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ABSTRACT
Objectives: The inferior gluteal artery (IGA) is a principal vascular structure supplying the gluteal
region, with significant relevance in reconstructive and pelvic surgery. Despite its clinical impor-
tance, population-specific anatomical data in Vietnamese individuals remain limited. This study
aimed to comprehensively evaluate the origin, vertebral levels, morphometric characteristics, and
spatial distribution of the IGA in Vietnamese cadavers.
Subjects andMethods: Adescriptive cadaveric studywas conducted on 30 hemipelves obtained
from 15 formalin-fixed adult Vietnamese cadavers. Dissections were performed following a stan-
dardized anatomical protocol to ensure consistency. Recorded parameters included the arterial
origin, vertebral levels of origin and pelvic exit, length, diameter, and spatial coordinates relative
to the sacral promontory. Morphometric measurements were obtained using digital calipers and
analyzed within a two-dimensional Cartesian coordinate system.
Results: The IGA most frequently originated from the anterior division of the internal iliac artery
(86.7%), whereas 13.3% arose from the posterior division. The predominant vertebral level of origin
was S2–S3 (46.67%), followed by S3–S4 (26.67%). The most common pelvic exit level was S3–S4
(33.33%). The mean arterial length and diameter were 23.99 ± 8.93 mm and 5.22 ± 1.36 mm, re-
spectively. No statistically significant differences were observed between the left and right sides,
indicating marked bilateral symmetry. Spatial analysis demonstrated that arterial origins consis-
tently clustered lateral and inferior to the sacral promontory.
Conclusions: The IGA in Vietnamese cadavers exhibits a relatively consistent origin, predictable
vertebral topography, and high bilateral symmetry. Its spatial relationship to the sacral promontory
provides a reliable anatomical landmark for surgical orientation. These findings may contribute
to improved preoperative planning and help reduce vascular complications in reconstructive and
pelvic surgical procedures.
Key words: inferior gluteal artery, internal iliac artery, anatomical variation, cadaver study,
Vietnamese population

INTRODUCTION
The inferior gluteal artery, a terminal branch of the
internal iliac artery, plays a crucial role in the vas-
cularization of the gluteal region, supplying the glu-
teus maximus muscle, adjacent skin, and deep pelvic
structures. It exits the pelvis via the infrapiriform
foramen, typically between the sacral nerves S2 and
S3, though this trajectory and its morphometry ex-
hibit notable anatomical variability 1.
The anatomical understanding of the IGA has gained
increasing relevance due to its implications in re-
constructive surgery, particularly in musculocuta-
neous and perforator flap harvests for gluteal and
breast reconstruction. Despite its clinical signifi-
cance, anatomical studies on the IGA remain rela-
tively limited, and existing findings often differ in
terms of origin, length, diameter, and branching pat-
terns. Akiyama et al. (2016) highlighted the impor-

tance of the IGA preservation in pelvic oncological
surgery, demonstrating that inadvertent injury at the
greater sciatic notch can lead to flapnecrosis andhem-
orrhage2. Moreover, Gabryszuk et al. (2024) pro-
posed a novel classification system of the IGA origin
types, noting a predominant anterior division origin
in over 60% of cases1.
Population-specific anatomical data are increasingly
recognized as essential for safe surgical planning, as
pelvic morphology and vascular anatomy may vary
according to ethnicity, body habitus, and anthro-
pometric characteristics3. Previous anthropomet-
ric studies have demonstrated that Southeast Asian
populations, including Vietnamese individuals, dif-
fer from Western populations in pelvic dimensions,
sacral curvature, and body proportionality, factors
that may influence the course, branching pattern,
and spatial relationships of pelvic vessels4. How-
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ever, most existing anatomical studies of the infe-
rior gluteal artery have been conducted in European
or East Asian populations, with limited data avail-
able for Vietnamese subjects. This lack of population-
specific evidence may limit the applicability of cur-
rent anatomical references in local reconstructive and
pelvic surgery. Therefore, a detailed morphomet-
ric and topographical analysis of the inferior gluteal
artery in Vietnamese cadavers is warranted to pro-
vide clinically relevant anatomical data tailored to this
population.
Given the lack of population-specific anatomical data,
this study investigates whether the anatomical origin,
vertebral topography, and morphometric characteris-
tics of the inferior gluteal artery are consistent in Viet-
namese adult cadavers and how these findingsmay in-
form clinical and surgical practice.
This study aims to:
1. Determine the origin and vertebral level of the IGA
and its point of exit from the pelvis.
2. Analyze morphometric parameters, including
length and diameter, and assess bilateral symmetry.
3. Map spatial coordinates of the arterial origin
relative to bony landmarks, particularly the sacral
promontory.

