
Introduction
The Corona Mortis (CM), Latin for “crown of death,” refers to a 
vascular anastomosis between the obturator artery (or vein) and 
either the external iliac or inferior epigastric artery. This 
anatomical variant, though often asymptomatic, holds 
significant clinical relevance due to its potential to cause 

uncontrollable hemorrhage during pelvic and acetabular 
surgeries or traumatic injuries involving the pubic region [1, 2].
The incidence of CM has been reported in approximately 25-
33% of individuals, although figures vary depending on the 
population studied and the method of detection-cadaveric 
dissection, angiography, or surgical observation [2, 3]. The CM 
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Introduction: The corona mortis (CM) artery or (“crown of death”) is a vascular anastomosis between the obturator artery and either the 
external iliac or inferior epigastric artery. An anastomosis is defined as one or more vessels that merge with other vessels before dividing. The 
CM's clinical significance arises from its potential of bleeding you can have if injured while performing any pelvic or acetabular surgeries. It is 
estimated that 25–33% of people have a CM artery and anatomical diameter and location variability is common. Surgeons should have a high 
index of suspicion and awareness.
Case Report: We report the case of a 25-year-old woman who was involved in a motor vehicle accident where she sustained a displaced 
acetabular fracture involving the anterior column and superior pubic ramus. During the surgical approach for acetabular fracture fixation, we 
identified an artery that had characteristics of a CM artery. The artery in question measured approximately 16 mm in circumference, which 
would equal approximately 5 mm in diameter; this is large in comparison to the average diameter of 2–4 mm. Because of the increased possibility 
of bleeding, we were able to safely dissect, tag, and retract the artery. The surgery proceeded uneventfully and the patient had an uneventful 
consistent postoperative recovery.
Conclusion: This case highlights the need to recognize and deal with vascular structures, like a large-diameter CM artery in this case, during 
pelvic surgeries. The intra-operative identification and tagging were critical to avoiding hemorrhagic complications. Pre-operative vascular 
imaging and intra-operative awareness are an important way of avoiding surgical risk in the case of any anterior pelvis surgery.
Keywords: Corona mortis, acetabular fracture, vascular injury, pelvic trauma, anastomosis, case report.

Abstract

Learning Point of the Article:
Intraoperative identification of a large, diameter corona mortis artery is critical in perioperative safety to avoid life-threatening hemorrhage 

during pelvic surgeries, specifically in acetabular fractures.

A Large-diameter Corona Mortis Artery Encountered During Surgery for 
Acetabular Fracture: A Case Report and Review of Anatomical 

Significance
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artery may originate from either side, be unilateral or bilateral, 
and vary significantly in diameter, course, and proximity to the 
pubic symphysis. This variability makes it a critical structure to 
identify and manage during surgical approaches to the anterior 
pelvis.
In what comes next, we focus on the pertinent concerns 
associated with an enlarged CM artery found during the 
surgical intervention focus on the anterior column and 
acetabular fracture on young women. Its ligation posed no 
difficulty, even though it had an exceptionally high potential for 
bleeding.
Herein, we present a rare case of a high-caliber CM artery 
discovered intraoperatively during the management of an 
anterior column acetabular fracture in a young woman. The 
artery, which measured approximately 5 mm in diameter, posed 
a high hemorrhagic risk and was successfully ligated without 
complication. We discuss its clinical implications, especially 
with respect to preoperative planning and intraoperative 
management.

Case Report
A 25-year-old female student presented to the emergency 
department following a high-velocity road traffic accident. She 
complained of unbearable right hip pain and inability to sit or 
stand. There was no history of comorbidities, prior surgeries, or 
anticoagulant use.
On examination, the patient had swelling and marked 
tenderness over the right hip, with a limited and painful range of 
motion. Distal neurovascular examination was normal, and no 

signs of vascular compromise were observed.
Pelvic radiographs and computed tomography (CT) scans 
revealed a displaced acetabular fracture involving the anterior 
column and superior pubic ramus (Fig. 1 and 2). Given the 
fracture pattern and patient’s functional demands, open 
reduction and internal fixation (ORIF) through an anterior 
intrapelvic (modified Stoppa) approach was planned.

