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Bilateral Iliac Artery Aneurysms Presenting Constipation
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Summary. A case of a 65-year-old man with isolated
iliac artery aneurysms presenting constipation is re
ported. The diagnosis of bilateral iliac aneurysm was
made by computed tomography (CT) and arteriography.
Three-dimensional CT was useful in making a definitive
diagnosis. Surgical treatment included Y grafting and
right internal iliac artery reconstruction. The litera
ture on this subject is also reviewed.

Isolated iliac artery aneurysms are rare. 1) Because
this lesion is located deep in the pelvic cavity and is
associated with few symptoms, it can be difficult to
detect. Several reports have described cases of rup
tured internal iliac artery aneurysms.2
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) We report
here a case of bilateral iliac artery aneurysms
presenting severe constipation which was success
fully treated with surgery.

CASE PRESENTATION

A 65-year-old man was admitted to our hospital with
a complaint of severe constipation on January 6,
1993. He had suffered from constipation for half a
year and needed an enema everyday. Abdominal
examination revealed a palpable mass in the lower
abdomen, while digital rectal examination revealed a
pulsatile pelvic mass.

Blood chemistry, blood cell counts, and urinalysis
were normal. Computed tomography (CT) and three
dimensional CT (Fig. la, b) showed bilateral iliac artery
aneurysms. Three-dimensional CT was obtained by
performing a helical CT scan using a computer in
which a three-dimensional figure was generated from
the individual section. The left internal iliac artery
aneurysm occupied almost the whole minor pelvic
cavity. The abdominal aorta was free from aneurys
mal change and the inferior mesenteric artery was
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patent. Both external iliac arteries were normal.
Arteriography (Fig. 2) was carried out with a 5F

pigtail catheter. The catheter was introduced through
the femoral artery, and placed in the abdominal aorta.
The lesion was confirmed by arteriography, but the
left internal iliac artery aneurysm was not complete
ly visualized.

An elective operation was performed on February
8, 1993. The left internal iliac artery aneurysm
extended deep into the minor pelvic cavity and adher
ed tightly to the sigmoid colon and rectum. Both
common iliac arteries had aneurysmal changes, how
ever, the abdominal aorta was normal as shown by
CT and the arteriography. A gelatin coated knitted
Dacron graft (20 X 10 mm GelseaFM) was used for Y
grafting. The distal ends of the graft were bilaterally
anastomosed to the external iliac arteries. Since the
left internal iliac artery had no back flow, the left
internal iliac artery was considered occluded at the
peripheral portion. For this reason, reconstruction of
the internal iliac artery was performed only on the
right side. (Fig. 3) The patient's postoperative course
was uneventful, and he was discharged on the 14th
postoperative day.

DISCUSSION

Isolated atherosclerotic aneurysms ansmg from
hypogastric arteries are rare, with a reported inci
dence of only 0.4% among all atherosclerotic aneu
rysms. l

) Because isolated iliac artery aneurysms are
located deep in the pelvis, they are rarely discovered
during ordinary examination.

Early diagnosis is difficult because these lesions are
usually asymptomatic. The most frequent symptoms
are gastrointestinaP·6) (nausea, vomiting, constipa
tion) and genitourinary.7) Less frequently, vascular
complications8
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) such as an A-V fistula, pelvic pain,
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Fig. 1. a, b. Three-dimensional computed tomography. The figure has been
constructed from the CT-section. The right iliac artery aneurysm can be clearly
recognized at the site denoted by RCIA, and the left one extends deep into the
pelvic cavity as denoted by LIlA. Abd Ao: Abdominal aorta, SMA: Superior
mesenteric artery, IMA: Inferior mesenteric artery, RCIA: right common iliac
artery, RIlA: right internal iliac artery, LIlA: left internal iliac artery, FA:
femoral artery.
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Fig. 2. Arteriography. Bilateral iliac artery aneurysms are similarly
recognizable but the left internal iliac artery is less visualized in compari
son with the three-dimensional CT scan. LClA: Left common iliac artery.
Other abbreviations are the same as in Fig. 1.

JilL,

Fig. 3. Y-grafting and reconstruction of the right internal iliac artery. The
proximal anastomosis is at the abdominal aorta (left) and the right internal
iliac artery has been reconstructed as shown by the asterisk (*).
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or thrombosis and neurological signs2
) have been

noted. Our case presented only constipation.
The major complication of such aneurysms is

rupture into the bowel, retroperitoneal space, or
abdominal cavity. The mortality rate in elective
operations is 33.3%/°) and though rupture might
necessitate emergent procedures, the mortality rate
climbs higher: 75%.11)

Diagnosis was made using plain radiography of the
abdomen and pelvis, CT with contrast enhancement,
and arteriography. Arteriography definitively estab
lish a diagnosis of isolated iliac artery aneurysm.

We also found three-dimensional CT to be useful.
The helical CT scan has some advantages: the
images are clearer than a three dimensional recon
struction from conventional CT images with the use
of a smaller. amount of contrast medium. It can be
performed with shorter scan time, and at arbitrary
positions. The contrast medium is given intravenous
ly, and complications due to arterial puncture can be
avoided. Therefore, three-dimensional CT is applied
in many instances of vascular diseases. In addition,
the relationship between the aneurysm and other
organs in the pelvic cavity is easily recognized, as
shown in this case.

Surgical treatment should be carried out as soon as
possible, because of the high possibility of rupture
and ensuing high mortality rate in such cases. Extir
pation of the aneurysm and reconstruction of the
internal iliac artery has been recommended. How
ever, in most cases, the aneurysms might show tight
adhesions to adjacent structures, making complete
removal impossible. For this reason, the aneurysm
may be ligated at the proximal end. However, in the
case of a bilateral iliac artery aneurysm involving the
internal iliac artery as in the present case, ischemia
of pelvic organs is to be prevented. According to
Urayama et alY) ischemic colitis and/or sexual
dysfunction was shown to occur in 50% of patients
who underwent bilateral ligation. We reconstructed
only the right internal iliac artery, because the distal
anastomotic site of left internal artery was deep in
the pelvic cavity, and the peripheral site of the artery
was thought to be occluded. The patient in this case
has not developed symptoms of ischemic colitis or
sexual dysfunction.

CONCLUSION

We encountered a case of a bilateral internal iliac

artery aneurysm. Three-dimensional CT proved more
useful in making a definitive diagnosis and seeing the
extension and relation to the surrounding tissues than
arteriography.
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