
INTRODUCTION 

Penetrating gluteal stab injuries represent a major emergency 
that is infrequently encountered yet can present serious diagnos-
tic and therapeutic challenges in emergency departments and 
trauma centers [1,2]. These injuries may be associated with 
life-threatening conditions, including visceral, vascular, neuro-
logical, inferior and/or superior gluteal artery, iliac artery, sciatic 
nerve, urethral, rectal, and spinal cord injuries. In cases with de-
layed treatment, pseudo-aneurysms may develop. A mortality 
risk of up to 25% is observed for serious injuries [3]. When devis-
ing a treatment strategy, it is essential to tailor interventional and 
surgical approaches to patients. 

The objective of this study was to emphasize the importance of 
selecting the optimal surgical approach for achieving the best 
clinical outcomes in the treatment of such injuries. Accordingly, 
we share our experience with a young male patient who present-
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ed to the emergency department with uncontrollable bleeding 
following an isolated penetrating gluteal injury. 

CASE REPORT 

A 31-year-old man was admitted to the emergency department 
with massive blood loss and shock after a stab wound to the but-
tock. At admission, he was conscious but provided vague re-
sponses to questions and reported a loss of sensation in his penis. 
His vital signs included blood pressure of 60/40 mmHg, respira-
tory rate of 20 breaths/min with shallow respiration, oxygen satu-
ration of 88%, heart rate of 135 beats/min, and body temperature 
of 36 °C. While in the supine position, the patient’s abdomen ap-
peared normal, with no tenderness or palpable masses detected. 
The patient’s skin was cold and moist. When he was placed in the 
prone position and the pressure dressing was removed, a 3 × 5-
cm stab wound was observed in the left gluteal region, with ac-
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tive massive bleeding from this incision. Manual examination 
confirmed peripheral pulses in both lower extremities, and neu-
rological examination revealed no motor or sensory deficits.  

A full suite of abdominal, pelvic, and lower extremity comput-
ed tomographic angiography (CTA) examinations were conduct-
ed to assess additional organ injury and detect arterial pathology. 
Intravenous Ringer lactate infusion and tetanus prophylaxis were 
administered as medication, and a transfusion of 2 units of eryth-
rocyte suspension was initiated. The blood and blood products 
necessary for the operation were urgently prepared. CTA images 
were promptly evaluated in collaboration with urology, general 
surgery, orthopedics, and emergency medicine specialists. No 
pathologies, such as intra-abdominal organ perforation, rectal 
perforation, or ureter injury, were observed. Additionally, no free 
fluid or intraperitoneal air was noted in the abdomen. However, 
active contrast extravasation from the superior gluteal artery 
(SGA) branch of the internal iliac artery was detected along with 
pelvic hematoma (Fig. 1). Due to further deterioration of the pa-
tient’s hemodynamics and the development of deep shock, an 
emergency diagnostic laparotomy, rather than an interventional 
procedure, was performed by our team in the emergency depart-
ment operating room. Following mini median laparotomy under 
general anesthesia, the left common iliac artery, external iliac ar-
tery, and internal iliac artery were identified and secured with 
slings. The ureter was suspended, and no defects were observed. 
Only left internal iliac artery ligation was performed (Fig. 2). No 
retroperitoneal bleeding was noted. The concurrent urology 
team evacuated the pelvic hematoma. A drain was placed, and 
the laparotomy incisions were closed. The patient was then 

placed in the prone position; by this point, his bleeding had de-
creased dramatically (Fig. 2). Upon expansion of the gluteal inci-
sion, a reduced amount of active bleeding was observed from the 
SGA and its branches. The incision was 10 cm deep. Associated 
bleeding was stopped with simple sutures and clips. After ensur-
ing that all bleeding was under control, the wound area was 
washed with 3,000 mL of isotonic solution and 500 mg of rifocin. 
Drains were placed in the wound areas (Fig. 3). 

The patient was monitored in the intensive care unit, where 
broad-spectrum antibiotics were administered along with colloid 
and crystalloid fluid replacements. Four hours after surgery, and 

Fig. 1. (A, B) Abdominal computed tomography scan displaying pelvic hematoma and contrast extravasation (arrows). 