Intraoperative findings
During surgical dissection, a prominent arterial structure was 
encountered traversing the superior pubic ramus in close 
proximity to the fracture site (Fig. 3). The artery’s location and 
morphology were consistent with the CM. Its size and turgidity 
suggested a significant blood flow, warranting precise 
assessment and cautious handling.
To accurately estimate the vessel’s diameter, a sterile surgical tie 
was looped around the artery without compression. The tie was 
then measured against a standard surgical ruler, yielding a 
circumference of approximately 16 mm (Fig. 4). Using the 
formula: Diameter = Circumference/π = 16 mm/3.142 ≈ 5.09 
mm, the vessel’s diameter was calculated to be approximately 5 
mm - substantially larger than the average CM artery, typically 
described as 2–4 mm in prior literature.
Due to its size and close proximity to the surgical field, the artery 
was carefully isolated, doubly clipped, and ligated. Hemostasis 
was secured, and the remainder of the procedure proceeded 
without incident. The patient recovered uneventfully and was 
discharged with standard postoperative rehabilitation.
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Figure 1: Preoperative X-ray showing displaced acetabular fracture 
and inferior pubic rami fracture.

Figure 2: Preoperative 3D-CT scan showing displaced acetabular fracture and 
undisplaced inferior pubic rami fracture.
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Result
The measurement of the CM arter y was conducted 
intraoperatively using a sterile surgical tie. After looping the tie 
around the artery, its length was measured using a standard 
graduated ruler (Fig. 4) while ensuring the vessel was not 
compressed or stretched. This unconventional yet practical 
method allowed immediate and real-time vascular assessment, 
which is especially valuable in emergency surgical settings 
lacking advanced imaging support.
The vessel’s diameter was derived from its circumference using 
the mathematical relation: diameter = Circumference/π (16 
mm/3.142≈5.09 mm). This technique, though simplistic, 
provided a reliable estimate in the context of operative decision-
making.
This measurement exceeds the commonly reported 2–4 mm 
diameter in most anatomical studies.

Discussion
The CM is a critical yet often underappreciated anatomical 
variant in pelvic surgery. Its significance lies in the potential for 
massive hemorrhage if inadvertently transected. CM arteries 
larger than 3 mm in diameter pose a particularly high risk [2, 4].
While most CM arteries range from 1–4 mm, our case involved 
a vessel approximately 5 mm in diameter—placing it among the 
upper extremes reported in the literature. Studies by Darmanis 
et al. found large-diameter CM arteries in up to 60% of cadaveric 
dissections [4], whereas Abbas et al. reported a 53.9% 
prevalence with associated surgical complications in 8% of cases 
[5]. Additional studies by Kashyap et al. and Rusu et al. 
highlighted the wide variability in prevalence (58.3% and 30%, 
respectively) and vessel size [6, 7].

Interestingly, most anatomical studies do not describe a 
standardized measurement protocol for CM vessels, nor do 
they consistently compare their diameters to that of the 
conventional obturator artery. Early anatomical work by Engel 
(1859) and later surgical observations by Teague, Tornetta, and 
Okcu allude to the CM’s variability but lack precise, 
reproducible metrics [3].
In terms of management, preoperative identification of the CM 
artery is often limited by the cost and availability of vascular 
imaging, such as CT angiography. However, when feasible, 
preoperative vascular mapping is highly recommended. 
Intraoperative techniques for CM management include 
meticulous dissection, the use of vascular clips, and when 
necessary, embolization via interventional radiology [8-10].

Conclusion
This case underscores the importance of anticipating and 
managing vascular anomalies such as the CM during pelvic and 
acetabular surgeries. The presence of a large-diameter CM 
artery significantly increases the risk of hemorrhage, making 
intraoperative identification and control essential to avoid 
complications.
Given its variable anatomy and potentially life-threatening 
consequences when injured, a high index of suspicion should be 
maintained, especially when operating near the superior pubic 
ramus. Surgeons must be familiar with both the anatomical 
variants and the appropriate management strategies to ensure 
patient safety.
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Figure 3: Intraoperative image of the exposed corona mortis artery.
Figure 4: Measurement of CM artery circumference using sterile tie and 
standard scale.
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Clinical Message

Surgeons must be aware of the anatomical variability and potential 
size of the CM artery, particularly in acetabular fractures, where early 
recognition and ligation can significantly reduce intraoperative 
bleeding risks and improve patient outcomes.
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