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Abstract

Mustafa Ozsoy, Zehra Ozsoy1, Suleyman Sahin, Yüksel Arikan2

The presacral venous system is located under the pelvic fascia covering the
anterior of the sacrum and consists of two lateral sacral veins, middle sacral vein,
and the veins that communicate them. The presacral venous system can be easily
damaged and causes serious bleeding which is difficult to control and may cause
intraoperative mortality. Its incidence varies between 3% and 9.4%. Although
several methods have been tried to control presacral bleeding, the definitive
method of treatment has not yet been identified. We present here our alternative
technique in control of massive presacral massive bleeding developed from the
presacral plexus secondary to the traction of the specimen during the dissection.
The bleeding could not be controlled despite the use of all technical possibilities
such as packing, ligation, and hemostatic agents. Bleeding control was provided
by GORE‑TEX® graft. We conclude that fıxatıon of GORE‑TEX® aortic patch
should be kept in mind for uncontrolled massive presacral bleeding.
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Introduction

T

he presacral venous system consists of two lateral
sacral veins, middle sacral vein, and the veins that
communicate them, under the pelvic fascia covering the
anterior of the sacrum. These veins which do not have
valves are connected with the internal vertebral venous
system through basivertebral veins.[1] The presacral
venous system can be easily damaged and causes serious
bleeding which is difficult to control, and its incidence
varies between 3% and 9.4%. [1] Herein, we described
the new technique in the control of presacral plexus
bleeding during rectal surgery.

Case Report
A 59‑year‑old male patient was admitted with the
complaint of rectal bleeding. Colonoscopy revealed an
ulcerovegetative mass that partially allows the passage
of the colonoscope, beginning from the 3rd cm of the
rectum. The biopsy was reported as an adenocarcinoma,
and magnetic resonance imaging revealed invasion of the
levator ani muscle and lymph node positivity. The patient
underwent neoadjuvant chemoradiotherapy, and a decision
for surgery was made based on the evidence of no distant
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organ metastasis and regression of the tumor mass. On
encountering dissection difficulties in surgery which was
started laparoscopically, it was converted to conventional
surgery. Massive bleeding developed from the presacral
plexus secondary to the traction of the specimen during the
dissection. The abdominoperineal resection was rapidly
completed after the bleeding was controlled with surgical
buffer. Then, hemostatic agents such as Spongostan™
and bone wax were used with primary suturing to control
bleeding. However, pelvic packing was performed due to
oozing bleeding which filled the pelvis, and the operation
was terminated. Intraoperatively, 4000 cc of bleeding
was detected. Hemodynamic parameters and laboratory
results were improved after resuscitation, and the patient
was operated for depacking at 24 h postoperatively.
After the abdominal compresses were removed, bleeding
restarted. The management approaches to control bleeding
with sutures and other hemostatic agents failed. Then, a
GORE‑TEX® graft (W. L. Gore and Associates, Flagstaff,
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Figure 1: An aortic GORE‑TEX® graft being converted into the presacral fascia patch and laparoscopic fixation device (a‑f)

encountered more frequently in large fixed tumors, in
neoadjuvant chemoradiotherapy areas, and in recurrent
rectal cancers. The factors related to surgeon can be
considered an erroneous dissection plan and excessive
traction. Clinical presentation of presacral bleeding is
often the case emerges suddenly during rectal mobilization
which may lead patient up to be in a hemorrhagic shock
condition. The amount of intraoperative bleeding published
in the literature ranges from 300 cc to 7800 cc.[3]

Figure 2: The appearance of new presacral fascia after the fixation of
the GORE‑TEX® patch

Ariz, USA) was provided. The graft was divided into two
halves and made into a flat patch of 8 cm × 5 cm [Figure
1]. The mesh which was prepared with the fixation device
(Autosuture ProTack, Norwalk, CT, USA), used for mesh
fixation in laparoscopic hernia surgery, was tensely fixed
to the sacrum [Figure 2]. As a result, bleeding control was
achieved by obtaining a fascia‑like layer, replacing the
pelvic fascia and producing a tense pressure. The patient
was discharged with healing in the postoperative 5th day.

Discussion
Massive presacral bleedings are divided into two
depending on the origin of the bleeding. The first one
is the bleeding from the presacral plexus. The other is
bleeding originating from the basivertebral veins in the
sacral neural foramen.[2] Massive presacral bleedings are

Several methods have been described to control
presacral bleeding. The ligation of internal iliac artery
is ineffective as well as leads necrosis of the bladder
and gluteal region. The ligation of internal iliac veins
may further exacerbate the bleeding by blocking venous
return.[4] Pelvic packing is the most commonly used
technique. It is effective and lifesaving in the control of
presacral bleeding. However, the packing has risks of
pelvic sepsis secondary to the placement of foreign body
into the abdomen, re‑exposure to surgical stress, and
bleeding.[5] Bleeding from the presacral venous plexus
can be stopped by suture ligation. The control with suture
can only be performed in conditions where the presacral
fascia is intact. However, inadequate field of view due to
obesity, narrow pelvis, and intra‑abdominal adhesions in
patients undergoing surgery may result in failure of suture
ligation. The placement of sutures according to typical
venous confirmation may also fail due to variations in
veins and communicating veins.[6] The second type of
bleeding originating from the basivertebral veins in the
neural foramen is the type in which the bleeding control
is most difficult. Metallic thumbtacks were first applied
in basivertebral bleeding by Wang et al. in 1985, and the
reliability has been proven in many studies. However,
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