paucity of literature on this clinical entity. 
There are cases of congenital septum reported in the 
literature to involve urogynecological organs such as the 
bladder and vaginal but not similar to transurethral band. 1,2 
The acquired transurethral band can result from trauma 
to the urethra or urethral instrumentation or surgery. Its 
diagnosis may require a combination of clinical evaluation, 
contrast imaging and endoscopy. 

 
Contrast imaging is relatively cheap, readily available, 

and recommended by American Urological Association 
(AUA) guidelines for diagnosing urethral diseases such as 
urethra stricture, a possible differential diagnosis in index 
cases. 3 It also has a role in the evaluation of urethral 
diverticulum, and stones amongst other differentials. 
Urethrography is regarded as the gold standard modality 
and has been documented to have sensitivity and specificity 
ranging from 75-100% and 72-97% in the diagnosis of 
urethral stricture respectively. 4 Despite this it is poor in the 
assessment and diagnosis of transurethral band as shown in 
Figure 1A and 1B, likewise Figure 2A and 2B. 

The role of endoscopy in contemporary urological 
practice cannot be overemphasized. Where available, it has 
a role in the diagnosis of common and rare infravesical 
pathologies namely urethral stricture, and benign prostatic 
enlargement among other aetiologies. This modality offers 
a superior advantage in the diagnosis of transurethral band 
because it provides real-time visual assessment of a urethral 
pathology which may otherwise have been missed by other 
investigative modalities including contrast imaging as 
shown in Figure 1C and 2C. Beyond its diagnostic potential, 
it can be extended in the same sitting for therapeutic 
purposes as seen in the index cases. 5 

The transurethral band is a rare cause of lower urinary 
tract symptoms and bladder outlet obstruction. It is a 
diagnosis of exclusion in patients with LUTS. The role 
of contrast imaging of the urethra is very limited in its 
diagnosis. The value of endoscopic urethral examination 
employing urethroscopy cannot be overemphasized in the 
complete evaluation of a patient with transurethral band, 
because it can serve both diagnostic and therapeutic roles 
and benefits in the same sitting. 5 

 
2. Learning points 

 
1. Urologists should be aware of the transurethral band as 

an infravesical cause of lower urinary tract symptoms 
and bladder outlet obstruction. 

2. They should have in mind transurethral band whenever 
the contrast imaging is inconclusive in a patient 
thought to have urethral strictures. 

3. Endoscopic examination should be considered early 
whenever the contrast imaging is inconclusive in a 
patient thought to have urethral strictures. 
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