Fig. 2. Surgical images. (A) Preoperative view of a 3×5-cm incision 
in the left gluteal region, with the patient in the prone position. (B) 
Following mini median laparotomy, the left common iliac artery was 
clamped, and the left internal iliac artery was ligated.
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with all hemodynamic parameters under evaluation, he was ex-
tubated. On the 1st postoperative day, we observed no signs of 
bleeding or additional complications. Hemodynamic and labora-
tory parameters were normal. On the 2nd postoperative day, the 
patient was mobilized. By that time, dramatic improvement was 
observable, eliminating the need for blood products. The patient 
did not experience any penile numbness or erectile dysfunction. 
With no further issues at inpatient follow-ups, the patient was 
discharged on the sixth postoperative day. During the 1st month 
of outpatient follow-up, CTA revealed that the pelvic hematoma 
had been resorbed and no active bleeding focus was evident. At 
the 6-month follow-up, the patient exhibited no motor deficits, 
urinary incontinence, or erectile dysfunction, and he was able to 
resume his normal life. 

Ethics statement 
Written informed consent was obtained from the patient for the 
publication of this case report and any accompanying images. 

DISCUSSION 

Penetrating gluteal injuries account for 2% to 3% of all penetrat-
ing injuries seen in emergency services admissions [4,5]. Present-
ly, the literature indicates a mortality risk of up to 4% for any glu-
teal penetrating injury based on studies conducted at trauma 
centers [5]. Moreover, short- and long-term morbidity in patients 
with penetrating gluteal trauma can range from 0% to 33% [5]. 
In fact, our patient presented to the emergency department in 
shock, and his overall condition was critical. 

The structures most commonly damaged following a penetrat-

ing hip injury include the SGA, rectum, small intestine, and co-
lon. Injuries to the iliac artery and/or vein are diagnosed less fre-
quently, and sciatic or lumbosacral nerve injuries are extremely 
rare. All patients with isolated penetrating injuries should under-
go surgery at experienced centers. In the present case, the suc-
cessful management of a young patient with an isolated penetrat-
ing gluteal artery injury, in collaboration with experienced urolo-
gy and general surgery specialists, directly contributed to surviv-
al. Delays and errors in diagnosing and treating such cases may, 
unfortunately, contribute to mortality. 

Bleeding from damaged vessels, gluteal aneurysm or pseudo-
aneurysm, gluteal compartment syndrome, perirectal hematoma, 
injuries to the rectum or small intestine, long-term ileus or tem-
porary obstruction, soft tissue or urinary tract infections, sciatic 
nerve or lumbosacral plexus injury, impotence, and pressure 
sores are the most common complications of similar injuries. 
However, our case involved only an isolated artery injury, avoid-
ing potential morbidities that can arise from additional patholo-
gies. 

When a patient presents to the emergency room exhibiting 
signs of hemodynamic instability, hypovolemic shock, and acute 
internal bleeding, resuscitation and emergency intervention may 
be necessary [6]. The SGA is more commonly injured in pene-
trating trauma, while the inferior gluteal artery is more frequent-
ly affected by blunt trauma. In patients with hemodynamically 
unstable gluteal region injuries, it is crucial to promptly investi-
gate intra-abdominal and intrapelvic organ injuries as well as in-
trapelvic vessel damage. Rapid implementation of diagnostic 
methods and concurrent consultation with relevant specialists 
can be lifesaving. CTA is a leading rapid diagnostic technique 
and was the method of choice for the patient in this case, who 
presented with shock. A multidisciplinary approach led to the 
decision for a median laparotomy and left internal iliac artery li-
gation, which was made approximately 15 minutes after the pa-
tient’s arrival at the emergency department. While methods such 
as interventional angiography and coil embolization of the affect-
ed vessels may be suitable for some patients, the hemodynamic 
situation and clinical presentation led us to the decision of open 
surgery in this case. In similar patients presenting with shock, an 
exploratory laparotomy may be required after pressure packing is 
placed in the wound; alternatively, it may be necessary to ligate 
the internal iliac artery or its branches using an extraperitoneal 
approach to control ongoing external hemorrhage [7]. The vital 
role of vascular surgeons in this process cannot be overstated. 

