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30.1	 �Introduction

Rectal injuries are less frequent than colon injuries and management has dramati-
cally evolved over the last half century. A recent review done by the American 
Association for the Surgery of Trauma (AAST) was published in 2018, and describes 
well the evolution of management.

It is now accepted that intraperitoneal rectal injuries should be treated as abdomi-
nal colonic injuries. Therefore, this is discussed in the chapter on colonic injuries.

We will focus on extraperitoneal rectal injuries. The extraperitoneal rectum is 
surrounded and protected by the bony pelvis. It lies in close proximity to many of 
the structures of the genitourinary tract, which can make repair difficult. Associated 
lesions are common and should always be searched for based on the trauma mecha-
nism. Historically, rectal injuries were managed with the “4 D’s”: diversion, pre-
sacral drainage, direct repair, and distal washout [1]. However, this is evolving and 
lack of benefit, and even harm, has been documented with routine pre-sacral drain-
age and distal washout; therefore, routine drainage and distal rectal washout are no 
longer recommended [2, 3]. Diversion has proven to be the most beneficial approach 
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in the management of these lesions. Direct repair has not been shown to be benefi-
cial, but no harm has been demonstrated either, so additional study is warranted to 
see which patient population would most benefit from direct repair [3].

Complex perineal lesions continue to represent a challenge and their treatment 
requires multidisciplinary support. These lesions frequently result from high-energy 
trauma and have high morbidity and mortality rates. Damage control surgery for 
hemorrhage and contamination is the first priority with staged procedures for recon-
struction after patient stabilization.

Rectal and perineal injuries

Rectal injury

Intra-peritoneal 
(blunt or penetrating)

Management similar 
to colonic injury

Treatment (blunt):
Diverting colostomy +/– 
primary repair

Extra-peritoneal 
(blunt or penetrating)

Perineal injury

Diagnosis: 
Thorough physical exam 
(rectal and genitourinary) 
+/– CTA Abdomen and Pelvis 
+/– Cystogram 
+/– CT Pelvis 3D
reconstruction

Treatment: 
Damage control (hemorrhage 
& contamination) 
+/– diverting colostomy 
+/– Suprapubic catheter or 
nephorstomy tubes 
Staged reconstruction

Diagnosis: 
Digital rectal exam 
Rigid Sigmoidoscopy

Treatment (penetrating)
Low energy: 
Diverting colostomy +/– 
primary repair 
High energy:
Diverting colostomy  

30.2	 �Conclusion

	(1)	 The diagnosis of rectal injury can be difficult and requires a high index of sus-
picion particularly for blunt mechanism. More important than the distinction of 
mechanism (blunt or penetrating) is the location of the rectal injury. 
Intraperitoneal injuries are treated as colonic injuries regardless of mechanism. 
Extraperitoneal injuries require additional thought and different management.

	(2)	 The presence of blood during the digital rectal exam is an important sign. Rigid 
sigmoidoscopy, followed by CT abdomen and pelvis were the most common 
diagnostic modalities utilized across a recent multicenter study [3]. Diagnostic 
choice depends on the stability of the victim and resource availability.

	(3)	 If an extraperitoneal injury is identified, the standard of care is to perform a 
diverting colostomy [3] regardless of mechanism (blunt or penetrating). While 
some reports of primary repair without diverting colostomy can be found in the 
literature, evidence does not currently support this shift in the management of 
these injuries [4, 5]. Extensive dissection to search a lesion is discouraged due 
to enlarging of the dead space, increasing the risk of bleeding and causing nerve 
damage. As stated above, neither pre-sacral drainage nor the irrigation of the 
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distal rectal stump is recommended [2, 3]. Associated injuries are frequent and 
should be treated accordingly with appropriate specialty consultation.

	(4)	 Simple perineal injuries to soft tissue associated with low-energy mechanism can 
be repaired primarily. Complex perineal trauma comprises injuries that often 
include injuries to the soft tissue, genitourinary tract, rectum, vascular system, 
and bony pelvis. A high index of suspicion for injury and rapid diagnosis of injury 
to any of these structures is paramount. Diagnostic modalities utilized will depend 
upon the index of suspicion of injury and thorough evaluations of the rectum, 
genitourinary tract, vascular system, and bony pelvis. In a stable patient, the most 
common initial imaging at a large trauma center is a CT Angio of the abdomen 
and pelvis followed by a CT cystogram. Appropriate consults are placed, as inju-
ries are identified and may include orthopedic surgery for pelvic fractures, inter-
ventional radiology if extravasation from pelvic fractures is identified, urology, 
gynecology, colorectal surgery, and eventually, plastic surgery.

	(5)	 The ability to perform definitive repair depends on several factors including 
patient stability, degree of contamination, and availability of specialists. 
Typically, complex perineal injuries require multiple staged procedures. In an 
unstable patient, damage control surgery is performed with control of hemor-
rhage and contamination being the chief goals. Procedures that are needed may 
include ligation of bleeding vessels, debridement of devitalized tissue, possible 
revascularization, and diversion of the GI and GU tract as needed (ostomy and/
or suprapubic urinary catheter or nephrostomy tubes). Serial washouts of the 
wound are often necessary and staged reconstruction occurs over the next sev-
eral days to weeks as the patient stabilizes. Treatment is most often multidisci-
plinary and may require the skills of urology, colorectal surgery, gynecology, 
vascular surgery, or plastic surgery for reconstruction. The trauma surgeon’s 
role is immediate damage control and overseeing the complex repair of these 
severe multi-trauma injuries.
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