MATERIALS ANDMETHODS
Materials
This study was conducted on 30 hemipelvises ob-
tained from 15 formalin-fixed adult Vietnamese ca-
davers (9 males and 6 females), donated to the De-
partment of Anatomy – Embryology, University of
Health Sciences and the Department of Anatomy,
Pham Ngoc Thach University of Medicine. All ca-
daveric specimens were fixed in 10% formalin prior
to dissection. All specimens were free from patholog-
ical abnormalities, pelvic trauma, or previous surgical
interventions in the gluteal region. Cadaverswere dis-
sected in the supine position, and the pelvic cavity was
accessed by removing overlying soft tissues to expose
the internal iliac artery and its branches.

ResearchMethods
This study was designed as a descriptive cadaveric
case series. Each dissection followed a standardized
anatomical protocol to identify the inferior gluteal
artery at its branching point from the anterior divi-
sion of the internal iliac artery, as well as to docu-
ment its course and exit from the pelvic cavity. The
vertebral levels of arterial origin and pelvic exit were
determined using fixed bony landmarks, with partic-
ular reference to the sacral promontory. Overlapping

vertebral levels (e.g., S2–S3, S3–S4) were used to indi-
cate arterial origins or exit points located at interver-
tebral disc regions, as determined by fixed bony land-
marks. Morphometric parameters, including the arte-
rial length (from its origin to the pelvic exit point) and
external diameter at the origin, were measured using
digital calipers with a precision of 0.01 mm. To ana-
lyze the spatial distribution of the IGA origin, a two-
dimensional Cartesian coordinate system was estab-
lished with the sacral promontory as the origin (0,0).
The mediolateral distance was defined as the linear
distance from the origin of the inferior gluteal artery
to the vertical line passing through the sacral promon-
tory, whereas the superoinferior distance was defined
as the linear distance from the arterial origin to the
horizontal line passing through the sacral promon-
tory (Figure 1). The negative values indicating posi-
tions inferior to this landmark and positive values in-
dicating superior positions.

Figure 1: Cartesian coordinate system used tolocal-
ize the origin of the inferior gluteal artery relative to
the sacral promontory. “Source: Authors”.

Data Processing

All data were entered into Microsoft Excel and sub-
sequently analyzed using STATA version 18.0 (Stata-
Corp, College Station, TX, USA). Descriptive statis-
tics, including mean, standard deviation, minimum,
and maximum values, were calculated for arterial
length and diameter.
The distribution of vertebral levels of arterial origin
and exit was summarized using frequency tables and
percentages. Spatial coordinates of the IGA origins
were plotted on two-dimensional scatter graphs gen-
erated using STATA, enabling visualization of cluster-
ing patterns in relation to the sacral promontory and
other anatomical landmarks.
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Ethical Considerations
This cadaveric study was reviewed and approved by
the Ethics Committee of the University of Health Sci-
ences under Decision No. 36/KHSK-HĐĐĐ/GCN,
dated December 10, 2025. All procedures involving
human cadaveric material were approved by the insti-
tutional Ethics Committee of the University of Health
Sciences.

RESULTS
Distributionof theArterialOriginof the IGA

Figure 2: Origin Of the IGA (n = 30). “Source: Stata
18.0”.

As illustrated in Figure 2, the majority of inferior
gluteal arteries (86.7%) originated from the anterior
division of the internal iliac artery. In contrast, only
13.3%of the arteries arose from the posterior division.
Table 1 illustrates the origin of the IGA varied across
multiple sacral levels, with S2–S3 being themost com-
mon site of origin, accounting for 46.67% of cases.
Thiswas followed by S3–S4 (26.67%) and S3 (10.00%).
Less frequent origins included S1, S1–S2, S2, S4, and
S4–S5, each observed in only 3.33% of cases.
Regarding the point at which the artery exited the
pelvis into the gluteal region, the most common level
was S3–S4 (33.33%), followed by S4 (30.00%) and S3
(16.67%). Exit points at S2–S3, S4–S5, S2, and S3–S3
were less frequent.

