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INTRODUCTION 

When all is said and done, the selection of operation is a 

highly individualized thing and the logic of the ultimate 

choice is summed up by the Turner Warwick TTTBAPJT 

Procedure (taking it to bits and putting it back together). 

About 10% of all injuries seen in the emergency room 

involve the genitourinary system to some extent.1 

Urethral injuries are uncommon and occur most often in 

men, usually associated with pelvic fractures or straddle 

type falls.2 Strictures represent a pathological narrowing 

of the urethral lumen, causing both anatomical and 

functional obstruction.3 Posterior urethral stricture is an 

obliterative process in the posterior urethra that has 

resulted in fibrosis and is generally the effect of 

distraction in that area caused by either trauma or radical 

prostatectomy.4 The classical triad of blood at the external 

urethral meatus, inability to pass urine and a distended 

bladder is good indicator of urethral injuries. Blood at the 

urethral meatus in men indicates urethral injury.5 

Urethrography (Retrograde and Micturating 

urethrography), urethroscopy, flow rates urethrography 

defines the extent and the location of the stricture. An 

ascending urethrogram is the standard investigation. 

Various treatment option included in urethral stricture are 
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dilatation, urethrotomy, excision & end to end 

anastomosis, graph urethroplasty.  

Although the urethral injury is seldom the main problem 

of these often multiply and severely traumatized patients, 

the consequences of the urethral trauma such as urethral 

strictures, erectile dysfunction, and (in some cases) 

urinary incontinence may be problems with life-long 

ramifications for the patients.6 

Aims & objectives 

1. To determine the effectiveness of procedure done 

with the help of retrograde urethrography. 

2. To ascertain the length of stricture in posterior 

urethra before operation. 

3. To get RCU done again after operation to know 

extent of stricture corrected and to assess the benefit 

of different procedure to the patient. 

METHODS 

The study is aimed at evaluation of stricture posterior 

urethra pre and post operatively with the help of 

retrograde urethrography with special reference to patient 

satisfaction. This study include all the 72 cases of 

posterior urethral stricture in M.Y. Hospital, Indore both 

pre and post operatively for the period of last 10 years. 

The detailed history and physical examination was 

carried out. AUA Scores assessed and dye studies done 

both pre and post operatively. Then patient satisfaction 

noted both objectively and subjectively. Mainly 

retrograde urethrography done combined with MCU 

(Micturating cysto urethrography) to aid the precise 

anatomy and character of stricture. Then after operation 

retrograde urethrography again done to reassess the 

anatomy and stricture corrected. 

Retrograde urethrogram 

 

Figure 1: Ruptured urethra. Extravasation of contrast 

medium around the membranous urethra (arrows).  

It is an invaluable test to evaluate and document the 

stricture (Figure 1). Performed as an out-patient X-ray 

procedure and can indicate the number, position length 

and severity of stricture. It involves insertion of contrast 

dye into the urethra at the tip of the penis.  

Operative technique   

Perineal repair of stricture of membranous urethra: 

Inverted “Y” shaped incision from midline of the scrotum 

to ischial tuberosities given, then Colle’s Fascia opened 

to expose the bulbospongious muscles & dissected the 

corpora spongiosum from urogenital diaphragm. Space 

created between muscles & the bulb of the urethra. 

Bulbospongiosum is mobilized to gain access to the 

strictured membranous urethra. Strictured segment 

resected & freeing the bulb of the urethra. Urethra opened 

dorsally showing an adequate lumem (Figure 2). A sound 

is passed through the suprapubic cystostomy and 

resection of scar allows to pass into the perineum. A 

silicon catheter then passed into the bladder and 

anastomosis complete in “U” shape. Wound closed in 

layers.   

 

Figure 1: Demonstrate the steps and anastomosis of 

membranous urethra.  

RESULTS 

Data from 72 patients of posterior urethral stricture were 

reviewed on the basis of retrograde urethrogram pre & 

post operatively. In our study all the cases were male. 

Maximum age incidence is between 21-30 years age 

group i.e. 29 (40.27%). Out of these 45 cases (62.5%) 

were due to fracture pelvic and 20 (27.78%) cases were 

due to previous catheterization. Teenagers in this series 

formed 10 (13.89%) of the total cases and average age 

was 33.79 years. Two patients (2.78%) were congenitally 

dead & dumb. Table 1 displays the length of posterior 

urethral stricture in our series. 
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Table 1: Showing length of posterior urethral 

stricture.   

Length of 

stricture (cm) 

Total member of cases  

Number % of cases 

0-1 8 11.11 

1.1-2.0 31 43.06 

2.1-3.0 21 29.16 

3.1-5.0 12 16.66 

In our series the duration of postoperative catheterization 

was 21-24 postoperative days for 60 (83.33%) patients. 

The catheter had to be kept for a longer duration in case 

of wound infection in other patients, i.e. 12 (16.67%). 

The following Table 2 shows the stricture segment on 

retrograde urethrogram (pre operatively). 

Table 2: Showing stricture segment on retrograde 

urethrogram (pre operatively).  

Stricture segment  
No. of 

cases 

% of 

cases 

SMU 39 54.16 

SMU+SPU 9 12.5 

SMU+SBU 20 27.77 

SMU+SBU+SPNU 3 4.16 

SMU+SBU+SPU 1 1.39 

The Follow up varied from 1 to 95 months and the 

average duration of follow up was 20.92 months. Table 3 

displays the condition of urethra postoperatively on 

retrograde urethrogram. 

Table 3: Showing urethra postoperatively on 

retrograde urethrogram.  

