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• Military trauma = high-velocity mechanism

• Iraq/Afghanistan:  13% anastomotic failure rates (ostomy)

• Mortality w/o diversion 10.8% vs. 3.7%. (n=251, retrospective)

• Extraperitoneal injury: full adherence 4D‘s 7%

– 100% diversion, distal washout 26%, presacral drainage 21%

4 D‘s
Debridement
Diversion
Drainage
Distal washout

Clemens MS. Clin Colon Rectal Surg 2018       Ahern D. Injury 2017     Tyler A . Clin Colon Rectal Surg 2018



• 1472/1.7M (0.1%), 81% male, median 30 yrs

• 60% penetrating vs. 40% blunt

• 53% isolated EXTRA- vs. 47% isolated INTRA-peritoneal

• 49% fecal diversion

Tech Coloproctol 2018

Isolated
Rectal Injury
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Stoma   34% 60% (<0.001)
Tech Coloproctol 2018

40% stoma alone
19% resection/repair + stoma
2% resection, no stoma
8% suture repair
31% conservative

23% stoma alone
11% resection/repair + stoma
1% resection, no stoma
9% suture repair
57% conservative
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Stoma   37% 64% (<0.001)

42% stoma alone
22% resection/repair + stoma
10% resection, no stoma
27% conservative

26% stoma alone
11% resection/repair + stoma
9% resection, no stoma
8% suture repair
46% no surgery

location
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• 86% male, 30.5 yrs

• 47% gunshot, 25% explosive/blast injury/combat

• 0.5% stab wounds, 2.5% foreign bodies

6 studies 1255 patients
Injury 2017
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• 86% male, 30.5 yrs

• 47% gunshot, 25% explosive/blast injury/combat

• 0.5% stab wounds, 2.5% foreign bodies

• Civilian based (n=156 patients)

– 39% genito-urinary lesions

– 32% small bowel injury

– 10% pelvic fracture

6 studies 1255 patients
Injury 2017

CT
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Laparoscopy/laparotomy
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Transanal repair

Fecal diversion
Primary repair Resection and Anastomosis

Hospitalisation
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Presacral drainage
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CT w rectal contrast

Extraperitoneal Rectal injury ? Intraperitoneal Rectal injury ?

Proctoscopyin OR

Accesible transanally ?

Communicates
with presacral space?

Evaluate for
extraperitoneal injury

CT w rectal contrast

Adapted from Clemens MS. Clin Colon Rectal Surg 2018 
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Suspicion of isolated Rectal Trauma

Abdominal exam + DRE

Unremarkable
Probable injury

(bleeding, obvious defect,..)
Peritonitis

Hemodynamical instable

Digital Rectal exam
• Blood?
• Rectum wall lesion?
• Foreign body (clothes)?
• Protrusion of a piece of bone?
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Suspicion of isolated Rectal Trauma
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100% sensitivity
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CT w rectal contrast

Extraperitoneal Rectal injury ? Intraperitoneal Rectal injury ?

Proctoscopy in OR

Evaluate for
extraperitoneal injury

85% sensitivity

for extraperitoneal lesions

Rectosigmoidoscopy
• Presence of blood or hematoma?
• Mucosal lesion or complete rupture?
• Fistula?

CT w rectal contrast
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2004-2014
J Surg Research 2017

84% gunshot 59% impalement

→ No difference in any infectious complications
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2004-2015, 22 centers, 785 patients
J Truama Acute Care 2018

32% intraperitoneal

58% extraperitoneal

10% both

28%

41% 
13%
12%
5%
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INTRA-peritoneal

EXTRA-peritoneal



2004-2015, 22 centers, 785 patients
J Truama Acute Care 2018

INTRA-peritoneal

→ Stoma not 
associated with
improved outcomeAbdominal complications :  

• w stoma 22% vs. 10% w/o stoma (p=0.003)
• High-grade injury OR 2.6
• Penetrating mechanism OR 2.7
Mortality same w or W/o stoma (3% vs 2%)



EXTRA-peritoneal

2004-2015, 22 centers, 785 patients
J Truama Acute Care 2018

Abdominal complications

no stomastoma

OR 3.4 OR 2.6

→  Presacral drain
and rectal wash out 
of no benefit
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• Examination of the abdomen + DER

• CT with rectal contrast (early detection of any visceral injury)

• Intraperitoneal lesions :  treat similar to colon lesions

• Extraperitoneal lesions

– Upper 2 thirds + accessible lower third: primary repair +/- stoma

– Lower inaccessible lesions: presacral drainage + stoma

Rectal Injury
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