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1. Introduction
A 15-year-old male sustained an isolated gunshot wound to the 
right buttock.  There was no associated exit wound.   At the time 
of admission, he was alert and oriented.  He was able to move all 
of his extremities with normal strength and sensation.  His vital 
signs were BP – 145/98 Pulse-75, Respirations – 18 Temp 100.1 
degrees.  The abdomen was soft, non-distended and non-tender.  
Gross blood was present on the rectal exam.  The FAST was neg-
ative.  A pelvic film revealed a bullet fragment at the level of the 
left proximal femur.  A left inferior pubic ramus fracture was also 
noted.  The hemoglobin was 14.7 and the serum lactate was 2.4.  
The patient was taken to the operating room for exploration. Anti-
biotic prophlaxis included intravenous levaquin and flagyl.  A rigid 
proctosigmoidoscopy was performed to 15 cm.  Blood was present 

throughout the rectal vault.  A foley catheter was placed.  The urine 
was clear.  Abdominal exploration ensued. The intraabdominal vis-
cera were normal.  A loop sigmoid colostomy was fashioned and 
the midline incision closed.  The skin was stapled.  Three days lat-
er the patient had an episode of bright red blood per rectum.  A CT 
scan was done.  No blush was evident in the rectum.  A rectal wall 
hematoma was present (Figure 1). There was enhancement of the 
corpus spongiosum.  The left inferior pubic ramus fracture was ev-
ident.   Aside from these findings the exam was negative.   He con-
tinued to progress and was discharged to home tolerating a normal 
diet with good colostomy function. Four and a half months later, 
the patient had colostomy reversal. His post-operative course was 
benign.  Normal bowel activity returned and he was discharged to 
home in good condition. 

Figure 1
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2. Discussion
Penetrating pelvic trauma presents several challenges for trauma 
surgeons.  Because of anatomical considerations, vascular injury 
remains a major cause of mortality.  Damage control procedures 
along with massive transfusion may be required to control acute 
hemorrhage [1]. If on-going hemorrhage is not present an assess-
ment for the presence of urinary bladder, rectum, and bony injury 
must be made during the work-up [2].  CT scanning in a stable 
patient is the best diagnostic study overall [3]. If the urine is clear, 
a major bladder injury becomes less likely although not entirely 
ruled out.  A formal cystogram is an additional diagnostic tool but 
even this study may be misleading on occasion [4]. Rigid proc-
tosigmoidoscopy should be implemented to evaluate the rectum 
[5].  In the patient described the injury was extraperitoneal and 
a colostomy was indicated [6]. A simplified approach that avoids 
additional procedures like pre-sacral drainage and distal rectal 
washout has shown efficacy [7]. A multi-institutional retrospec-
tive analysis from 2004-2015 revealed a three-fold increase in ab-
dominal complications in patients treated with pre-sacral drainage 
and or distal rectal washout [8].   These procedures are no longer 
recommended.  A non-operative approach to extra-peritoneal pen-
etrating rectal injury in the civilian setting has also been suggested 
[9,10,11]. These low velocity wounds may be most amenable to 
this approach. If the rectal injury can be repaired either from be-
low or above avoiding colostomy is the preferred option.  A novel 
approach using a transanal platform to repair a severe rectal injury 
from below has been reported [12]. Without being able to close the 
hole, continued fecal spillage may be a potential source of sepsis.  
Even with this theoretical concern, CT guided drainage has proved 
to be an effective tool to achieve source control in patients with a 
pelvic abscess. A CT scan was done in the post-operative period 
because of rectal bleeding. This bleeding can be attributed to re-
sidual blood in the rectal vault but the bright red nature caused 
concern. There were no hemodynamic changes on exam.  No con-
trast extravasation from the rectum was seen on CT. Clinically the 
patient did well and was discharged to home in good condition.  
He was admitted almost 5 months later for a scheduled colostomy 
closure.  He tolerated this procedure well and has returned to full 
activity.

       References

1. Ramos JP, Zinco A, Luna JS, Ottolino P. Management of Transpel-
vic Gunshot Wounds in Civilian Trauma Panam J Trauma Crit Car 
Emergency Surgery. 2023; 12(1): 20-24.

2. Antoni A, Maqungo S. Current concepts review: Management of ci-
vilian transpelvic gunshot fractures Injury Open Access.

3. Schellenberg M, Inaba K, Priestley E, Durso J et.al The diagnostic 
yield of commonly used investigations in pelvic gunshot wounds. J 
Rauma Acue Care Surg. 2016; 81(4): 692-698.

