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En-bloc iliac resection as a component of pelvic exenteration for locally recurrent rectal
cancer (LRRC) can be associated with major morbidity including major haemorrhage. While
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thankfully rare, major haemorrhage in this setting carries a risk of death and requires

prompt and sometimes novel techniques for timely management.

An 81-year-old male presented with recurrence of a node positive rectal cancer treated 17
years prior with ultralow anterior resection and adjuvant chemoradiation. The recurrence
was diagnosed on positron emission tomography (PET) scan to investigate new right sided
ureteric obstruction. The patient underwent a normal pre-operative colonoscopy and the
eventual histopathology confirmed the recurrent nature of the rectal adenocarcinoma.
Preoperative PET and magnetic resonance imaging (MRI) indicated a metabolically active
soft tissue mass in the right pelvic sidewall which involved the right distal ureter as well as

the right internal iliac vessels.

After multidisciplinary discussion, the patient underwent long course chemoradiotherapy of
39.6 Grey in 22 fractions with concurrent oral capecitabine. Reirradiation of this nature for
LRRC has been associated with excellent symptom response rates and increased median
survival when combined with radical surgery’?3. Restaging PET and MRI scans

demonstrated partial metabolic response in the right pelvic mass.

Preoperative functional evaluation confirmed an eastern cooperative oncology group (e-

COG) status of 0 and an Australian modified Karnofsky performance scale (AKPS) score of

90. After completing a five-week exercise and conditioning program, the patient underwent
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a laparotomy with re-do ultralow anterior resection and en-bloc resection of the right
ureter, right internal iliac artery and vein, S2/3 nerve roots and piriformis muscle with
intraoperative radiotherapy and side to end coloanal anastomosis. The right ureter was
reimplanted with a Boari flap and a diverting loop ileostomy was created. Intraoperatively,
right uretereolysis and division was performed at the level of the pelvic brim and the plane
of dissection continued into the pelvis lateral to the right internal iliac vessels. The vessels
were divided and their pedicles secured with hem-o-lok clips in addition to being suture
ligated with 2-0 prolene (Figure 1). Despite the previous radiotherapy and the previous

pelvic surgery, the operation was uncomplicated and excellent haemostasis was achieved.

The patient’s post-operative course was complicated by a urine leak from the Boari flap re-
implantation which was diagnosed thirteen days post-operatively on intravenous pyelogram
(Figure 2). This required insertion of a right sided nephrostomy tube. The patient made a

good recovery and was subsequently discharged to a rehabilitation facility after 27 days.

While in rehabilitation, on the 415 post-operative day, the patient was diagnosed with a
right sided, above-knee deep vein thrombosis and was commenced on therapeutic
enoxaparin. The patient developed new-onset pain with coldness of the right leg on the 50t

post-operative day, which was not reported to the treating team.
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On the 52" post-operative day, the patient developed high volume per rectal bleeding and
was transferred to an acute emergency department in haemorrhagic shock. A CT aortogram
showed active haemorrhage from a pseudoaneursym originating from the right internal iliac
artery pedicle which was closely associated with a pelvic collection. In addition to a massive
transfusion, the patient required emergency coil angioembolisation of the right internal iliac
pedicle, intensive care admission and subsequent occlusion of the right internal iliac artery
stump with a covering stent three days later (Figure 3). The patient had a second episode of
low volume PR bleeding on the 67t post-operative day and returned to theatre for
angioembolisation of a bleeding inferior gluteal vessel. His recovery was otherwise

uncomplicated.

The most important prognostic factor for LRRC is achieving clear margins of surgical
resection (RO). It is recognised that RO resection rates are lower in LRRCs that involve the
lateral pelvic compartment*°, however these rates have improved from 19-21.5% to as high
as 66.5% in high-volume centres over the last 20 years®’. This is partly due to en-bloc
resection techniques of the iliac vessels, ureter, pelvic side wall musculature and sacral
nerve roots where required. A large case series from a high volume institution reported
their rates of post-operative morbidity following exenteration with lateral compartment
pelvic dissection which included pelvic collection at 13%, urological leaks following diversion
at 14% and major haemorrhage at 3%°. These figures are improved from a previous case

series by the same authors that quoted major haemorrhage rates at 8%2. In the case
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described above, the presence of a large pelvic collection originating from a urinary leak was

identified as a potential contributor to the delayed haemorrhage.

Awareness of the potential risk of secondary haemorrhage following pelvic sidewall vessel
resection is important. Development of advanced interventional radiology techniques,
combined with heightened awareness of the potential complications and symptoms, are

important tools required to manage this life-threatening complication.
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Figure Legends

Figure 1. Intraoperative photograph of dissected right pelvic sidewall showing divided

internal iliac artery and vein pedicles (white arrow).

Figure 2. Computed tomography intravenous pyelogram showing right sided urinoma (red

arrow) abutting right common iliac vessels.
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Figure 3. (a) Angiogram of right iliac vessels showing internal iliac artery pedicle with
pseudoaneurysm (blue arrow) and active haemorrhage (red arrow). (b) Post-intervention
angiogram of right iliac vessels showing coil angioembolisation of right internal iliac artery

and covering stent. CIA: Common iliac artery, EIA: External iliac artery.
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