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In conclusion, I like to thanks all theIn conclusion, I like to thanks all the
American Urologists involved in the Reconstructive 

Urethral Surgery for the teaching, support, 
encouragement and new idea and suggestions they g gg y

provided me in the last 15 years.
Witho t o r incredible s pport m career briefWithout your incredible support my career brief 

newer was born and developed.

Guido Barbagli



Bulbar urethroplasty



Bulbar urethra

Basically, the surgical 

technique for the repair of 

bulbar urethral strictures 

is selected according to theis selected according to the 

stricture etiology and site

(distal vs proximal) 



Surgical technique according to etiology of  bulbar 
urethral strictureurethral stricture

Trauma End-to-end anastomosis
Augmented anastomotic repairAugmented anastomotic repair

Instrumentation
Catheter
Infection Oral mucosa onlay

Other



J Urol  2007; 178:2470-2473



Questionnaire to investigate sexual dysfunction 
after bulbar end to end anastomosis

Changes in Ejaculation
Did you complain of ejaculation disorders after the surgery?

after bulbar end-to-end anastomosis

Yes
No

Did you recognize changes in ejaculation after the surgery comparing it with your previous status?
Yes
NoNo

Does ejaculation occur with difficult stream?

Yes
No

If Yes what is the stream like?

six questions to 

i i jIf Yes, what is the stream like?
No stream
Very poor spontaneous stream
The stream occurs only by manually compressing the perineum 

Is the ejaculation difficulty present:

investigate ejaculatory 

disorders 
j y p

Always
Sometimes
Seldom

Did you have negative changes in the relationship with your partner due to difficult ejaculation?

Yes
No

Did you have children after the surgery?

Yes
No J Urol  2007; 178:2470-2473



Neurovascular Penile Disorders
Did you complain of penile erection disorders after the surgery?

Yes
No

Does your glans fully swell during erection?
Yes
No

If No:
Glans is not swollen
Glans is partially swollen
Glans is fully swollen at the beginning of erection, but it was not maintained ully swollen throughout the  sexual
activity

If Yes, what kind of problems did you recognize?

Did you have negative changes in your sexual activity due to this problem?

Yes
No seven questions to es, w a d o p ob e s d d you ecog e?

Psychological problems
Problems during vaginal intercourse
Other minor problems

Did you recognize a change in penile sensitivity after surgery?

Yes
No

q
investigate neuro-vascular 

penile disordersNo

If Yes, where did you localize sensitivity changes?

In the glans
In penile skin
In distal penile shaft
Including all penile shaft

penile disorders

What was the penile sensitivity like after surgery?

Decreased
Increased
Not specifically altered

Was the penile sensitivity changed in relation to:
Touch
Cold/hotCold/hot
All stimulus

During the erection do you complain of cold glans?

Yes
No

Did you have negative changes in your sexual activity due to this problems?

Yes
No

J Urol  2007; 178:2470-2473



Final assessment of surgery

Are you satisfied of surgical outcome and what is your judgment of final results?
1 Not satisfied 1 Negative1. Not satisfied
2. Poor satisfied
3. Satisfied
4. Very satisfied

1. Negative 
2. Poor 
3. Good
4. Excellent

If 1 2If your answer was 1 or 2
Is it because you did not improve urinary function?
Is it because your sexual activity was worsened?

Would you repeat the surgery?

If No, why?
Due to postoperative pain
Due to psychological problems

Yes
No

Due to psychological problems
Because the outcome was different from what I foresaw

Two questions to investigate patient satisfaction

J U l 2007 178 2470 2473J Urol  2007; 178:2470-2473



This non-validated questionnaire was administered to 60 out of 

153 patients who underewent bulbar end-to-end anastomosis, 

according to the following inclusion criteria:

Age 20 to 50 years oldg y

No diabetes or vascular diseases

No previous failed open urethroplasty

No further surgery required after the anastomosis

J U l 2007 178 2470 2473J Urol  2007; 178:2470-2473



Results
12 (20%) patients showed decreased ejaculation force.

11 (18 3%) patients complained of decreased sensitivity of the11 (18.3%) patients complained of decreased sensitivity of the
glans or distal penile shaft.

7 (11 6%) patients complained of a glans that was neither full7 (11.6%) patients complained of a glans that was neither full
nor swollen during erection. 

