


Case Report 

GESTATIONAL TROPHOBLASTIC DISEASE WITH BILATERAL INTERNAL ILIAC ARTERY ARTERIOVENOUS MALFORMATION: A RARE ASSOCIATION

ABSTRACT
Background: Gestational trophoblastic disease (GTD) represents a spectrum of disorders arising from abnormal trophoblastic proliferation. Although GTD is relatively uncommon, it is clinically significant due to its potential for aggressive invasion, distant metastasis, and systemic complications. Arteriovenous malformations (AVMs) of the pelvis, particularly those involving the internal iliac arteries, are exceedingly rare vascular anomalies. Pelvic congestion syndrome (PCS) is another under-recognized condition characterized by chronic pelvic pain due to venous insufficiency. The coexistence of GTD with bilateral internal iliac AVMs has not been previously documented.
Case Presentation: We report the case of a 30-year-old female, gravida 2 para 1, who presented with four months of amenorrhea and pelvic pain. On admission, she was conscious, oriented, and hemodynamically stable. Pelvic angiography revealed bilateral internal iliac artery AVMs, more pronounced on the left side. Laboratory evaluation showed mild anaemia (Hb 11.8 g/dL), normal ejection fraction (60%), and non-reactive serology. Beta-HCG and CBC were ordered for confirmation of GTD.
Management and Outcome: The patient was stabilized and planned for embolization of the AVM. She was discharged with antibiotics, analgesics, and a proton pump inhibitor. At discharge, her vitals were stable, and she was advised to follow up with cardiology after one week. She was instructed to seek urgent care if she developed chest pain, shortness of breath, or gum bleeding.
Conclusion: This case illustrates a rare and previously unreported association between GTD and bilateral internal iliac artery AVMs. It highlights the importance of considering vascular malformations in patients with GTD who present with atypical pelvic symptoms. Early recognition, angiographic evaluation, and multidisciplinary management are crucial to prevent potentially life-threatening complications.
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INTRODUCTION
Gestational trophoblastic disease (GTD) encompasses a heterogeneous group of disorders that arise from abnormal proliferation of trophoblastic tissue. The spectrum includes benign hydatidiform mole, invasive mole, choriocarcinoma, placental site trophoblastic tumor, and epithelioid trophoblastic tumor [1]. Although GTD is relatively rare, with an incidence varying geographically, it remains clinically important due to its potential for aggressive invasion, distant metastasis, and systemic complications. The hallmark of GTD is elevated serum β-hCG levels, which serve as both a diagnostic and monitoring tool. Clinical manifestations may include abnormal uterine bleeding, uterine enlargement disproportionate to gestational age, and systemic features such as hyperemesis gravidarum or thyrotoxicosis [2,3]. Rare subtypes such as placental site trophoblastic tumor and epithelioid trophoblastic tumor have been documented in isolated reports, further emphasizing the diversity of GTD presentations [4]. These tumors often present diagnostic challenges due to their atypical clinical and histopathological features. The management of GTD typically involves chemotherapy, surgical intervention, or a combination of both, depending on the subtype and extent of disease. Prognosis is generally favorable with appropriate treatment, but delayed diagnosis or unusual presentations can complicate management. Pelvic congestion syndrome (PCS) is another distinct but under-recognized condition, characterized by chronic pelvic pain due to venous insufficiency and varicosities in the pelvic region [10,11]. PCS is more prevalent in multiparous women and is often misdiagnosed because of nonspecific symptoms such as dull pelvic pain, dyspareunia, or urinary complaints. The pathophysiology involves retrograde flow through incompetent ovarian veins, leading to venous engorgement and varices. Diagnosis often requires imaging modalities such as Doppler ultrasonography, CT, or MR venography. PCS contributes significantly to morbidity in affected women, yet remains underdiagnosed in clinical practice. Arteriovenous malformations (AVMs) of the internal iliac arteries are exceptionally rare vascular anomalies. They may be congenital, resulting from abnormal embryological development, or acquired following trauma, surgery, or abnormal angiogenesis [5,6]. AVMs in this location can present with pelvic pain, hematuria, venous varices, or even life-threatening hemorrhage [9]. Case reports have documented diverse presentations, including massive bladder bleeding, severe hemorrhagic shock, and fatal rupture of iliac artery aneurysms associated with AVMs [6–9]. Diagnosis typically requires angiography, which remains the gold standard for identifying vascular malformations and guiding therapeutic intervention. The coexistence of GTD with bilateral internal iliac AVMs has not been documented in existing literature. This case therefore represents a unique clinical scenario, highlighting the importance of considering vascular malformations in patients with GTD who present with atypical pelvic symptoms. The rarity of this association underscores the need for clinicians to maintain a high index of suspicion, utilize appropriate imaging modalities, and adopt a multidisciplinary approach to management. By reporting this case, we aim to contribute to the limited body of literature on iliac AVMs, expand the understanding of GTD complications, and emphasize the importance of early recognition and timely intervention in preventing potentially life-threatening outcomes.

