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ABSTRACT

A 91-year-old man was referred for an asymptomatic saccular left external iliac aneurysm. Comorbidities included hy-
pertension, hyperlipidemia, peripheral arterial disease, prior radical prostatectomy with bilateral pelvic lymphadenec-
tomy for prostate cancer, left partial nephrectomy for small renal cell carcinoma, and fundoplication for Barrett's
esophagus. Review of prior computed tomography scan of the abdomen revealed that the aneurysm had been present
for the last 24 years (measuring 1.6 cm in 1999) with slow growth until 2023 (measuring 2 cm). On surveillance imaging the
next year, the maximum diameter had increased to 2.8 cm. He was treated successfully with an endograft limb. Isolated
external iliac artery aneurysms are extremely rare, and this single case report supports that these have a very slow growth

rate. (J Vasc Surg Cases Innov Tech 2025;11:101791.)
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External iliac artery (EIA) aneurysms are exceedingly
rare.! There are fewer than 50 total cases published in
literature, and the majority have presented with
compressive symptoms or rupture.’ Rupture is associ-
ated with a high mortality and has been reported at a
size as small as 40 mm.' There are no reports on the
growth rate of these aneurysms, and this case supports
literature that suggests that the growth of EIA aneurysm
is slow. The patient consented to the publication of this
case report.

CASE REPORT

A 9l-year-old man was referred for an asymptomatic left
external iliac aneurysm. He was previously managed for multi-
factorial left ankle wounds in 2023 when the ankle-brachial in-
dex on the left was 0.75 and ankle pressures were 94 mm Hg.
At the time, he underwent a diagnostic angiogram that demon-
strated the EIA aneurysm (Fig 1), as well as peripheral arterial dis-
ease, calcific popliteal artery occlusion, and reconstitution of the
tibial arteries in the mid leg. Comorbidities included hyperten-
sion, hyperlipidemia, peripheral arterial disease, prior radical
prostatectomy with bilateral pelvic lymphadenectomy for pros-
tate cancer, left partial nephrectomy for small renal cell carci-
noma, and fundoplication for Barrett's esophagus. He lived in
assisted living, had a good quality of life with family support,
and was ambulatory with some limitation owing to ankle and
knee pain from prior orthopedic surgery. The wounds healed
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Fig 1. Centerline reconstruction of computed tomogra-
phy images of the abdomen of an external iliac artery (EIA)

aneurysm, on retrospective review present in 1999,
remained unchanged in size until 2023, with subsequent
enlargement.

with best medical management for peripheral arterial disease
and wound care.

Review of prior computed tomography scan of the abdomen
revealed that the aneurysm had been present for the last
24 years (since 1999) (Fig 2). The EIA aneurysm enlarged by
2 mm between 1999 and 2005 and another 2 mm between
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Fig 2. Saccular morphology from intraoperative angiography prior to endovascular repair.
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Fig 3. Saccular 2.8-cm external iliac artery (EIA) aneurysm, centerline reconstruction, and endovascular repair
with retrograde covered 16 mm x 145 mm x 10 mm Gore iliac limb stent graft placement.

2005 and 2023, after which there was more rapid change of
8 mm in the next year (Fig 2). There was no immediate concern
for a mycotic etiology.

Thus, on surveillance imaging in 1 year, the maximum diam-
eter had increased to 2.8 cm from 1.6 cm, and was of a saccular
morphology. He was referred to vascular surgery, and we
advised repair owing to its morphology and continued growth.
Aneurysm characteristics were suitable for endovascular repair.
Retrograde ipsilateral iliac access was obtained with a

micropuncture needle under ultrasound guidance, initial place-
ment of a 6F sheath for diagnostic angiogram (Fig 3), upsized to
a 12F Gore (W. L. Gore & Associates, Flagstaff, AZ) Dryseal sheath
for stent deployment. The angiogram demonstrated no concur-
rent or contralateral aneurysmal disease. He was successfully
treated with exclusion of the aneurysm by a covered 16 mm x
145 mm x 10 mm Gore iliac limb stent graft (Fig 3). The distal
end of the endograft limb was landed 3 cm proximal to the
hip joint, and the sheath was withdrawn proximally into the
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Table. All published reports on external iliac arte

Tanaka et al 2022 Bilateral external 31 M Claudication, No
iliac artery hip pain
aneurysm in a
young man

York et al 3

NR Bilateral 11,35 Fusiform,
EIA atherosclerotic

Open repair, 10, 8 mm
resection with tube PTFE
graft replacement

Teran et al 1989 Embolomycotic 33 F Unilateral No
aneurysm of hydronephrosis
external iliac artery: and LE edema
producing
ipsilateral

hydronephrosis and
venous insufficiency

Step viridans R EIA 15 Mycotic Resection, NR

extraperitoneal left
EIA to right femoral
artery bypass with
knitted Dacron graft

endocarditis

Hirai et al 2023 Anesthetic 47 M Right femoral No
management of swelling

external iliac artery

transection in a

morbidly obese

patient with

Klippel-Trenaunay-

Weber syndrome: a

case report

Klippel-Trénaunay R EIA 2 Klippel- R EIA transection NR
syndrome, status Trenaunay

post R femur syndrome

amputation

Desai et al 2013 Arteriojejunal fistula 54 F Hematochezia Yes
presenting with and
recurrent obscure lightheadedness

