
Introduction

Tumoral tissue in advanced stage cervical cancer may
cause severe vaginal bleeding that requires transfusion. The
severity of hemorrhage may cause hypovolemic shock in
patients. Internal iliac arterial embolization (IIAE), which
is performed by interventional radiologists, may be life-
saving for patients when bleeding cannot be stopped by lo-
cally applied Monsel’s solution (ferric subsulfate), vaginal
packing or an adrenalin tampon on the cervix [1]. In the
present manuscript, the authors report lumbosacral plex-
opathy and buttock necrosis that developed after IIAE,
which was performed to stop life-threatening bleeding due
to a cervical carcinoma.

Case Report
A gravida 3, parity 3 woman aged 46 years presented to this

hospital with vaginal bleeding. The patient was diagnosed as hav-
ing squamous cervical cancer ten months ago, and was given
teletherapy  (external beam radiation, 23 fractions 46 Gy) fol-
lowed by brachytherapy (three fractions 21 Gy) and chemoradia-
tion (cisplatin five cycles) because the disease was at advanced
stage (FIGO 3b). Radiotherapy was completed four months before
admission to the hospital. No other characteristics were detected
in the history of patient. Her heart rate was 104 bpm, blood pres-
sure 80/50 mm Hg, and respiration rate was 28/minute. A two-
unit erythrocyte transfusion was initiated after the detection of
hemoglobin: 7.3 g/dL. Bleeding was attempted to be stopped
using adrenalin tampon when the patient’s bleeding continually
increased during follow-up in the intensive care unit. However,
the bleeding did not stop. The general condition of the patient was

unsuitable for urgent dosing of radiotherapy. Therefore, perform-
ing IIAE under general anesthesia was planned. 

Distal abdominal aortography and pelvic arteriograms were
taken after inserting an angiography catheter into the right main
femoral artery. The left internal iliac artery was selectively
catheterized, and contrast extravasation and pseudoaneurysm
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Summary
Objective: In advanced cases of cervical carcinoma, the tumor may cause massive bleeding requiring blood transfusion. When con-

servative management is ineffective, internal iliac arterial embolization (IIAE) may be life-saving. Case Report: The case of lumbosacral
neuropathy and buttock necrosis that developed after IIAE. The posterior branch of the internal iliac artery gives the superior gluteal
artery, ilio-lumbar artery, and lateral sacral artery. It was anticipated that the gluteal necrosis and neuropathy in this case developed due
to ischemic damage with the occlusion of the posterior branch of the internal iliac artery by the embolizing agent. The use of selective
embolization where nutrition of the posterior branch of internal iliac artery is preserved, will prevent similar complications.
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Figure 1. — Contrast extravasation and pseudoaneurysm compat-
ible with hemorrhage in the uterine artery branch using selective
catheterization of the left internal iliac artery (black arrow).
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compatible with hemorrhage in the uterine artery branch were ob-
served (Figure 1). Polyvinyl alcohol (PVA) particles in the ranges
of 500-1200 microns were injected. No embolizing agent was
given in high-flow to avoid reflux. Gelfoam particles mixed at
50% with contrast agent and physiologic serum solution were in-
jected because the required response to embolization could not be
obtained during the procedure. No pathologic hemorrhage and
pseudoaneurysm was detected in angiographies taken after em-
bolization; however, a partial filling defect was observed in the
posterior branches of internal iliac artery (Figure 2). Bleeding
completely stopped 24 hours after the procedure. The patient was
followed up in the intensive care unit for two days, and eight units
of erythrocytes and six units of fresh frozen plasma were admin-
istered to the patient. Skin necrosis on the left buttock, and sen-
sation and movement loss in the left foot developed in the first
day after the procedure (Figure 3). Magnetic resonance imaging
revealed no necrosis in the gluteal muscles, and it was anticipated
that necrosis involved the skin and subcutaneous tissue, a 5-cm
mass that had invaded the left pelvic wall, and grade 2 hy-
dronephrosis in the left kidney. Plastic surgeons did not recom-
mend debridement, and conservative wound care was performed
using mupirocin pomade. Sensational damage involving the entire
sacral spinal cord was detected in electroencephalomyelography,
and no electrical conduction was detected in any of the left lower
extremity nerve. At the end of five months, the necrotic area in
the buttock recovered; however, the neurologic deficit remains
permanent. 

Discussion

Genital hemorrhage that develops in advanced stage cer-
vical carcinoma is a significant cause of morbidity and mor-
tality. Local techniques such as Monsel’s solution and
adrenalin tampon are frequently used to stop bleeding. La-
parotomic or laparoscopic ligation of internal iliac arteries
in life-threatening hemorrhage are surgical approaches that
may be preferred [2]. However, deteriorated anatomy due
to tumor invasion or radiotherapy in these patients may not

allow this procedure. IIAE has been used in obstetric and
gynecologic emergencies as an alternative to the surgical
approach in hemodynamically unstable cases [3].

Pisco et al. tested endovascular embolization in 108 pa-
tients with pelvic, bladder, and prostate neoplasms, and ac-
complished complete bleeding control in 69% of patients,
and partial control was provided in 21% [4]. Mihmanli et
al. provided complication-free bleeding control in six pa-
tients with gynecologic malignancies [5]. Serdar et al.
achieved 100% control in eight patients; however, vesico-
vaginal fistula developed in two patients; it could not be
clarified as to whether they were due to embolization or
cancer invasion [6]. Tinelli et al. obtained complication-
free complete bleeding control in ten patients with genital
cancer who had severe hemorrhage [7]. 

Lower extremity paresis [8] and paralysis [9] may be ob-
served after IIAE. Teare et al. reported sciatic nerve dam-
age following insertion of a balloon catheter to the internal
iliac artery in a patient with placenta percreta [10]. Buttock
necrosis is a rare complication reported after IIAE [11, 12].

Association of buttock necrosis and paraplegia after IIAE
was reported after pelvic traumas [13]. Similarly, in 2012
Al-Thunyan et al. reported buttock necrosis and paraplegia
in an obstetric patient [14].

The posterior branch of the internal iliac artery supplies
the superior gluteal, ilio-lumbar, and lateral sacral arteries.
It was anticipated that the gluteal necrosis and neuropathy,
in this case, developed due to ischemic damage with the
occlusion of the posterior branch of the internal iliac artery
by the embolizing agent. In addition, previous radiotherapy
and recurrent pelvic mass of the patient might have had a
role as a contributing factor. Selective embolization is rec-
ommended to avoid similar damage, and for the identifica-
tion of bleeding vessels and protection of the posterior
branches of the internal iliac artery [15]. 

In conclusion, IIAE is a treatment option that can be used
in life-threatening hemorrhage in patients with advanced-

Figure 2. — No pathologic bleeding and pseudoaneurysm were
detected in the angiography taken after embolization (black
arrow); however, a partial filling defect was observed in the pos-
terior branches of the internal iliac artery (white arrow).

Figure 3. — Left buttock necrosis.
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stage cervical cancer. The use of selective embolization
where nutrition of the posterior branch of internal iliac
artery is preserved, will prevent similar complications.
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