Urethra 
No. of 

cases 

% of 

cases 

Normal 58 80.55 

SPU 1 1.39 

SPU+SMU 1 1.39 

Not done RCU 12 16.67 

 

Figure 2: Depicting the post-operative result. 

In the follow up strategy 8 patients (11.11%) found to be 

impotent, 7 (9.72%) of these were temporarily and 1 

(1.39%) was permanently impotent. Figure 3 displays the 

pie chart of the outcomes in our series i.e. Good result in 

49 (68.05%), Fair result in 20 (27.78%), Poor result in 3 

(4.16%) of the patients. 

13 patients (18.05) did not required postoperative 

dilatation, 7(9.72%) patients required  once and rest were 

required 2 to 8 monthly dilatation. 7 (9.72%) patients had 

to undergo DVIU since they were requiring monthly 

dilatation. The interval between suprapuble cystostomy 

and urethroplasty in patients with pelvic trauma varied 

from 15 days to 5 years with a mean of 7.13 months 

DISCUSSION 

The management of posterior urethral stricture is one of 

the most difficult surgical problem faced by a urologist. It 

is an uncommon injuries at an inaccessible location. 

Urethral injury is usually secondary to blunt trauma, 

occurring in 5 to 10% of cases of pelvic fracture. 

Pelvic injury use to occur in all age so the stricture 

urethra is seen in all age groups. An average age of 35.8 

years reported by B. Mucha et al.,7 and B. Fellon et al.8 

reported peak age incidence of pelvic injuries was 10-40 

years age (61% ) of patients. This peak age incidence is 

comparable with that in our study i.e. 21-40 years 

(61.29%) of patients. All the cases in this series were 

male because of its short length and relative mobility, 

injuries to the female urethra is extremely rare. Acquired 

urethral stricture is common in men but rare in women.9 

In this series there are 45 patients (62.50%) with pelvic 

trauma, this can be explained by the fact that road traffic 

accidents resulting in pelvic trauma are more common on 

our roads, whereas A. R. Mundy in his series of 200 

patients the post pelvic fracture patients were 86 (43%).10 

In posterior urethral injuries resulting from pelvic trauma 

the most common site of rupture is at the 

bulbomembranous urethral junction (Spimak11) which is 

in concordance with our current study. Distraction 

injuries are for all intents unique to the membranous 

urethra.12 

The urethral disruption in pelvic fracture occurs due to 

tearing of urethra at the inferior surface of the urogenital 

diaphragm, as the prostate, membranous urethra and 

urogenital diaphragm, all forms an anatomic unit, so in 

case of pelvic trauma the stricture in membranous urethra 

were of 1-3 cm in length. The stricture due to 

instrumentation occurs as a result of infection which 

produces wide spread scarring and hence, longer 

structures. Anastomotic repair required 2 to 3 weeks of 

stenting. This is in concordance with postoperative 

catheterization in our series. In case of urethrocutancous 

fistula or other infection the indwelling silicon catheter 

have to kept for a longer duration.  
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The average period of follow up in our series was 17.05 

months which is comparable with other series like 

Abrahans et al. 9-36 months,13 Mckinney’s et al. 4-24 

months.14 The impotence rate in our series was found to 

be 11.29% which is in concordance with other studies. 

The patient may be impotent for several months after 

delayed repair. Impotence is permanent in about 10% of 

patients.15 Dixon et al.16 presented evidence that 

impotence may be a consequence of the avulsion of the 

corpora cavernosa from the ischium. Lesser impotence 

rate is associated with delayed primary repair, which is in 

concordance with our series (11.29%). 

Our study shows 69 (95.83%) cases of combined good 

and fair result, with 3 (4.17%) observed poor result. The 

criteria for assessment of postoperative results are shown 

in Table 4. 

 

Table 4: Showing urethra postoperatively on retrograde urethrogram.  

 Good Fair Poor 

Postoperative 

urethrogram 

urethra with uniformly good 

caliber 

Urethra with some narrowing 

and irregularity 

Urethra with very narrow 

lumen 

Patients 

satisfaction 

rate 

Passing urine per urethrally 

in good stream 

Passing urine per urethrally 

with slightly weak stream but 

happy that he is passing urine 

per urethrally 

Weak stream with straining 

of not passing urine per 

urethrally at all 

AUA score 0-7 8-19 20-35 

 

In our series the cause of high percentage of good and 

fair results are perineal approach and delayed primary 

repair. Our results are as similar with Webster George et 

al.17 (97. 26%) and A. R. Mundy18 (88%), F. Morey19 

(97%) result of success. Patients who had initial 

realignment procedure like real roading and delayed 

urethroplasty had associated with more chances of 

restenosis, Impotence or Incontinence.  

In another study (Morey & McAnninch) the incidence of 

erectile dysfunction was repoarted as up to 55% after 

immediate realignment,20 similarly immediate repair 

associated with poor results with high incidence of 

subsequent stricture, incontinence and impotence, this is 

because of active bleeding, hematoma and oedema. There 

is a widespread acceptance of a ‘hands-off ’policy in the 

acute management of posterior urethral injury.21 

A. R. Mundy stated that the greater the interval between 

suprapubic cystostomy and urethroplasty or DVIV, the 

better one the outcome resulting potency and 

continence.22 This is in concordance with the result in our 

series. 

In conclusion, Turner Warwick has described the 

problem accurately. “It is the urologist who will have to 

share the burden of the ultimate disability with the patient 

when the thoracic, abdominal and even the orthopedic 

aspects are probably long forgotten”. We conclude that 

procedure selection should be determined by stricture 

characteristic, including location, etiology, length and the 

presence of local adverse factors. An overall rate free of 

stricture of 95.10% was achieved.  
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