Descriptive Morphometry of the IGA
Table 2 illustrates the mean length of the IGA in the
studied Vietnamese cadaveric sample was 23.99 mm
(SD = 8.93 mm), with a minimum value of 9.9 mm
and a maximum of 46.3 mm. Themean diameter was
5.22mm (SD= 1.36mm), ranging from 3.7mm to 9.1
mm.
Table 3 illustrates the mean length of the IGA was
24.13 mm (SD = 10.29 mm) on the left side and 23.85
mm (SD = 7.70mm) on the right side. The 95% confi-
dence intervals for the mean values were 18.43–29.82

Table 1: Distribution of Vertebral Levels of Origin and
Exit Points of the IGA. “Source: Stata 18.0”.

Level Origin –
Freq.

Origin
– %

Exit –
Freq.

Exit –
%

S1 1 3.33 0 0

S1–
S2

1 3.33 0 0

S2 1 3.33 1 3.33

S2–
S3

14 46.67 2 6.67

S3 3 10.00 5 16.67

S3–
S3

0 0 1 3.33

S3–
S4

8 26.67 10 33.33

S4 1 3.33 9 30.00

S4–
S5

1 3.33 2 6.67

To-
tal

30 100.00 30 100.00

Table 2: Descriptive statistics of the length and
diameter of the IGA. “Source: Stata 18.0”.

Variable Obs Mean Std.
Dev.

Min Max

Length of inferior
gluteal artery

30 23.99 8.93 9.9 46.3

Diameter of
inferior gluteal
artery

30 5.22 1.36 3.7 9.1

mmand 19.59–28.11mm, respectively. A two-sample
t-test assuming equal variances revealed no statisti-
cally significant difference between the two sides (p =
0.9333; t = 0.0844; df = 28), indicating that the artery
demonstrates a high degree of bilateral symmetry in
terms of morphometric length.
Table 4 illustrates the mean diameter of the IGA was
5.22 mm (SD = 1.48 mm) on the left side and 5.21
mm (SD = 1.29 mm) on the right side. The 95% con-
fidence intervals for the mean values were 4.40–6.04
mm and 4.50–5.93 mm, respectively. The difference
between the two sides was negligible (mean difference
= 0.0067mm), and the result of a two-sample t-test as-
suming equal variances indicated no statistically sig-
nificant difference (p = 0.9896; t = 0.0132; df = 28).
The 95% confidence interval for the mean difference
ranged from –1.03 mm to 1.04 mm, suggesting a high
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Table 3: Descriptive statistics and side-by-side comparison of the IGA length. “Source: Stata 18.0”.

Group Obs Mean (mm) Std. Err. Std. Dev. 95% Confidence
Interval (mm)

Left 15 24.13 2.66 10.29 18.43 – 29.82

Right 15 23.85 1.99 7.70 19.59 – 28.11

Combined 30 23.99 1.63 8.93 20.65 – 27.32

Difference (Left –
Right)

0.28 3.32 -6.52 – 7.08

Table 4: Comparing the diameter of the IGA between left and right sides. “Source: Stata 18.0”.

Group Obs Mean (mm) Std. Err. Std. Dev. 95% Confidence
Interval (mm)

Left 15 5.22 0.38 1.48 4.40 – 6.04

Right 15 5.21 0.33 1.29 4.50 – 5.93

Combined 30 5.22 0.25 1.36 4.71 – 5.72

Difference
(Left-Right)

0.01 0.51 -1.03 – 1.04

degree of bilateral symmetry in the diameter of the
IGA.

Spatial Mapping of the Origin of the IGA

Figure 3: Spatial Distribution of the IGA Origins Rel-
ative to the Sacral Promontory. “Source: Stata 18.0”.

Figure 3 illustrates the spatial distribution of the ori-
gin points of the IGA relative to the sacral promon-
tory, plotted on a two-dimensional coordinate sys-
tem. Each dot represents an individual measurement,
with the horizontal axis indicating the lateral distance
from themidline and the vertical axis representing the
inferior distance from the promontory line. The ma-
jority of origin points were located lateral and inferior
to the promontory, clustering between –60 mm and –

20 mm horizontally, and 25 mm to 45 mm vertically.

