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Introduction
Hypogastric artery aneurysms are an uncommon entity. 

The estimated incidence in general population is about 0, 03% 
[1].  It is more frequent in association with abdominal aortic 
aneurysm, where the incidence rises up to 0, 4% - 5% or with 
common iliac artery aneurysm, where the incidence grows up 
to 29% [2]. The incidence increases with the age and the male 
gender [3]. 

We de ine a hypogastric artery aneurysm those larger than 
20 mm. They are generally asymptomatic. When they give 
clinical signs and symptoms, those are consequence of growth 
and the compression of pelvic structures (genitourinary 
obstruction, venous or nervous compression…) or the 
rupture of the aneurysm [4,5]. In case of IIAA ruptured, the 
mortality rises up to 30% [5]. There is discordance between 
the diameter of the aneurysm and the rupture risk. Although 
there is no consensus about which is the recommended 
treating diameter in asymptomatic IIAA, it has been suggested 
to treat those that exceed 30-35 mm size [6].  

Summary

Hypogastric artery aneurysms are an uncommon entity. When the diameter achieves > 30-35 
mm, they should be treated. Endovascular repair may be considered as fi rst line therapy. One 
therapeutic option for internal iliac artery aneurysm exclusion is its embolization with or without 
covering the ostium with a covered stent. They may be some complications when it is not, as a 
distal coil migration that may produce ischemic symptoms.

We are presenting a 73-years-old male admitted to hospital with an acute right lower limb 
ischemia caused by a coil migration. He recently underwent a right hypogastric artery aneurysm 
endovascular treatment by coil embolization without covering the hypogastric ostium with a 
covered stent. The patient underwent an emergency surgery to remove the coil by a transfemoral 
surgical approach with posterior thrombectomy of the secondary thrombus. Actually, he remains 
asymptomatic and with right posterior tibial pulse. 

Covered stent placement at the common iliac artery and external iliac artery could be the 
best option to avoid the risk of aneurysm rupture caused by endotension and the risk of distal coil 
migration.

Actually, due to the low incidence and the absence of large 
case series, it cannot be established and standardized the 
treatment for IIAA. It is dif icult to get larger series to achieve 
conclusions due to the low incidence of IIAA. 

The classic treatment was the exclusion of the aneurysm 
with the proximal ligation of the hypogastric artery or the 
aneurismoraphy. However, in the recent years, endovascular 
treatment has replaced the open surgery and it must be 
considered as irst therapeutic option [7]. 

We report a right lower limb ischemia caused by a coil 
migration in a patient who recently underwent a right 
hypogastric artery aneurysm endovascular treatment. 

Case report 
A 73-years-old male was admitted to the hospital with an 

asymptomatic right hypogastric aneurysm (IIAA), which had a 
maximum diameter of 30 mm. The length of proximal neck was 
7 mm and it did not have distal neck. He had also hypertension, 

https://crossmark.crossref.org/dialog/?doi=10.29328/journal.acr.1001045&domain=pdf&date_stamp=2021-02-10


Limb ischemia after coil migration used for a hypogastric aneurysm embolization

https://www.heighpubs.org/hjcr 005https://doi.org/10.29328/journal.acr.1001045

dyslipidemia, chronic heart failure due to a previous ischemic 
heart attack complication and an asymptomatic abdominal 
aorta aneurysm (AAA) which had a maximum diameter of 
33mm, treated endovascularly. 

The aneurysm sac was embolized with three coil sized 20 
mm x 10 cm and two coils of 8 mm x 10 cm. There were no 
perioperative complications and the patient was discharged 
two days after de procedure.

Three weeks after the surgery, the patient came into the 
emergency service. He refereed short distance intermittent 
claudication worsening until rest pain apparition in the last 
twelve hours.   

Physical examination showed pulses absent at the right 
lower limb with a pale and cold foot. Sensitivity and mobility 
were preserved.