2 (3.3%)  patients showed ejaculation was possible only by
manually compressing the perineum at the
level of the urethral bulb.

1 (1.6%)  patient had a cold glans during erection.

J U l 2007 178 2470 2473

( .6%) p e d co d g s du g e ec o .

J Urol  2007; 178:2470-2473



Results

19/60 patients (31.6%) showed minor sexual dysfunctions

14/60 patients (23.3%)  showed ejaculatory dysfunction

2/60 (3 3%) patients declared that they were dissatisfied2/60 (3.3%) patients declared that they were dissatisfied 
with the outcome of surgery

J U l 2007 178 2470 2473J Urol  2007; 178:2470-2473



Evaluation of the result after bulbar end-to-end 
anastomosisanastomosis 

objective subjective

Clinical assessment
Uroflowmetry Questionnaire
Urethrography
Urethral sonography

Questionnaire

Urethroscopy

31 6% l d f ti
90.8% success

31.6% sexual dysfunctions

23.3% ejaculatory dysfunctionj y y



According to the result of this questionnaire we decide to change our 
clinical approach to bulbar urethral stricture:clinical approach to bulbar urethral stricture: 

We transect the urethra only in traumatic stricture



Surgical technique according to site of  bulbar 
urethral strictureurethral stricture

Distal

Dorsal onlay

Proximal

Ventral onlay



Preparation of the patient for bulbar 
urethroplastyurethroplasty

Simple lithotomy position



Preparation of the patient for bulbar urethroplasty

Allen stirrupsAllen stirrups



Preparation of the patient for bulbar urethroplasty

Sequential inflatable compression sleeves q p



Two surgical teams work simultaneously

McAninch – San Francisco - USA



Two sets of surgical instrumentsg

UrethroplastyOral mucosa



Appropriate mouth retractor with its own light



Only one assistant is needed to harvest the oral graft



Advantages of the double team

decrease in decrease in
contamination in 

surgery

decrease in 
surgical time   
of  ~ one hour

i i iprovides training 
opportunity for the young 

assistant interested inassistant interested in 
learning urethral surgery



Harvesting the oral mucosa

Surgical techniqueSurgical technique



Harvesting oral mucosal graft from the cheek

Surgical stepsg p



The patient is intubated through the nose, 
ll i h h b l l fallowing the mouth to be completely free





Lidocaine HCL 1% with epinephrine (1:100,000)









4 cm

6 cm6 cm



Morbidity of  oral mucosa graft harvesting from a 
single cheek

B b li G t l E U l 2010 58 33 41Barbagli G. et al, Eur Urol 2010; 58: 33-41 



Patient satisfaction

“ Would you undergo oral mucosa graft 
harvesting using this technique again? ”harvesting using this technique again? 

Y 98% f ti tYes : 98% of patients

No : 2% of patientsNo : 2% of patients

Barbagli G. et al, Eur Urol 2010; 58: 33-41



Harvesting oral mucosal graft from the tongue

Surgical steps



Wharton’s duct



Lingual nerve







Double grafts harvesting



The tongue represents the best alternative to the cheek



Preparation of the patient for bulbar urethroplasty

Pre-operative 
urethroscopy

Insert Sensor guide wire



Preparation of the patient for bulbar urethroplasty

Insert Sensor guide wireInsert Sensor guide wire



Preparation of the patient for bulbar urethroplasty

Inject methylene blue inside 
th ththe urethra

(G. Webster)



Preparation of the patient for bulbar urethroplasty

Calibrate the distal urethra and identify the distal stop 



1 - 2 cm traumatic bulbar urethral stricture

End-to-end  anastomotosis





distal end proximal end









2 - 4 cm traumatic bulbar urethral stricture

Augmented anastomotic repair























Oral mucosal graft onlay urethroplasty 

ventraldorsal ventraldorsal



Muscle and nerve sparing dorsal onlay graft 
urethroplastyurethroplasty

















Muscle and nerve sparing ventral onlay graft 
bulbar urethroplastybulbar urethroplasty
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Conclusions 

Reconstructive surgery for urethral strictures is continually
evolving and the superiority of one approach over another is
not yet clearly defined

The reconstructive urethral surgeon must be fully able in the  
i i i i i iuse of different surgical techniques to deal with any condition

of the urethra at the time of surgery



www.urethralcenter.it

Next month this lecture will be fully available on ourNext month, this lecture will be fully available on our 
website

Thank you !


