
live donor it reaches 5%–13%7 and this increase is probably due

to the hyperplasia and intimal fibrosis at the anastomotic

sites, with compression and torsion of the anastomosis caused

by the regeneration of the implant.8 We believe that, despite

the absence of anastomosis, the growth of the lobe remaining

after the second procedure9 can cause rotation given the

presence of a large empty right subphrenic space and the lack

of natural means of fixation that were divided during surgery.

In addition, rapid hypertrophy with much earlier reoperation

decreases the number of adhesions in collaboration with

mobilization. The increasing use of new methods of liver

resection may be associated with an increase in the diagnosis

of this type of complications. To clarify, in this case it is

possible that partial resection of the vena cava at the origin of

the right and middle HV favors the development of this

complication by partially reducing the caliber of the vena cava.

Fixation of the falciform ligament should be considered in

order to maintain correct anatomical position. Logically, the

experience in this type of resection is generally limited, and

time will tell which technical steps should be improved to

minimize the number of negative outcomes.

The diagnosis and early treatment of a twisted suprahe-

patic vein is key and can be approached safely by hemodyna-

mics. This complication should be kept in mind in patients

with major resections and consequent contralateral hepatic

hypertrophy.10
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Intestinal Obstruction Secondary to Hypogastric

Artery Aneurysm§

Obstrucción intestinal secundaria a aneurisma de arteria hipogástrica

Aneurysms of the iliac vessels are relatively uncommon,

representing 0.4%–7%1 of abdominal aneurysms. The

symptoms caused by this entity are related to vascular

symptoms, such as pain or hemodynamic alterations. The
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clinical symptoms of constipation and intestinal obstruction

secondary to extrinsic compression of the colon or rectum by a

vascular mass are extremely rare.

We present the case of a 71-year-old male patient who had

been diagnosed 2 years earlier with abdominal aortic

aneurysm and thrombosed left hypogastric artery aneurysm,

treated with aortic–aortic bypass and ligation and exclusion of

the latter. One year later, due to pain in the left iliac fossa, an

endoleak of the hypogastric aneurysm was discovered; the sac

was closed and embolized using interventional radiology (coils

and biological glue), a procedure that needed to be repeated 8

months later for the same reason. Three months later, the

patient consulted in the emergency department, this time for

symptoms of constipation (but no difficulties for eliminating

gas from the anus) and oliguria in the previous 3 weeks, with

no other symptoms. A pelvic mass was palpated by rectal

examination, which was compressing the rectal ampulla on

the anterior and left sides; it was not pulsatile, suggestive of

extrinsic compression, with no pathological products. Abdo-

minal radiography showed mild dilatation of a few small

intestine loops and the colon up to the descending colon.

Ultrasound and angio-CT were performed, which demons-

trated a pelvic mass compatible with a large thrombosed

aneurysm of the left hypogastric artery filled with coils, which

was compressing the rectum and bladder, and mild left

hydronephrosis (Fig. 1). The patient was scheduled for surgery.

Through an abdominal incision, the peritoneum was retracted

until the retroperitoneum was reached. An incision was made

in the aneurysmal sac and the contents were extracted and

cleaned, and a bleeding point in the sac was sutured as well

(Fig. 2). On the first postoperative day, the patient was re-

operated due to bleeding in the psoas muscle, and hemostasis

was achieved. Pulmonary thromboembolism was also diag-

nosed, requiring the placement of a temporary filter in the

vena cava and anticoagulation with low-molecular-weight

heparins. Afterwards, the patient progressed favorably and

was discharged.

Aneurysms of the iliac system usually occur more

frequently in the common iliac vessels and usually as multiple

aneurysms.1 Isolated aneurysms of the internal iliac artery are

rare (2%–7% of abdominal aneurysms1–3). Many are due to

arteriosclerosis, although it has been suggested that the

replacement of an aortic aneurysm with a graft predisposes

patients for hypogastric artery aneurysms.3 These are more

frequent in older men. Urinary symptoms may appear as a

result of the extrinsic compression on the bladder or ureters,

or due to perianeurysmal fibrosis.4

Intestinal symptoms derived from this disease are uncom-

mon, and may be due to intestinal adhesions or stenosis after

the surgery of the aneurysm, postoperative intestinal ische-

mia, or bowel obstruction due to extrinsic compression.5 This

last mechanism is extremely rare, and only 4 cases2,3,6–10 have

been reported in the consulted literature. It should be

suspected in patients with constipation and a pulsatile mass

during digital rectal examination, although this sign is only

found in 55% of internal iliac artery aneurysms.1 This was not

the case in our patient since the aneurysm was already

thrombosed and treated endovascularly.

Endovascular treatment or surgery is recommended

(resection, ligation of arterial branches and vascular recons-

truction), since its natural course is progressive expansion and

rupture.2 In fact, when the latter occurs, there is high

mortality, since they are usually located deep within the

pelvis and difficult to resolve during bleeding. In our patient

with bowel obstruction due to mass effect, repeating the

Fig. 1 – CT: aneurysm of the hypogastric artery

compressing the rectum (sagittal view).

Fig. 2 – CT: aneurysm of the hypogastric artery

compressing the rectum (axial view).
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endovascular treatment did not make sense, so we opted for

surgery. This disease must be considered in the differential

diagnosis of intestinal obstruction. They should be considered

abdominal emergencies, and elective surgery should be

performed in those that are 3.5 cm in diameter.3
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Bilateral Retroperitoneal Hibernoma Identified by

I-MIBG SPECT/CT in a Patient With Single

Pheochromocytoma§

Hibernoma retroperitoneal bilateral identificado por I-MIBG
SPECT/TC en un paciente con feocromocitoma unilateral

Hibernomas are extremely rare benign tumors that arise from

vestigial remnants of brown adipose tissue. Their characte-

ristic color is due to the presence of numerous pleomorphic

mitochondria and significant vascular irrigation.1 In adults,

hibernomas are more common in men, with a maximum

incidence in the third and fourth decades of life. Their function

is thermoregulatory, and they are found more frequently in

the central parts of the body, where brown adipocytes

accumulate2: mediastinal, retroperitoneal, cervical, axillary

and interscapular.3 In most cases, hibernomas present as

asymptomatic masses. However, they may present as inci-

dental findings on imaging tests, rarely causing symptoms

related to the compression of adjacent structures.4 Unlike

adipose tissue, brown fat contains abundant phospholipids

and glycogen, which are metabolized5 and supply energy,

which is obtained in the form of heat. This capability depends

on the presence of abundant mitochondria and the expression

of UCP1 (uncoupling protein 1). In addition, it also differs from

adipose fat by having significant innervation. Pheochromocy-

toma, a pathological condition characterized by high adre-

nergic activation, has been associated with hibernomas,6 and

most cases are discovered incidentally on contrast imaging

tests, which indicates that the expression of UCP1 can be

induced in certain tumors7 and metabolic alterations.8

§ Please cite this article as: Lévano-Linares DC, Ruiz-Tovar J, Garcı́a Muñoz-Najar A, Familiar V, Durán Poveda M. Un caso raro de
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