Penetrating gluteal injuries are potentially fatal wounds. Most 
patients who are hemodynamically stable can benefit from stan-

Fig. 3. Incisions and drains were closed in the abdominal and gluteal 
regions following the operation. (A) Abdominal region. (B) Gluteal 
region.
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dard wound care and selective nonsurgical treatment. However, 
when a gluteal artery injury is confirmed or suspected, early CTA 
examination provides the most accurate diagnosis. For patients 
experiencing hypovolemic shock and exhibiting signs of internal 
bleeding, immediate lifesaving open surgery is the gold-standard 
treatment option. Penetrating injuries to the buttocks are serious 
pathologies that must be regarded as potentially life-threatening 
and should be managed with a multidisciplinary approach in 
trauma centers. 

ARTICLE INFORMATION  

Author contributions 
Conceptualization: AMC, GY; Data curation: AEÇ, UT; Formal 
analysis: AEÇ, KAT, UT; Visualization: GY; Writing–original 
draft: AMC, GY; Writing–review & editing: all authors. All au-
thors read and approved the final manuscript.

Conflicts of interest 
The authors have no conflicts of interest to declare. 

Funding 
The authors received no financial support for this study.

Data availability
Data sharing is not applicable as no new data were created or an-
alyzed in this study. 

REFERENCES 

1. Makrin V, Sorene ED, Soffer D, Weinbroum A, Oron D, 
Kluger Y. Stab wounds to the gluteal region: a management 
strategy. J Trauma 2001;50:707–10. 

2. Mercer DW, Buckman RF Jr, Sood R, Kerr TM, Gelman J. 
Anatomic considerations in penetrating gluteal wounds. 
Arch Surg 1992;127:407–10. 

3. Gilroy D, Saadia R, Hide G, Demetriades D. Penetrating inju-
ry to the gluteal region. J Trauma 1992;32:294–7. 

4. Lesperance K, Martin MJ, Beekley AC, Steele SR. The signifi-
cance of penetrating gluteal injuries: an analysis of the Opera-
tion Iraqi Freedom experience. J Surg Educ 2008;65:61–6. 

5. Susmallian S, Ezri T, Elis M, Dayan K, Charuzi I, Mug-
gia-Sullam M. Gluteal stab wound is a frequent and poten-
tially dangerous injury. Injury 2005;36:148–50. 

6. Salim A, Velmahos GC. When to operate on abdominal gun-
shot wounds. Scand J Surg 2002;91:62–6. 

7. Rasmussen TE. Commentary on “Isolated penetrating gluteal 
injuries: a potentially life-threatening trauma”. Perspect Vasc 
Surg Endovasc Ther 2009;21:257–8. 

Celep et al.  Isolated penetrating gluteal stab injury

457www.jtraumainj.orghttps://doi.org/10.20408/jti.2023.0010

https://doi.org/10.1097/00005373-200104000-00018
https://doi.org/10.1097/00005373-200104000-00018
https://doi.org/10.1097/00005373-200104000-00018
https://doi.org/10.1001/archsurg.1992.01420040049008
https://doi.org/10.1001/archsurg.1992.01420040049008
https://doi.org/10.1001/archsurg.1992.01420040049008
https://doi.org/10.1097/00005373-199203000-00005
https://doi.org/10.1097/00005373-199203000-00005
https://doi.org/10.1016/j.jsurg.2007.08.004
https://doi.org/10.1016/j.jsurg.2007.08.004
https://doi.org/10.1016/j.jsurg.2007.08.004
https://doi.org/10.1016/j.injury.2003.10.002
https://doi.org/10.1016/j.injury.2003.10.002
https://doi.org/10.1016/j.injury.2003.10.002
https://doi.org/10.1177/145749690209100110
https://doi.org/10.1177/145749690209100110
https://doi.org/10.1177/1531003510372417
https://doi.org/10.1177/1531003510372417
https://doi.org/10.1177/1531003510372417

	INTRODUCTION 
	CASE REPORT 
	Ethics statement 

	DISCUSSION 
	ARTICLE INFORMATION  
	Author contributions 
	Conflicts of interest 
	Funding 
	Data availability

	REFERENCES 

