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INTRODUCTION 

Pelvic fracture urethral distraction defect injuries 
(PFUDDIs) are complex pathologic injuries. It 
involves displacement and malalignment of the 
severed urethral ends with an intervening and 
surrounding brosis, detached bony fragments 
and callus formation(1-4).  

Successful repair of PFUDDI depends on 
multiple factors including: identifying the 
anatomy of the distraction defect, its length, its 
direction and the degree of alignment of the 
prostato-membranous complex with the proximal 
bulbar urethra, the presence of stulae or false 
passages and identication of bone anatomy 
particularly ectopic bone or callus from healed 
fractures.1  

The classic evaluation of PFUDDI is through 
retrograde urethrogram (RUG) and micturating 
cystourethrogram (MCU).(5-7)  

However, this modality cannot provide an 
accurate determination of the defect length 
because of poor prostatic urethral filling. Also, it 
provides little information about the extent of 
corpus spongiosum fibrosis or prostatic 
displacement.(8-11)  

Three dimensional computed tomographic 
urethrocystography (3D CTCUG) image allows 
the surgeon to view the injury through several 
planes and identify precisely its anatomy.12 In-
addition, it helps in detection of the prostatic 
displacement antero-posterior or lateral which 
has a strong impact on the outcome. Therefore, 
the condition can be classied primarily as a 
simple or complex surgical problem, the 
procedure is easily planned and the patient is 
adequately counseled.(1-13)  

In the current study, we evaluate the benefits 
of 3D CTCUG in the diagnosis of failed 
anastomotic urethroplasty for PFUDDI by 
comparing the data obtained by it and RUG & 
MCU with the intra-operative findings. 

MATERIALS AND METHODS 
 

Between April 2016 and February 2019, out 
of 161 patients who underwent previous 
urethroplasty for PFUDDI, 41 (25.4%) patients 
with failed urethroplasty were included in this 

prospective cohort study. The definition of failure 
in our study was the inability to void or voiding 
with marked difficulty for which supra pubic tube 
was required. Patients with PFUDDI with no 
prior urethroplasty, post-prostatectomy posterior 
urethral stricture were excluded.  

Detailed history including the presenting 
symptoms, time of repair, time between surgery 
and reappearance of symptoms, type of pelvic 
fracture, history of suprapubic tube fixation and 
spinal cord injury were reported. Physical 
examination was performed in the lithotomy 
position to assess hip flexion and the ability of 
the patients to tolerate this position. Some 
patients may have unresolved back or other 
orthopedic problems which may be exacerbated 
by prolonged lithotomy positioning. Presence of 
suprapubic tube or fistula was reported.  

Laboratory tests including urine analysis and 
culture, blood grouping, renal and liver function 
test, complete blood picture and coagulation 
profile, random blood glucose and serology were 
performed.   

All patients initially underwent RUG & MCU 
followed by 3D CTCUG. In both studies, we 
started by lling the bladder through a 
suprapubic catheter with diluted contrast 
medium (normal saline 2:1). Filing was 
continued till the patient perceives the sensation 
of full bladder. Contrast medium is then injected 
retrograde through a catheter fixed at the fossa 
navicularis. Scanning extends from the iliac 
crest above to the end of the urethra below. This 
was followed by another scan with the same 
parameters while the patient is attempting to 
void in 3D CTCUG. The transverse thin sections 
were transferred to a workstation with 
manufacturer-provided software that allows 
generation of 2D maximum intensity projection, 
2D multiplanar reconstruction, and 3D shaded-
surface display. One experienced radiologist 
prospectively and independently interpreted the 
CT urethrography. The urethra was evaluated 
with 2D transverse images and a soft-tissue 
window setting. Measuring of PFUDDI length 
with ascending urethrography was done using 
the Magic View Picture.  