DISCUSSION
Distributionof theArterialOriginof the IGA
The current study investigated the anatomical vari-
ations in the origin of the IGA. Our findings re-
vealed that a majority of the inferior gluteal arter-
ies (86.7%) originated from the anterior division of
the internal iliac artery, while a smaller proportion
(13.3%) arose from the posterior division. These re-
sults align closely with previous anatomical studies.
For instance, Gabryszuk et al. (2024) identified a pre-
dominant type of origin from the anterior division in
62.3% of cases, further substantiating the anterior di-
vision as the common source of the IGA.
Similarly, Georgantopoulou et al. (2014) described
extensive anatomical variations but consistently high-
lighted the prevalence of anterior division origins3.
Song et al. (2006) also demonstrated variability in
the IGA branching, emphasizing the clinical signifi-
cance in musculocutaneous flap surgeries where de-
tailed anatomical variations in the origin of the IGA
knowledge significantly reduces the risk of surgical
complications4. Moreover, Kankaya et al. (2006) in-
dicated a mean vessel length of around 6.4 cm and a
diameter of approximately 1.1 mm, emphasizing the
precise morphometric characterization required for
surgical planning5,6. In the present study, the ante-
rior division was likewise identified as the predom-
inant origin of the IGA, further supporting existing
anatomical literature.
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The current study examined anatomical variations in
the vertebral levels of origin and exit points of the
IGA. Our results indicated that themost frequent ver-
tebral level of origin for the IGA was S2–S3 (46.67%),
followed by S3–S4 (26.67%) and S3 (10.00%). Rare
origins were observed at levels S1, S1–S2, S2, S4, and
S4–S5, each accounting for only 3.33% of cases. Re-
garding the exit points, the IGA most commonly ex-
ited at the S3–S4 level (33.33%), closely followed by
S4 (30.00%) and S3 (16.67%). Less frequent exit levels
included S2–S3, S4–S5, S2, and an unusual instance at
S3–S3 (Figure 4).

Figure 4: Pelvic dissection showing the origin of the
inferior gluteal artery from the anterior division of
the internal iliac artery at the S2–S3 level. “Source:
Authors”.

These findings align with earlier studies. For exam-
ple, Gabryszuk et al. (2024) and Georgantopoulou et
al. (2014) similarly reported a significant prevalence
of IGA origins around the S2–S4 vertebral levels, un-
derscoring the consistent variability observed across
studies3. Additionally, these observations are sup-
ported by Kankaya et al. (2006), who emphasized the
relevance of these variations in surgical planning and
intervention2.
Determining the vertebral levels of the IGAorigin and
exit points is valuable in reconstructive and orthope-
dic surgeries involving the pelvic and gluteal regions.
For instance, in IGAP flap techniques described by
Georgantopoulou et al. (2014), knowledge of pre-
cise vertebral levels (typically S2–S4) allows surgeons
greater control during dissection, reducing the risk
of unintended vascular damage and improving surgi-
cal outcomes3,4. Prior studies consistently affirm that
precise awareness of vertebral levels significantly en-
hances outcomes in complex pelvic surgeries, such as
sacral tumor resections and vascular interventions.

Descriptive Morphometry of the IGA
The present study shows the mean length of the IGA
was found to be 23.99 mm (SD = 8.93 mm), ranging

between 9.9 mm and 46.3 mm, while the mean diam-
eter was 5.22 mm (SD = 1.36 mm), with a range of
3.7 mm to 9.1 mm. This notable difference likely re-
flects variations in measurement with previous find-
ings by Gabryszuk et al. (2024), who reported a me-
dian length of approximately 68.50 mm and a di-
ameter around 4.69 mm, indicating variability across
populations and methodologies 1. The shorter mean
length of the inferior gluteal artery observed in the
present study compared with previous reports may be
explained by several factors, including differences in
measurement definitions, population-specific pelvic
morphology, and tissue shrinkage associated with for-
malin fixation. In particular, arterial length in this
study was defined strictly as the distance from the
branching point at the internal iliac artery to the
pelvic exit (Figure 5), whereas other studies measured
longer arterial segments, often extending beyond the
pelvic cavity5,6.
First, differences in measurement methodology may
have contributed to the observed variation, as
Gabryszuk et al. measured the IGA along a longer
arterial segment, potentially including portions be-
yond the pelvic exit, whereas the present study de-
fined arterial length strictly as the distance from the
origin at the internal iliac artery to the pelvic exit
point. Second, population-related anatomical vari-
ability may play a role, as pelvic morphology and vas-
cular configuration have been shown to differ across
ethnic groups, which could influence arterial course
and length. Third, all specimens in the present study
were formalin-fixed, and tissue shrinkage associated
with fixation may have resulted in shorter measured
arterial lengths compared with studies using fresh ca-
daveric material1.