A duplex-US was performed showing an EIA (External iliac 
artery) occlusion with a hyperecogenic and linear image with 
posterior reinforcement at the right distal external iliac and 
proximal common femoral arteries with distal recanalization 
at the CFA (Common femoral artery) which showed a 
monophasic waveform.

A contrast-enhanced CT-scan was done to complete the 
study. It con irmed the EIA occlusion with distal recanalization 
at the CFA and showed a coil migration from the right 
hypogastric artery to the EIA (Figure 1).

The patient underwent an emergency surgery to remove 
the coil by a transfemoral surgical approach with posterior 
thrombectomy of the secondary thrombus. At the end of the 
procedure, the patient had palpable right posterior tibial 
pulse (Figure 2).

The patient was discharged 48 hours after the surgical 
intervention without presenting any complication. The 
patient is currently being monitored as an outpatient and 6 
weeks later remains asymptomatic and with right posterior 
tibial pulse. 

Discussion
As in the endovascular treatment of the abdominal aortic 

aneurysm, IIAA anatomy is essential to opt for an endovascular 
choice [8,9].  

Proximal and distal landing zone of hypogastric aneurysm 
are essential for a proper endovascular device ixation. The 
endovascular surgical options are the following: 

- Aneurysm exclusion with a covered stent: It should be 
useful when there is a favorable proximal and distal 
landing zone (at least 14 mm) to guarantee the sealing

- Use of an iliac branch device: It is useful when there is a 
good distal hypogastric sealing zone, but not a proximal 
one 

Preservation of pelvic circulation is the aim of both 
techniques to avoid pelvic ischemic complications such as 
buttock claudication, erectile dysfunction, colonic ischemia 
and/or medullar ischemia.  

However, most of IIAA does not have a favorable anatomy 
for those techniques. Most authors agree the best treatment 
is the aneurysm sac embolization with coils to improve the 
thrombosis of the aneurysm [8,10]. Coils must be placed 
proximally to preserve the most collateral pelvic low possible 
and prevent the pelvic ischemia risk [7,8].

There are some discrepancies in the seal of the hypogastric 
ostium with a covered stent from common iliac artery to 
external iliac artery. Most authors agree on the stent placement 
to avoid distal embolization and to reduce the inner pressure 
of the sac and it possible rupture [10]. It should be a self-
expansible stent because they are more adaptable to the iliac 
tortuosity and keep radial force. 

We did not ind any clinical case previously published of 
accidentally distal coil migration to the iliofemoral segment 
after IIAA sac embolization.

In our case, it was decided not to implant a covered stent 
after embolization. As a complication, one coil was stucked into 
external iliac artery. Once diagnosticated the complication, 
different approach attitudes were considered: 

Figure 1: Urgent contrast-enhanced CT-scan sagittal view (a) and 3D-reconstruction 
(b) showing the coil migration, the coil extends from the right hypogastric to the 
common femoral artery along the external iliac artery. It can also be observed the 
correct hypogastric aneurysm exclusion with no endoleaks after embolization with coils.

Figure 2: Common femoral artery surgical approach and coil extraction through the 
transversal arteriotomy (a) and coil shape with some thrombus around it after being 
removed.
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- Endovascular coil remove by using a snare through a 
contralateral access, but it was refused because of the 
distal embolization risk 

- Coil endovascular exclusion against the wall by covered 
sent placement at the common femoral artery (CFA), 
but we refused this option as being a lexion zone and 
for future surgical options preservation

- Transfemoral surgical approach with posterior 
thrombectomy controlling distal low to avoid distal 
embolization 

Finally, the transfermoral surgiral approach was performed 
because it was the fastest avaliable and the most secure option 
to solve the acute ischemia avoiding future complications. 

Conclusion
Aneurysms of internal iliac artery are a rare entity. The 

widely accepted treatment in the IIAA when there is no 
proximal o distal favorable sealing zone is the aneurysm sac 
embolization. Covered stent placement at the common iliac 
artery and external iliac artery could be the best option to 
avoid the risk of aneurysm rupture caused by endotension 
and the risk of distal coil migration.
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