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ABSTRACT
This article describes a case of venous aneurysm that was incidentally found in the pelvic cavity of a 58-year-
old man who presented with dull epigastric pain. A midline pelvic, unilocular cystic mass with wall calcifica-
tion was found during ultrasonography and computed tomography. During excision surgery, the mass was
found to be lying within the mesosigmoid and pushing the sigmoid colon and rectum towards the right side.
It was attached posteriorly to the anterior wall of the sacrum and it extended inferiorly almost to the trigone
of the urinary bladder. There were multiple feeding vessels from the left internal iliac vessels. Subsequent
pathological examination confirmed the mass to be a venous aneurysm.
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CLINICAL DETAILS
A 58-year-old man presented to the Kwong Wah
Hospital in October 2003 after having had dull right
upper-quadrant pain for 1 month. The patient did not
complain of pelvic pain, and results from blood investi-
gations were normal. Plain radiography showed a large
soft-tissue mass in the pelvic cavity. Ultrasonography
of the pelvis revealed a complex cystic mass with
nodular mural components (Figure 1).

Computed tomography (CT) of the abdomen and
pelvis showed a 10-cm unilocular cystic mass in the
midline of the pelvic cavity. The mass had a smooth
outer wall with a few focal specks of calcification
(Figure 2a). The inner wall showed nodular soft-tissue
densities. Major enhancement of the wall of the mass
was not detected after the administration of intra-
venous contrast (Figure 2b). The mass indented the pos-
terior wall of the urinary bladder, which was displaced
anteriorly, and both were separated by an intervening
fat plane. The rectum and sigmoid colon were com-
pressed and displaced to the right side of the pelvic
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cavity. The mass also abutted against the superior
sacrum. The internal iliac vessels ran along the poste-
rolateral wall of the mass, while the left external iliac
vein was adjacent only for a very short course. The
ureters ran along its anteroinferior wall and entered the
bladder unobstructed. The prostate gland appeared
normal.

Because the tumour was midline in location and had
close contact with the sacrum, we considered it to be a
neurogenic tumour arising from the sacral nerves.
Owing to the peripheral soft-tissue component and
surface calcification, teratoma was also a considerat-
ion. Other differential diagnoses included a benign

Figure 1. Ultrasonogram of the pelvis showing a complex cystic
mass with a solid internal component.
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Figure 3. Photomicrographs showing (a) a densely hyalinised fi-
brous wall (black arrow) with partially organised blood and fibrin
clots within the lumen; (b) focal areas of ossification (white arrow)
within the wall; and (c) the vasa vasorum adjoining the cyst wall
(arrowhead) [haematoxylin and eosin; high-power magnification].

Figure 2. Computed tomograms at the level of the pelvic brim
showing a 10-cm midline unilocular cystic mass: (a) non-contrast
scan showing a smooth outer wall with specks of calcification
(arrows), an inner wall with a nodular soft-tissue mural component;
and (b) contrast-enhanced scan showing no significant enhance-
ment of the wall of the cystic mass. The mass indented the poste-
rior wall of the urinary bladder, which was displaced anteriorly and
both were separated by an intervening fat plane.

retroperitoneal cyst, such as lymphangioma, mesenteric
cyst, or tail-gut cyst.

During excision surgery, the mass was found to be
lying within the mesosigmoid and pushing the sigmoid
colon and rectum towards the right side. It was attached
posteriorly to the anterior wall of the sacrum and it
extended inferiorly almost to the trigone of the urinary
bladder. There were multiple feeding vessels from the
left internal iliac vessels. No invasion to the bladder,
colon, or rectum was observed. The lumen contained
multiple organised blood clots and a chocolate-like fluid.

Mobilisation of the mass was difficult owing to the
extensive vascular supply. In addition, the mass was
partially adherent to the sacrum but without a surgical
plane between the two; hence, only partial excision
was performed. Part of the cyst wall was sent for

frozen-section pathological evaluation. The histologi-
cal diagnosis was fibrous tissue rimmed by xanthogranulo-
matous tissue without evidence of malignancy.

The gross specimen consisted of a cystic mass measur-
ing 11 x 8 cm. The external surface of the wall was
smooth and was covered in parts by light-yellow mem-
branous tissue. The inner surface contained blood clots
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and friable granular brownish debris. Microscopic
examination showed that the wall of the cyst was
approximately 5 mm thick and consisted of densely
hyalinised fibrous tissue (Figure 3a). The cystic wall
had focal areas of calcification and ossification (Figure
3b). Focal collections of foamy macrophages and
plasma-cell infiltrations were also seen in the wall.
A few medium-size thick-walled blood vessels and
occasional nerve fascicles were found in the fibrofatty
tissue that adjoined the cyst wall (Figure 3c), and a few
large veins were present in part of the wall. Partly
organised blood and fibrin clots were noted within the
lumen of the cyst. The final pathological diagnosis was
venous aneurysm with chronic inflammation and a partly
organised blood clot.