Figure 5: The length of the inferior gluteal artery
(IGA) was measured as the linear distance from the
arterial origin at the internal iliac artery to the pelvic
exit point (Arrow). “Source: Authors”.

Furthermore, our study evaluated bilateral symme-
try in the morphometry of the IGA, demonstrating
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that there was no statistically significant difference in
length or diameter between the left and right sides.
Specifically, the mean lengths on the left and right
sides were 24.13 mm (SD = 10.29 mm) and 23.85
mm (SD = 7.70 mm), respectively, with the diam-
eter averaging 5.22 mm on both sides (SD left =
1.48 mm, SD right = 1.29 mm). Statistical analysis
confirmed the absence of significant side differences
(length: p = 0.9333; diameter: p = 0.9896), support-
ing a high degree of bilateral symmetry. This finding
aligns with similar symmetry observations noted in
the literature (Georgantopoulou et al., 2014) 3. Mor-
phometric parameters such as length and diameter
of the IGA are critically important in microsurgical
musculocutaneous flap harvesting, especially in post-
mastectomy breast reconstruction. Song et al. (2006)
confirmed that optimal length and diameter of the
IGA are key determinants for effective microsurgical
planning, ensuring adequate blood flow to the flap,
thereby increasing flap viability and reducing postop-
erative complications such as necrosis or ischemia 4.
Kankaya et al. (2006) also emphasized the importance
of these morphometric parameters in microsurgical
procedure planning2.

Spatial Mapping of the Origin of the IGA
The spatial mapping analysis of the IGA origins rela-
tive to the sacral promontory revealed a distinct clus-
tering pattern. Specifically, the majority of origin
points were predominantly localized lateral and infe-
rior to the sacral promontory, between –60 mm and
–20 mm horizontally, and 25 mm to 45 mm verti-
cally. Qualitatively, this consistent clustering pattern
defines a reproducible anatomical “safe zone” for the
inferior gluteal artery origin, which may enhance in-
traoperative orientation and reduce the risk of inad-
vertent vascular injury during pelvic and gluteal sur-
gical procedures. These findings align closely with
previous anatomical studies, such as those by Geor-
gantopoulou et al. (2014) andGabryszuk et al. (2024),
which reported similar lateral-inferior distribution
patterns in relation to prominent pelvic landmarks1,3.
Clinically, the detailed spatial mapping of the IGA
origin is significant, particularly for surgical proce-
dures involving pelvic or gluteal regions. Precise lo-
calization helps surgeons accurately identify and pre-
serve the artery during complex operations, such as
gluteal flap surgeries, pelvic reconstructions, and in-
terventional radiological procedures5. The defined
spatial coordinates facilitate preoperative planning,
minimize the risk of vascular complications, and en-
hance surgical outcomes by providing surgeons with
reliable anatomical landmarks7,8.

Detailed spatial mapping of the IGA origin is partic-
ularly beneficial for IGAP flap harvesting, gluteal re-
construction, and vascular interventional procedures
such as embolization of pseudoaneurysms. Accord-
ing to Allen et al. (2006), clearly defined spatial coor-
dinates facilitate accurate arterial localization, reduce
operative time, minimize injury to surrounding vas-
cular structures, and enhance the precision and safety
of reconstructive interventions6.

Study Limitations
Several limitations of the present study should be ac-
knowledged. First, the relatively small sample size,
inherent to cadaveric anatomical research, may have
limited the statistical power and generalizability of the
findings. Second, detailed anthropometric data of the
cadavers (e.g., height, weight, and pelvic dimensions)
were unavailable, precluding analysis of potential as-
sociations between body habitus and vascular mor-
phology. Consequently, potential covariates such as
sex, age, stature, and other anthropometric character-
istics were not incorporated into the analysis. Sex-
based comparisons were also not performed due to
the limited sample size and imbalanced sex distribu-
tion.
Statistical analyses were restricted to descriptive
statistics and independent side-to-side comparisons.
Given the descriptive design and small sample size,
advanced analyses such as multivariable modeling or
covariate adjustment were not feasible, and formal
tests of normality were not conducted prior to the ap-
plication of independent t-tests. In addition, no cross-
analysis between vertebral levels of arterial origin and
exit, nor correlations between morphometric param-
eters and vertebral levels, were performed.
Finally, all specimens were formalin-fixed, and
fixation-related tissue shrinkage may have affected
morphometric measurements, particularly arterial
length. As this was a cadaveric study, the findings
should be interpreted with caution when extrapolated
to live surgical settings, where vessel caliber, spatial
relationships, and soft-tissue dynamics may differ un-
der physiological conditions.

