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An 88-year-old catheter-dependent patient with peripheral vascular disease and 
benign prostatic hyperplasia was referred for prostatic artery embolization (PAE). 
Selective angiography of the left internal iliac artery (IIA) revealed a 2.5-cm aneu-
rysm and a single artery comprising the anterior division of the IIA (inferior gluteal 
artery). No prostatic artery (PA) was identified on the left. Additional angiography of 
the left external iliac artery (EIA), right IIA, and right EIA did not demonstrate pros-
tatic perfusion. The right profunda femoris artery was then selected given previously 
reported atherosclerotic collaterals, which revealed an ascending branch of the medial 
circumflex femoral artery coursing through the upper thigh into the pelvis and recon-
stituting the right anterior division of the IIA. A 2.4-French microcatheter (Terumo) 
and 0.018-inch wire (Transcend, Boston Scientific) were used to enter the pelvic vas-
culature, right PA was identified, and a 2-mm coil was used to perform embolization of 
a potential nontarget anterior division branch. Embolization of the right PA was then 
performed with 250-µm particulate and Gelfoam slurry. Two-week follow-up revealed 
spontaneous voiding and catheter independence.
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Introduction
Prostatic artery embolization (PAE) is a challenging procedure 
due to the complexity of anatomical variations of the pros-
tatic artery. The prostatic artery can arise from any branch 
of the internal iliac artery (IIA), but most commonly it arises 
from a branch of the anterior division. On rare occasions, it 
can even originate from the external iliac artery.1 In addi-
tion, when the prostatic arteries are occluded, either from 
atherosclerotic disease or prior embolization, new collateral 
pathways can form, adding more variability to the prostatic 
arterial supply.2 What follows is a case describing a unique 
prostatic artery collateral in a patient with atherosclerotic 
plaque occluding the native prostatic artery. Retrospective 

case reports are exempt from review by the Institutional 
Review Board at our institution.

Case Presentation
An 88-year-old catheter-dependent patient with a history of 
coronary artery disease and benign prostatic hyperplasia was 
referred for PAE. He had a history of coronary artery disease 
treated with quadruple bypass as well as peripheral arterial 
disease of the lower extremities previously treated with stent 
placement.

Preprocedural magnetic resonance imaging (MRI) 
revealed a prostate volume of 220 cm3. International 
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Prostate Symptom Score was not measured since the 
patient was catheter-dependent. Selective angiography of 
the left IIA through right femoral artery access revealed a 
2.5-cm aneurysm and a single artery comprising the ante-
rior division of the IIA (inferior gluteal artery). No pros-
tatic artery was identified (►Fig.  1B). Angiography of the 
left external iliac artery also did not demonstrate perfu-
sion of the prostate. The right IIA was then selected, and 
angiography demonstrated anterior division occlusion 
(►Fig.  1A). Additional angiography of the right external 
iliac artery was also noncontributory. The right profunda 
femoris artery (PFA) was then selectively catheterized 
using a reverse curve SOS2 catheter (AngioDynamics) and 
a 2.4-French microcatheter (Terumo Medical Corp.), which 
revealed a small ascending branch of the medial circumflex 
femoral artery coursing through the upper thigh into the 
pelvis and reconstituting the right anterior division of the 
IIA (►Fig. 2).

A 2.4-French microcatheter (Terumo) and 0.018-inch wire 
(Transcend, Boston Scientific) were used to advance through 
the torturous collateral branch to enter the pelvic vascu-
lature. The right prostatic artery was then identified, and 
a 2-mm coil was used to perform embolization of a potential 
nontarget anterior division branch. Following administration 
of 200 mcg of Nitroglycerin (American Regent), embolization 
of the PA was performed with 250-µm Embozene particu-
lates and Gelfoam slurry (►Fig.  3). Embolization was then 
performed from this artery. Two weeks later, the patient was 
able to void spontaneously and no longer required a bladder 
catheter.

Discussion
The case in this study describes embolization of the prostate 
from an artery with a unique origin arising from the PFA. This 
scenario underscores the potential for prostatic blood supply 
to collateralize through various pathways in the setting of 
atherosclerotic occlusion of the native prostatic artery. This 
phenomenon adds to the technical difficulty and anatomical 
variability of an already challenging procedure.

Although not acquired prior to this PAE, preprocedural 
computed tomography angiography (CTA) or magnetic res-
onance angiography (MRA) can be helpful to determine 
the origin of the prostatic arterial supply prior to starting 
the procedure. Intraprocedural cone beam CTA can also be 
useful when the prostatic artery is not identified on angi-
ography. Cone beam CTA was not used in the present case 
given the operator’s extensive experience with performing 
PAE. Cone beam CTA can be performed from the aorta or 
IIA reliably allowing for identification of the prostatic artery 
origins.

We suspected a lower extremity collateral given the 
patient’s history of long-standing occlusive arterial disease. 
Our suspicion was driven by previous experience in the treat-
ment of complex pelvic aneurysm endoleaks, where supply 
to the hypogastric branches could be catheterized from PFA 
branches. It has also been previously reported in the surgical 
literature that prominent iliofemoral collaterals develop in 
the setting of chronic iliofemoral occlusive disease.3 This case 
describes a rare origin of the PA and highlights the impor-
tance of considering patient history when unexpected clin-
ical findings arise.

Fig. 1  (A) Right anterior oblique digital subtraction angiography 
(DSA) of the right IIA demonstrating occlusion of the anterior divi-
sion and no apparent prostatic artery. (B) Left anterior oblique DSA 
of the left IIA demonstrating a 2.5-cm aneurysm (arrow) and no 
apparent prostatic artery.

Fig. 2  (A) Right anterior oblique digital subtraction angiography 
(DSA) of right external iliac artery demonstrating a medial circum-
flex femoral artery (MCFA) (arrows) arising from the profunda fem-
oris artery and coursing toward the medial pelvis. (B) Right anterior 
oblique DSA after selective catheterization of the MCFA. The obtura-
tor artery (white arrows) is reconstituted by the MCFA (arrowhead) 
and demonstrates a right prostatic artery (black arrows).

Fig. 3  (A) Right anterior oblique DSA after selective catheterization 
of the right prostatic artery through the profunda femoris artery 
pathway. (B) The dashed line separates the left and right hemipros-
tate. Multiple branches of the right hemiprostate are seen with 
branches (white arrows) perfusing the left hemiprostate.
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