DISCUSSION
Venous aneurysms are unusual vascular abnormalities
that are rare, but may have important clinical sequelae.
As with their arterial counterpart, damage to the vessel
wall subsequently produces venous dilatation, even
under normal pressure. Venous aneurysm occurs much
less frequently than arterial aneurysm, probably because
of the pressure in the lumen. Congenital theories have
been put forward to explain the underlying aetiology.
For example, persistence of a remnant of the right vitel-
line vein during the development of the portal system
has been proposed as the origin of the superior me-
senteric venous aneurysm.1 Acquired weakening of the

vessel wall may be due to trauma, degenerative changes,
or inflammatory conditions. In superior mesenteric
venous aneurysm, acute pancreatitis may cause weak-
ening of the vessel wall due to lytic enzymes.2 Although
the exact aetiology of venous aneurysm is unknown,
multifactorial congenital and acquired causes probably
act singly or in combination. In 1969, Abbott3 classi-
fied venous aneurysm as congenital, acquired, primary,
or associated with arteriovenous communications.
Primary venous aneurysm is defined as aneurysm with-
out prior trauma, inflammatory disease, or arteriovenous
fistula.

In 1913, Osler4 reported the first case of venous aneu-
rysm in the axillary vein. Venous aneurysm can occur
throughout the venous system. The neck and central
thoracic veins are the most commonly encountered
locations. In contrast, iliac venous aneurysm is rare;
only 7 other cases have been published in the English
language (Table 1). Most patients were asymptomatic
(43%) and presented with incidental findings from
radiological investigations that were performed for other
reasons. Abdominal pain (29%), acute thrombosis with
swelling of lower limb (14%), and recurrent pulmonary
embolism (14%) were the other presenting symptoms.
The majority of iliac venous aneurysms (71%) were
larger them 4 cm.5-11 More than a half (57%) could
be diagnosed preoperatively by CT. In many cases, the
aneurysm could be demonstrated to be contiguous with

Table 1. Reports of iliac venous aneurysm.

Author, Sex/ Venous Largest Symptoms Thromboembolic Preoperative How diagnosis Operation
year age (y) origin diameter complication diagnosis was made

(cm)

Parer et al,5 F/23 Left external 10 Asymptomatic None Adnexal At operation Ligation of  bovine
1984 iliac cyst femoral-saphenous

arteriovenous shunt
(for haemodialysis)
proximal to the
aneurysm

Valdes et al,6 M/58 Left internal 10 Abdominal None Venous Computed Partial excision
1986 iliac pain aneurysm tomography
Hurwitz and M/69 Left external 8.8 Painful swelling Thrombosis Venous Computed Resection with
Gelabert,7 1989 iliac in lower limb aneurysm tomography prosthetic interposition
Postma et al,8 M/33 Left internal 3 Exercise Recurrent Venous Computed Ligation
1989 iliac intolerance and pulmonary aneurysm tomography

episodic embolism
haemoptysis

Petrunic et al,9 M/19 Left common 2.5 Abdominal Thrombosis Appendicitis At operation Resection with lateral
1997 iliac pain venorrhaphy
Fourneau F/21 Left external 10 Asymptomatic None Adnexal cyst At operation Resection with
et al,10 1998 iliac reconstruction
Banno et al,11 F/20 Left external 8 Asymptomatic None Venous Computed Resection with lateral
2004 iliac aneurysm tomography venorrhaphy
A Li et al, 2005 M/58 Left internal 10 Asymptomatic None Neurogenic Pathology Partial excision
(this study) iliac tumour
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the involved vein.6-8,11 In the patient in our case, the
aneurysm was located centrally and deep in the pelvis,
thereby posing a challenge in the diagnosis. CT can
also demonstrate the size and location of the lesion, as
well as the relationship to the adjacent structures.
Venography should be reserved for difficult cases or
when the vascular anatomy is required for operative
planning. Ours is the first reported case of internal iliac
venous aneurysm that presented as a cystic mass with
wall calcification and which was confirmed in sub-
sequent pathological examinations.

Iliac venous aneurysm may have important clinical
sequelae even if it is incidentally found. Large venous
aneurysms may pose a risk of rupture and thrombo-
embolism; pulmonary embolism can be life-threatening.
Three of the previously reported patients with iliac
venous aneurysms had a thromboembolic event.7-9 The
first reported case of internal iliac venous aneurysm
presented as recurrent pulmonary embolism.8 Once a
thromboembolic event or rupture occurs, surgical in-
tervention is required. Different surgical options that
are available include ligation, partial excision with
lateral venorrhaphy or autologous vein patch, and re-
section with or without venous reconstructions.6-11 If
complications have not occurred, prophylactic treat-
ment is controversial. In a review of 32 patients with
abdominal venous aneurysm by Calligaro et al,12 41%
of patients with abdominal aneurysm as small as 3 cm
had life-threatening complications; prophylactic
surgical intervention was proposed for low-risk patients.

In conclusion, venous aneurysms are relatively rare
vascular abnormalities but well documented in the
literature. The natural course, clinical progression, and

treatment options for pelvic iliac venous aneurysms are
not well defined. The presence of such a lesion may
pose a diagnostic challenge and should be considered
in the differential diagnosis of a pelvic cystic mass with
wall calcification.
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