4. Kalorin CM, Farzeen F, elise D, Carl R Cystogram may be unreliable 
in cases of gunshot wounds to the bladder: A case Canadian Journal 
of Urology. 2007; 14(3): 3592-3594.

5. Coccolin F, Stahel PF, Montori G. Pelvic trauma: WSES classifica-
tion and guidelines World J Emerg Surg. 2017; 12(5).

6. Bosarge PL, Como JJ, Fox N. Management of penetrating extraper-
itoneal rectal injuries:  An Eastern Association for the Surgery of 
Trauma practice management guideline. J Trauma Acute Care Surg. 
80(3): 546-551.

7. Pradeep H, Navasaria S, Nicol AJ.  Civilian Extraperitoneal Rectal 
Gunshot wounds:  Surgical Management Made Simpler World Jour-
nal of Surgery. 2007.  

8. Brown CVR, Teixeira PG, Furay E. Contemporary management of 
rectal injuries at Level 1 trauma centers:  The results of an American 
Association for the Surgery of Trauma multi-institutional study. J 
Trauma Acute Care Surge. 2018; 84: 225-233.

9. Clemens MS, Peace KM, Yi F. Rectal Trauma: Evidence-based Prac-
tices. Clin Colon Rectal Surg. 2018; 31: 17-23.

10. Gonzalez RP, Falimirski ME, Holevar MR. The Role of Presacral 
Drainage in the Management of Penetrating Rectal Injuries. The 
Journal of Trauma: Injury, Infection and Critical Care. 1998; 45(4): 
656-661.

11. Walker ML. Colorectal Trauma. September 04, 2017. Creative Com-
mons attribution.

12. Guraieb-Trueba M, Sanchez-Robles J, Perez-Morales OE. A novel 
approach for rectal trauma.  The use of a transanal platform to repair 
a combined high velocity rectal gunfire wound. Journal of Coloproc-
tology. 40(3): 2020: 265-268.

https://www.pajtcces.com/abstractArticleContentBrowse/PAJT/23/12/1/32172/abstractArticle/Article
https://www.pajtcces.com/abstractArticleContentBrowse/PAJT/23/12/1/32172/abstractArticle/Article
https://www.pajtcces.com/abstractArticleContentBrowse/PAJT/23/12/1/32172/abstractArticle/Article
https://www.injuryjournal.com/article/S0020-1383(23)00790-8/fulltext
https://www.injuryjournal.com/article/S0020-1383(23)00790-8/fulltext
https://pubmed.ncbi.nlm.nih.gov/27389127/
https://pubmed.ncbi.nlm.nih.gov/27389127/
https://pubmed.ncbi.nlm.nih.gov/27389127/
https://pubmed.ncbi.nlm.nih.gov/17594753/
https://pubmed.ncbi.nlm.nih.gov/17594753/
https://pubmed.ncbi.nlm.nih.gov/17594753/
https://wjes.biomedcentral.com/articles/10.1186/s13017-017-0117-6
https://wjes.biomedcentral.com/articles/10.1186/s13017-017-0117-6
https://pubmed.ncbi.nlm.nih.gov/26713970/
https://pubmed.ncbi.nlm.nih.gov/26713970/
https://pubmed.ncbi.nlm.nih.gov/26713970/
https://pubmed.ncbi.nlm.nih.gov/26713970/
https://pubmed.ncbi.nlm.nih.gov/17457641/
https://pubmed.ncbi.nlm.nih.gov/17457641/
https://pubmed.ncbi.nlm.nih.gov/17457641/
https://www.surg.me/sites/default/files/Brown AAST rectal trauma JOT 2018.pdf
https://www.surg.me/sites/default/files/Brown AAST rectal trauma JOT 2018.pdf
https://www.surg.me/sites/default/files/Brown AAST rectal trauma JOT 2018.pdf
https://www.surg.me/sites/default/files/Brown AAST rectal trauma JOT 2018.pdf
https://pubmed.ncbi.nlm.nih.gov/29379403/
https://pubmed.ncbi.nlm.nih.gov/29379403/
https://pubmed.ncbi.nlm.nih.gov/9783600/
https://pubmed.ncbi.nlm.nih.gov/9783600/
https://pubmed.ncbi.nlm.nih.gov/9783600/
https://pubmed.ncbi.nlm.nih.gov/9783600/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3180596/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3180596/
https://www.sciencedirect.com/science/article/pii/S2237936320300137
https://www.sciencedirect.com/science/article/pii/S2237936320300137
https://www.sciencedirect.com/science/article/pii/S2237936320300137
https://www.sciencedirect.com/science/article/pii/S2237936320300137