CONCLUSIONS
This study provides a detailed anatomical and mor-
phometric characterization of the inferior gluteal
artery (IGA) in Vietnamese cadavers. The IGA most
commonly originates from the anterior division of the
internal iliac artery at the S2–S3 vertebral level and ex-
its the pelvis near S3–S4, with high bilateral symmetry
in both length and diameter. The consistent cluster-
ing of arterial origins lateral and inferior to the sacral
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promontory offers reliable anatomical landmarks that
may facilitate safer and more accurate surgical dis-
section. These findings have direct clinical relevance
for inferior gluteal artery perforator (IGAP) flap har-
vesting, gluteal and breast reconstruction, pelvic on-
cological surgery, sacral and acetabular procedures,
as well as interventional radiological techniques in-
volving the internal iliac artery. Incorporating these
population-specific anatomical data into preoperative
planning may reduce vascular injury, improve flap re-
liability, and enhance surgical outcomes in pelvic and
gluteal interventions.

LIST OF ABBREVIATIONS USED
Obs: Observations
Std. Err: Standard Error
Std. Dev: Standard Deviation
Min: Minimum
Max: Maximum
p: p-value
t: t-value
df: Degrees of Freedom
Origin – Freq: Frequency of Arterial Origin
Origin – %: Percentage of Arterial Origin
Exit – Freq: Frequency of Pelvic Exit Point
Exit – %: Percentage
IGA: Inferior Gluteal Artery IIA: Internal Iliac Artery
SD: Standard Deviation
mm: Millimeter
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TÓM TẮT
Mục tiêu: Động mạch mông dưới có vai trò quan trọng trong cấp máu vùng mông và ý nghĩa
trong phẫu thuật tạo hình, phẫu thuật vùng chậu. Tuy nhiên, dữ liệu giải phẫu đặc hiệu cho người
Việt Nam còn hạn chế. Nghiên cứu nhằm khảo sát nguyên ủy, mức đốt sống, đặc điểm hình thái và
phân bố không gian của động mạch mông dưới trên tử thi người Việt Nam, phục vụ định hướng
lâm sàng.
Đối tượng và phương pháp: Nghiên cứu mô tả trên 30 nửa khung chậu từ 15 tử thi người Việt
Nam trưởng thành cố định formol. Động mạch được phẫu tích theo quy trình chuẩn. Ghi nhận
nguyên ủy, mức đốt sống nguyên ủy và điểm thoát, chiều dài, đường kính và vị trí không gian so
với ụ nhô xương cùng. Các số đo được thực hiện bằng thước kẹp điện tử và phân tích bằng hệ tọa
độ hai chiều.
Kếtquả: Độngmạchmôngdưới chủ yếu xuất phát từ ngành trước độngmạch chậu trong (86,7%),
ít gặp từ ngành sau (13,3%). Mức nguyên ủy thường gặp nhất là S2–S3 (46,67%), tiếp theo S3–S4
(26,67%). Điểm thoát khỏi khung chậu chủ yếu ở mức S3–S4 (33,33%). Chiều dài trung bình là
23,99 ± 8,93 mm và đường kính trung bình 5,22 ± 1,36 mm. Không có khác biệt có ý nghĩa giữa
hai bên. Các điểm nguyên ủy tập trung phía ngoài và dưới ụ nhô xương cùng.
Kết luận: Động mạch mông dưới ở người Việt Nam có đặc điểm giải phẫu tương đối ổn định, đối
xứng hai bên và định khu có thể dự đoán. Phân bố liên quan ụ nhô xương cùng cung cấp mốc
định hướng hữu ích trong phẫu thuật tạo hình và can thiệp vùng chậu.
Từ khoá: Động mạch mông dưới, động mạch chậu trong, biến thể giải phẫu, nghiên cứu trên
xác, người Việt Nam
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