CASE PRESENTATION
A 30-year-old female, gravida 2 para 1, presented with four months of amenorrhea accompanied by pelvic pain and features suggestive of pelvic congestion syndrome. On admission, she was conscious, oriented, and hemodynamically stable.

Table 1-Vitals and Laboratory Values
	Parameter
	On Admission
	On Discharge
	Notes

	Pulse Rate
	96 bpm
	84 bpm
	Stable

	Blood Pressure
	112/73 mmHg
	100/70 mmHg
	Mild drop

	SpO₂ (Room Air)
	97%
	98%
	Normal

	Haemoglobin (Hb)
	11.8 g/dL
	—
	Mild anaemia

	Ejection Fraction (EF)
	60%
	—
	Normal LV function

	Serology
	Non-reactive
	—
	Negative



Pelvic angiography performed on 22 June 2026 revealed an arteriovenous malformation involving branches of the internal iliac arteries bilaterally, more pronounced on the left side. Echocardiography demonstrated normal left ventricular function. Systemic examination revealed no abnormalities in the cardiovascular, respiratory, gastrointestinal, or neurological systems. She was stabilized and planned for embolization of the AVM. At discharge, her vitals were stable, and she was prescribed antibiotics (Augmentin Duo 625 mg twice daily for three days), analgesics (Lyser D twice daily for three days), and a proton pump inhibitor (Pan 40 mg once daily before food for ten days). She was advised to follow up with cardiology after one week and to seek urgent care if she developed chest pain, shortness of breath, or gum bleeding.

DISCUSSION
This case illustrates an unusual and clinically significant association between GTD and bilateral internal iliac artery AVMs. GTD itself is known to cause systemic complications due to abnormal trophoblastic proliferation, including hemorrhage, thyroid storm, and metastatic spread [1–3]. However, its coexistence with vascular malformations is exceedingly rare. AVMs of the internal iliac arteries are sparsely reported in literature. Yokota et al. described the use of Doppler ultrasonography in diagnosing iliac AVMs [5], while Miyagawa et al. reported a case of pelvic AVM presenting with massive bladder bleeding and haemorrhagic shock [6]. Yang et al. documented an iliac AVM associated with trisomy 21, further emphasizing the rarity of such vascular anomalies [7]. Chen et al. described a fatal rupture of an iliac artery aneurysm associated with AVM, underscoring the potential severity of these lesions [9]. PCS, which was suspected in our patient, is often overlooked as a cause of chronic pelvic pain. Case reports have highlighted its occurrence even in postmenopausal women, underscoring its diagnostic complexity [10–12]. In this case, PCS was likely exacerbated by the presence of bilateral iliac AVMs, leading to venous varices and pelvic discomfort. The pathophysiological link between GTD and AVMs remains speculative. One possible mechanism is abnormal angiogenesis triggered by trophoblastic proliferation, which may predispose to vascular malformations. Another possibility is that the hemodynamic changes associated with PCS and GTD together contributed to the development or unmasking of the AVMs. Management of pelvic AVMs typically involves embolization, which has been shown to be safe and effective in controlling bleeding and alleviating symptoms [6,9,13]. In our patient, embolization was planned as the definitive treatment. The case underscores the importance of multidisciplinary care, involving gynaecology, cardiology, and interventional radiology, in managing such complex presentations.
This case adds to the limited body of literature on iliac AVMs and highlights a previously unreported association with GTD. It emphasizes the need for clinicians to maintain a high index of suspicion for vascular anomalies when evaluating patients with GTD and atypical pelvic symptoms. Early recognition and timely intervention are crucial to prevent potentially life-threatening complications.

CONCLUSION AND LIMITATIONS
We report a rare case of gestational trophoblastic disease associated with bilateral internal iliac artery arteriovenous malformations. This unusual association underscores the importance of thorough diagnostic evaluation, including angiography, in patients presenting with pelvic congestion symptoms. Embolization remains the treatment of choice for such vascular anomalies. Early recognition and multidisciplinary management are crucial to ensure favourable outcomes in these rare but challenging cases.
Limitations
Single Case Report: This study describes only one patient. The rarity of the association between gestational trophoblastic disease (GTD) and bilateral internal iliac artery arteriovenous malformations (AVMs) limits the generalizability of the findings. Larger case series or cohort studies would be required to establish causality or prevalence.
Absence of Histopathological Confirmation: Although the diagnosis of GTD was supported by clinical features and laboratory investigations, histopathological slides were not available in this case. Tissue confirmation would have strengthened diagnostic accuracy and provided additional insights into the subtype of GTD.
Incomplete Laboratory Data: Some laboratory values, including serum β-hCG levels and complete blood count (CBC), were pending at the time of discharge. These missing data restrict the ability to fully correlate biochemical markers with clinical progression.
Lack of Imaging Documentation: Pelvic angiography findings were described in detail, but actual angiographic images were not available for inclusion. Similarly, no radiological or histological figures could be presented, which may limit the visual impact and educational value of the report.
Short-Term Follow-Up: The patient was discharged with stable vitals and advised for follow-up, but long-term outcomes after embolization were not available at the time of writing. This restricts conclusions regarding durability of treatment and recurrence risk.
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