Gl hemorrhage in a
patient with a failed
pancreas allograft

ESRD, TIDM; status R EIA NR EIA-jejunal
post renal and fistula
pancreas transplant,

diffuse large B-cell

lymphoma,

Covered stent (iCast NR
7 mm x 59 mm)

Kajikawa et al 1995 Rupture of an 58 F Hematuria Yes
external iliac artery

aneurysm into the

bladder: a case

report and review of

the literature

Uterine cancer: REIA NR Mycotic
neurogenic bladder;

R nephrectomy:

status post

vesicocecal fistula

closure

Open, common PTFE
iliac-femoral bypass

van de 2019 External iliac artery 65 M Left leg swelling No
Luijtgaarden aneurysm causing
etal severe venous
obstruction

NR LEIA 35 Fusiform,
atherosclerotic

Excision, tube graft NR
replacement

Smith et al 20m

lliac artery 74 [ Hip pain Yes
pseudoaneurysm

rupture following

excision of an

infected hip

prosthesis

Staphylococcus LEIA 3 Mycotic Open repair, Reversed
epidermidis resection and saphenous
infection with reconstruction vein graft
infected total hip

arthroplasty

(Continued on next page)
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Urdangarain 2006 Obstructive anuria 76 M Lumbar pain No
etal secondary to left and anuria
external iliac artery
aneurysm

Solitary kidney L EIA NR NR Open repair NR

Whittaker et al 2008 Endovascular repair 85 ¥ Colicky No
of a primary iliac- abdominal pain,

cecal fistula bleeding per

presenting with rectum

gastrointestinal

hemorrhage

HTN, status post REIA 6 Mycotic Covered stent NR
nephrectomy for (12 mm x 30 mm
pyelonephritis ‘Wallgraft)

Ozturk et al 2010 Spontaneous NR, 1 NR NR No
thrombosis of a patient

saccular iliac artery

aneurysm induced

by overlapping self-

expandable

metallic stents

NR EIA NR Saccular NR NR

aneurysm

Brunkwall et al 1989 Solitary aneurysms NR, 1 NR NR No
of the iliac arterial patient
system: an estimate
of their frequency
of occurrence

NR EIA NR NR NR NR

Kalko et al 2005 The surgical NR. 16 NR NR No
treatment of patients

arterial aneurysms

in Behcet disease: a

report of 16 patients

NR EIA NR Behgets Ligation, NR
femorofemoral
bypass

distal EIA for deployment of the endograft limb. He is doing well
8 months postoperatively. Postprocedure computed tomogra-
phy angiography revealed a good technical result with a patent
stent graft and no dissection or endoleak. Further surveillance is
planned with yearly arterial duplex examination.

DISCUSSION

Isolated EIA aneurysms are extremely rare, and this pa-
tient's case report who had imaging follow-up over
25 years before repair, supporting that these have a
very slow growth rate. The average size of the EIA in
the United States is reported to be 6.7 = 0.7 mm in

men and 65 * 19 in women® Reports on EIA
aneurysm note aneurysm sizes that vary from 3 to
8 cm, and most report a saccular morphology (Table).
There are no published reports of the growth rate of
EIA aneurysm."?? Rupture is reported to a size of 4 cm,
so repair at a size of 3 cm seems reasonable. Repair is
also indicated if there is growth, saccular morphology,
or a symptomatic presentation. Embryologically, the
EIA is derived from the iliofemoral system, and the
common and internal iliac arteries develop from the
sciatic axial artery; this may explain the rarity of
aneurysmal degeneration of this artery. Most of the
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literature on the subject is from the European Society for
Vascular Surgery recommendations for common iliac
artery aneurysms that recommend a treatment cut-off
for treatment was set at 4 cm.”>?* In a systematic review
of iliac aneurysms by Charisis et al,> only two common
iliac artery aneurysms ever reported ruptured when
smaller than 4 cm (3.4 cm and 3.8 cm). One of them
was found in a cadaver. In the internal iliac artery, which
has even smaller diameter. Laine et al*® reported four
patients with rupture at smaller than 3 cm and three at
smaller than 4 cm. These authors suggest EIA aneurysms
could be treated for a diameter of 3.5 cm.

In our patient, the etiology was likely degenerative, and
endovascular repair was performed owing to the pa-
tient's age and comorbidities. Anatomical criteria,
including the location of the aneurysm, which was
sufficiently away from the inguinal ligament, allowed a
self-expandable stent landing zone conducive to endo-
vascular repair. The average age reported for EIA aneu-
rysm is 58 years (range, 27-85 years) and affects
predominantly males. Etiologies include cystic medial
necrosis, atherosclerosis, fibromuscular  dysplasia,
trauma, immunoglobulin G4 disease, and mycotic aneu-
rysms.?? Open reconstruction, interposition grafting
with polytetrafluoroethylene/Dacron, and endovascular
repair (with self-expanding Wallgraft and balloon
expandable i-Cast stent grafts) has been reported
(Table). Elective repair is safe and effective, with excellent
patency. Extraperitoneal rupture of an atherosclerotic
aneurysm or fistulization to the bladder or bowel are
associated with mortality. Details of the published case
reports are listed in Table.

CONCLUSIONS

EIA aneurysms extremely rare and are reported more
commonly in males. Based on our case report, the
growth rate seems to be slow; however, elective repair
is advised to prevent morbidity and mortality owing to
rupture. We recommend repair at a size of 3.5 cm, or at
any size if symptomatic or enlarging.
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