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Introduction: Urethral trauma is rare in girls and its management is difficult and not classified. We
report the case of a transection of the urethra.

Case: The authors report a case of a complete transection of the urethra in an 8-year-old girl following
a road traffic accident, in which a complex pelvic fracture, a large thigh wound, vaginal and rectal lesion
were noted. A suprapubic catheter was put in place because a urinary retention. The patient later
presented with multiple urinary tract infections that were treated with antibiotics. The urethral injury
was repaired 22 months after the accident. An anastomotic urethroplasty was performed. The outcome
was satisfactory with a good urine stream and urinary continence.
Conclusion: Clinical assessment for a urethral lesion must be systematic for girls following pelvic trauma
or vaginal injury. Cystoscopy can help diagnose urethral lesion. The best treatment is the anastomotic
urethroplasty
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Urethral trauma is rare in girls [1]. They often occur because of high energy trauma and
frequently associated with pelvic trauma [2,3]. The urethral lesions may vary from contusion
to a complete section of the urethra [4]. The treatment options are not well classified for
girls [5]. The classic management for boys that entails leaving a suprapubic catheter in place
followed by delay urethral repair, is not ideal for girls because it compromises the outcome
of the urethral reconstruction later on [1]. Some authors suggest a management immediately
after the urethral trauma in girls [1,3]. We report a case of an 8-year-old patient, who presented
at our department for a previously poorly managed urethral stenosis from a urethral injury
that occurred 2 years earlier during a road traffic accident.

Observation

An 8-year-old girl presented with a history of an auto-pedestrian road traffic accident
in June 2018 during which she was ran over by a truck. She presented a peri-rectal and
retroperitoneal hematoma, a left perineal hematoma, a complex pelvic fracture, anal and
vaginal wound, and a large wound on the external part of the thigh. She was hospitalized in an
urban hospital, and during that hospitalization she presented with an acute urinary retention
managed by a cystostomy 7 days after the accident. The pelvic fractures were managed by
functional treatment. The wound was treated with skin grafts. She presented recurrent
urinary tract infections managed by antibiotics according to antiprograms. She was referred
to our department 22 months after the accident.

Physical examination showed a patient in good health condition, a tenderness along
the left lumbar fossa and a suprapubic catheter in place draining clear urine. Voiding
cystourethrogram showed a complete retro meatus urethral stricture associated with bladder
diverticula (Figure 1). The ultrasound showed a stage II left hydroureteronephrosis with thick
left bladder wall. A cystoscopy under general anesthesia was performed and showed a normal
meatus and distal urethra and an obliterated urethra 1cm from the meatus. A cystoscopy
through the suprapubic cystostomy orifice was then performed and showed bladder
trabeculations, dilation of the left ureteral meatus and normal bladder neck. The proximal
urethra was dilated for 0,5cm proximal the stenosis. Urethroplasty was then decided to repair
the stenosis.
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Figure 1: Cystography images showing stenosis of the urethra.
She was operated under general anesthesia; a midline incision
was performed. The bladder was mobilized to expose the complete
transection of the urethra and a dilation of the proximal part
(Figure 2). A metallic guide wire was introduced through the
meatus to identify the distal end of the urethra that was attached
to the pubic bone. We mobilized and opened the 2 obliterated ends
of the urethra and performed an anastomotic urethroplasty around

a 10Fr Foley catheter. The post-operative period was complicated
by a urinary tract infection due to Klebsiella Pneumoniae that was
treated. The Foley catheter was removed 21 days after surgery.
The outcome was satisfactory with good urine stream and urinary
continence. Three months later the patient maintained a normal
micturition with a good urinary continence.

Figure 2: Intraoperative image of the urethra section.
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Discussion

Conclusion

Urethral traumas only occur in 3.4% of children who undergo
trauma of the urinary tract [6]. They are more frequent in boys
(7.4 to 13.5%) than girls (4 to 6%) [7]. That can be explained by
the shortness of the female urethra, its mobility and the fact that
it is protected by the pubic bone [1,6]. Urethral injury is more
likely when there is a vaginal wound, diastasis of the symphysis
pubis, multiple pubic fractures, or sacral injuries [5]. These
injuries were present in our patient. However, the diagnosis of
the urethral trauma is delayed in 40% of the cases [5] which was
the case for the patient. This diagnostic delay can be responsible
for severe perineal infection and a delay of treatment for the
patient [5]. Thus, for every patient who has these lesions, it must
be mandatory to search for urethral trauma. This search must be
done through a voiding cystography alongside a cystoscopy which
is the gold standard exam to localize and classify urethral lesions
in girls [8]. The best management of the urethral trauma in girls
is the immediate repair as soon as the patient is hemodynamically
stable, right after the orthopedic repair, during the same general
anesthesia [1,5,7]. The repair during the acute phase can decrease
the risk of fibrosis. Moreover, there is a risk of a vaginal stenosis,
urethrovaginal fistula and sphincter insufficiency in case of delayed
repair [5,7]. Depending on the location of the urethral lesion and
whether the vagina is wounded or not, the surgical approach can
be retro-pubic, trans-pubic, trans-vesical, or trans-vaginal [7,8]. We
opted for the retro-public approach due to the proximal location
of the stenosis. The primary repair can be done by endoscopic
realignment or anastomotic urethroplasty which has a better longterm outcome [5]. In the case of a delayed repair of the urethra, the
technique depends on the location and type of the lesion [7,9]. In
the case of a major wound, the repair can be done with a vesical,
vaginal or oral mucosal graft. If the lesion is distal and the proximal
urethra is intact, the best treatment is the creation of a new meatus
[10]. In absence of a major wound, an anastomotic urethroplasty
without tension of the urethra is the best choice, which was the
case for our patient [7,9]. The complications of the reconstructions
are predominately stenosis, vesico-vaginal fistula and urinary
incontinence [9].

The search of urethral lesion in all girls who have a pubic or
sacrum fracture, or vaginal laceration must be systematic. The
diagnosis is confirmed by voiding cystography and cystoscopy. The
management is urgent and must be done by specialized surgeon’s
right after stabilizing the patient hemodynamically. Primary
anastomotic urethroplasty is the best therapeutic choice.
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