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A b s t r ac t
Introduction: A prospective study of 39 cases with stricture urethra who underwent buccal mucosal graft urethroplasty from January 2018 to
June 2019 in Department of Urology in Mahatma Gandhi Medical College and Hospital, Jaipur, Rajasthan, India.
Aim and objective: To establish the outcome of urethral stricture reconstruction by a buccal mucosal graft technique.
Materials and methods: The prospective study will be carried out in the Department of Urology, Mahatma Gandhi Medical College and Hospital,
Jaipur, for the period of one and half year from January 2018 to June 2019. Inclusion criteria were that all male patients with diagnosis of urethral
stricture disease will be included in the study. Exclusion criteria were old fragile medical unfit patients on supra pubic catheter, patient with
bleeding dyscrasia, and all females.
Results: In our study, we found that balanitis xerotica obliterans (BXO) is the most common cause of stricture urethra. It is the most common
from 31 to 40 years. After the procedure, no donor site complications were seen. Medium and long strictures got excellent outcome. Out of 39
grafts, no graft loss is seen till date in follow-up of 3 and 6 months.
Conclusion: In our study, we found that dorsal onlay is the preferred form of graft placement. Buccal mucosal graft is the ideal substitute for
urethra, especially in medium and long segment urethral stricture. Buccal mucosal graft has good graft properties for graft survival. The donor
site had no significant complications. Dorsal onlay graft is the preferred type as it has good support better outcome. Nil failure in respect to graft
function urine flow patients satisfaction till date. Longer follow-up is need (keeping attrition over a period of time for substitution urethroplasty
in mind before coming to definite conclusion).
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I n t r o d u c t i o n
Urethral stricture is the narrowing of the caliber of the urethra
caused by the presence of a scar consequent on infection or injury. It
is one of the most common complications of urethral injuries. Male
urethral stricture disease has a substantial impact on quality of life
resulting in infection, bladder calculi, fistulas, sepsis, and ultimately
renal failure. The incidence of urethral stricture has been estimated
at 229–627 cases per 100,000 individuals, with the incidence sharply
increasing in people aged ≥55 years.
Strictures can be divided into two main types, anterior and
posterior, which differ not only in their location but also in their
underlying pathogenesis. Urethral stricture disease is a challenging
condition to treat, and several approaches including direct visual
internal urethrotomy (DVIU) and anastomotic or augmentation
urethroplasties based on the use of flaps and graft have been
reported (Figs 1 and 2).
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O b j e c t i v e

To establish the outcome of urethral stricture reconstruction by a
buccal mucosal graft technique.

M at e r ia l s

and

M e t h o d s

The prospective study will be carried out in the Department of
Urology, Mahatma Gandhi Medical College and Hospital, Jaipur,
for the period of one and half year from January 2018 to June 2019.

Inclusion Criteria
All male patients with diagnosis of urethral stricture disease will be
included in the study.

Fig. 1: Graft harvesting from right buccal mucosa
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Table 3: Length of strictures
S. no.
1
2
3

Length of stricture (cm)
2–5
5–10
≥11

No. of patients
18
6
15

Table 4: Complications
S. no.
1

Total no.
39

Significant complications
0

Bulbocavernosus muscle and fascial covering was done. Wound
closed in layers and no drain placed. In postoperative period, mouth
packs were removed after 24 hours (Tables 1 to 4).

R e s u lts
Fig. 2: Invagination of urethra into perineum
Table 1: Age group
S. no.
1
2
3
4
5
6

Age group (years)
<20
21–30
31–40
41–50
51–60
>60

0
9
12
9
9
0

Table 2: Etiology
S. no.
1
2
3

Etiology
BXO
Post-inflammatory
Postsurgery (iatrogenic)

No. of patients
21
15
3

Exclusion Criteria
Old fragile medical unfit patients on supra pubic catheter, patient
with bleeding dyscrasia, and all females.

Method
Buccal Mucosal Graft Urethroplasty
The patient is intubated through the nose, allowing the mouth
to be completely free. With the help of mouth retractor, buccal
mucosal graft was harvested. The urethroplasty is performed in
the high lithotomy position. We used glide wire and 5-F urinary
catheter and placed them in bladder. Midline perineal incision
is given between root of scrotum to 1 cm proximal to anal verge
and layer by layer opened up till bulbocavernosus muscle. It was
subsequently incised in midline and laid open. In case of pan
urethral strictures (15 patients), penis was invaginated, and the
urethra was separated from corpus cavernosum up to the meatus.
Penile invagination was done in perineum. Urethra was dissected
away from corporal body on the left side and lifted to around 2/3
of its circumference and laid open posterolaterally in its complete
length of stricture and 1–2 cm beyond normal urethral caliber at
both the ends which were confirmed by passage of meatal dilators.
Now, the harvested graft was laid dorsally over the bed formed
by corporal bodies and intercrural space and fixed on the bed by
using 3.0 vicryl (Polygalactin) in 2–3 parallel lines. Urethrotomy
was closed over 16-F silicon catheter anastomosed with the lateral
edge of buccal mucosal graft by interrupted or continuous sutures.
28

In our study, we found that balanitis xerotica obliterans (BXO) is the
most common cause of stricture urethra. It is the most common
from 31 to 40 years. After the procedure, no donor site complications
were seen. Medium and long strictures got excellent outcome.
Out of 39 grafts, no graft loss is seen till date in follow-up of 3 and
6 months.

C o n c lu s i o n
In our study, we found that dorsal onlay is the preferred form of
graft placement. Buccal mucosal graft is the ideal substitute for
urethra, especially in medium and long segment urethral stricture.
Buccal mucosal graft has good graft properties for graft survival.
The donor site had no significant complications. Dorsal onlay graft
is the preferred type as it has good support better outcome. Nil
failure in respect to graft function urine flow patients satisfaction
till date. Longer follow-up is need (keeping attrition over a period
of time for substitution urethroplasty in mind before coming to
definite conclusion).
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