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Introduction
Irreversible electroporation (IRE) is a nonthermal ablative
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patients with pelvic metastases from colorectal cancer
treated with IRE.

Aims and Objectives

Describe and characterize the procedure and outcomes for
a case series of patients receiving irreversible
electroporation for recurrent pelvic tumors.

Conclusions

IRE is a promising tool for local treatment of recurrent pelvic
metastases when other local treatments are contraindicated
because IRE leaves supporting tissue largely unaffected, so
that blood vessels and intestines are relatively preserved,
Methods and damaged axons may regenerate.> This is important in
the pelvis where structures sensitive to thermal ablation
Include bladder, ureters, bowel, lumbar and sacral nerve
roots, and the sciatic nerve. However, to our knowledge
there are only 11 patients treated with IRE for pelvic
malignancies in the literature. 3>7.8 The only report of more
than one patient was an 8-patient series with pelvic tumor
recurrence treated with IRE.> Local tumor control was
achieved in 4/9 lesions, one requiring a second procedure.
We achieved a similar local control rate of 1/3 with all
patients alive after a range of 25-64 months, mean 40
months". For these patients, IRE was selected over thermal
ablation due to decreased risk of complications. Complete
ablation is possible for smaller lesions, while symptom
control should be the focus of larger lesions.

Figure 2a. Patient 1 Intraprocedural CT. 2a. Axial view, 2 IRE probes.
Streak artifact from a fiducial marker and endovascular coil between
probe tips.

2b. Sagittal view, 4 IRE probes at 4 corners of lymph node
metastasis (arrows). Ureteral stent anteriorly (arrowhead) and
endovascular coils (small arrowhead).

Patient demographics, treatment details and outcomes are
shown in the Table. Thermal ablation was contraindicated
due to proximity to ureter, bladder, bowel, and/or sciatic or
lumbosacral nerves. Every patient was referred to
Interventional radiology due to progression after primary
tumor resection, FOLFOX chemotherapy, and pelvic
radiation.
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Results
To reduce IRE risk, in all cases, hydrodissection was
performed. In each case, either four or five IRE probes
were used with up to two pull back treatments. Probe
exposure length was either 1.5 cm or 1 cm, treatment
Images are shown in Figures 1 and 2. One patient had no
recurrence after last follow-up at 23 months.
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