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Prostate Artery Embolization: The Procedure and What the Proceduralist Should Know
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Introduction: Internal iliac Table 1. PA Origin and Arterial Anastomosis Type
- Patients >40 years of age with BPH who do not respond to medical treatment or cannot undergo surgery should be considered for S : = Finding Incidence

prostatic artery embolization (PAE). Indications and contraindications for PAE are shown in Table 1. Work up items are seen in upen;;)v:;ca gl Pﬁnigf]r:; pudendal artery 2;2 2;201))

.170 _ _ ' .

Table 1. | . | . L/ iufer_mr vesical arttlar:[/ R ;12 2?3;; F|gure 1:
- PAE has been shown to be safe and effective to treat both components of benign prostatic hyperplasial=: ——ee Superior O;tifr';t;i:x” gluteal-pudendal trun e Prostati

- Static component: PAE = ischemia = apoptosis/necrosis of prostate = prostatic volume reduction Obturator artery gluteal artery Prostatorectal trunk 18 (8.4) rc.)s. atic

- Dynamic component: PAE = ischemia = apoptosis/necrosis of prostate - | al-adrenergic receptors 2 |, neuromuscular tone 12.6% 1.4% '/;‘fes"rog'”;ejear;:ya . jﬁ;; Origin and

¢ ccessory puden rtery . .
o o o o o A Superior gluteal artery 3(1.4) Arte r|a|
Table 1: Indications, Contraindications, Work Up Common anterior Type of anastomosis e
ReC[al branches gluteal_pudendal Internal pudendal arteries 42 (43.3) AnaStomOSIS

HPI (prostate symptoms, sexual health, current prostate meds), I-PSS, UA, PSA, PVR, DRE, uroflowmetry, imaging
(TRUS, MRI, or CTA)

iy I-PSS >13, failed medical therapy for at 23 months, uroflow <10 mL/sec, PVR >100 mL, prostate size >50 g. median
lobe <3 cm

Contralateral PAs 17 (17.6)
(0) (0)
/ 8'4A) trunk 17'8A’ Ipsilateral PAs 13 (13.4)

Rectal arteries 14 (14.4)

ACCQSSOW Internal Vesical arteries 11(11.3)
Inferior lUteaI ane Lateral accessory pudendal arteries 30 (20)
DUdendaI anery pudendal anery g ry -_————

(0) (o) PA = prostatic artery.
1.9 A) 34, 1% 3'7 /0 Values in parentheses are percentages.

Active UTI or prostatitis, prostate or bladder cancer, chronic renal failure, bladder dysfunction, bladder stones,
Contraindications excessive vessel tortuosity or severe atherosclerosis, |-PSS <12, high PVR, asymptomatic patient, prostate <50g,
medial lobe >3 cm

UA = urinalysis, PSA = prostate specific antigen, PVR = post void residual, DRE = digital rectal exam, TRUS = transrectal ultrasound, MRI = magnetic resonance imaging, CTA = computed tomography angiography
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Li Event Piscoetal {5) etal(11) etal(8) Gaoetal(12) etal(13] etal(14) etal(17) etal(15) Letal(16) Totals
Bagla 1 No. of patients 250 12 78 B8 108 12 U 22
. ° ° ° 4 F : 2 . E: gf: % Class F complications i 0 0 1 0 i 1 ] 0
Table 2: Anatomical Variations of the Prostate Artery Igure Z: o D Average Effect st ; y S

Classification Incidence of Variant

Type | 28.7%
Type | 14.7%

. Class E complications
Descnp‘“on M eta-Ana |ySIS ' Permanent adverse saquelas I 0 | 0 0 | | ] 0

IVA originates from anterior division of IIA with a common trunk with SVA of kb, >
IVA originates from anterior division of IIA and inferior to SVA Improvements F AT -
IVA originates from obturator artery of I-PSS (A)6 | |
anTable o T S
Adverse ,g

Major therapy, = 48 h hospital stay
Class C complications

Severe urinary tract infection

Bladder ischemia requiring intervention
Class B complications

Bladder ischamia

Type Il 18.9%
Type IV 31.1%
Type V 5.6%

hange in IPSS (Points)
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IVA = inferior vesical artery, SVA = superior vesical artery, IIA = internal iliac artery Eve ntS ( B ) 6 lemzl::;r:r:'j:'dnruna g : : g : ; , 60 19,08
Tramsient hematuria i i ] 0 1 ] : 29 (4.38)
Transient hematosparmia 0 0 i ] 3 { 2 2 24 (383
Pre-, Peri-, and Post-procedural Care _ | e . 3 0 o+ a aem
- Pre-procedure: two Dulcolax for two nights prior to procedure to prevent constipation, insert Foley catheter s : ‘ T - LTk
- Periprocedure: one-time dose of intravenous ciprofloxacin/levofloxacin, nitroglycerin immediately after catheterization of prostatic
artery and before injecting embolic, conscious sedation (versed and fentanyl), and anticoagulation (intravenous heparin) Figure 3: International Prostate Symptom Score (|-PSS)7
- Post-procedure In the past month Not at all Less than 1 in 5 times Less than half the time About half the time More than half the time Almost always Patient Score
- Remove foley Incomplete Emptying 0 1 p 3 4 5
- Medications: ibuprofen 800mg TID x 7 days, ciprofloxacin 500mg BID x 7 days, Pyridium 100-200mg TID, Vesicare 5mg daily, Frequency 0 1 2 3 4 5
Dulcolax ZOmg OD Intermittency 0 1 2 3 4 5
- Intravenous fluids, restrict physicial activity x 2-3 days, and follow-up (4-6 weeks s/p PAE) Urgency 0 1 2 3 4 5
Weak Stream 0 1 2 3 4 5
Tech niq ue Straining 0 1 2 3 4 5
1) Radial access with tumescent anesthesia (100mcg nitroglycerine, 9mL 1% lidocaine) Nocturia None 1Time 2 Times 3 Times 4 Times 5 Times
- Recommend anti-spasmodic radial cocktail (e.g. 200mcg nitroglycerine, 2000 IU heparin, 2.5mg verapamil) Total I-PSS Score
2) Hypogastric angiogram: identify prostatic artery and origin, Scoring | 1-7- Mild 3-19: Moderate 20-35 Severe
3) Catheterization of prostatic artery: materials include <2.4F shapable tip wire 0.014 inch
4) Selective injection of prostatic artery References
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