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INTRODUCTION

Radical cystectomy represents the gold standard treatment for muscle-invasive blad-
der cancer and ileal conduit (IC), first described by Bricker in 1950, continues to 
be one of the most common forms of urinary diversion. Nevertheless, the rate of 

early (infections, fistulas and bleeding) and late (parastomal hernia, ureteral/ileal stenosis, 
urolithiasis and deterioration of kidney function) reaches up to 66%.(1) In the literature, the 
uretero-arterial fistulas, as well as the aorto/iliac-ureteral fistula, are reported as complica-
tions of pelvic surgery or radiotherapy,(2) and ureteral or endovascular stenting.(3,4) Ishibashi 
and colleagues(5) described a case of aorto-ileal-conduit fistula but, to our knowledge, this is 
the first case of fistula between ureter and inferior vena cava (IVC).

CASE REPORT
We report the case of a 68-year-old woman who has underwent cystectomy and pelvic lym-
phadenectomy with Bricker IC for a muscle-invasive-high grade urothelial bladder cancer. 
Computed tomography-urography (CTU) performed for the onset of fever forty days after 
surgery, revealed a thrombus in the lumen of the IVC at the level of right ureteral anastomosis 
(Figure 1A) with a urinary fistula between the ureter and IVC (Figure 1B; arrow indicates the 
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passage of iodinated urine in the lumen of the IVC through 
the fistula). The examination excluded abdominal fluid col-
lections; pulmonary microembolism was also present. Due 
to the high surgical risk, we decided to perform a conserva-
tive treatment to allow the complete exclusion of the urinary 
system and the treatment of IVC thrombosis and pulmonary 

microembolism. Therefore, nephrostomy and anterograde 
ureteral stent were positioned in addition to the anticoagu-
lant/antimicrobial therapy. After one month, the CTU per-
formed prior to the ureteral stent removal demonstrated the 
complete healing of the IVC wall (Figure 2A, arrow) and the 
absence of the passage of iodinated urine in the lumen of the 
vein (Figure 2B). The anterograde pyelography, carried out 
without ureteral stent, confirmed the complete resolution of 
the fistula with regular flow of the iodinated urine in the IC 
(Figure 3).

DISCUSSION
Notably, our case stands out because the patient did not 
show the typical sign of a urinary-vascular fistula, i.e. he-
maturia, but only nonspecific clinical sign such as fever; this 
presentation made the clinical diagnosis more challenging. 
It has been shown that pelvic lymph node dissection (PLND) 
has a staging and, maybe, therapeutic role in the treatment 
of muscle-invasive bladder cancer;(6,7) in this case, we per-
formed an extended PLND up to the IVC, which was prob-
ably damaged in its wall during the dissection. Endoluminal 
thrombosis, as a result of an ulcer in the wall of the vein, 
prevented the bleeding in the ureter (avoiding the hematuria) 
and limited the spreading of the urine through the fistula.
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Figure 1. Inferior vena cava with thrombus in the lumen at the level 
of right ureteral anastomosis, arrow highlights the urinary fistula 
between the ureter and inferior vena cava.

Figure 2. Computed tomography-urography performed prior 
to the ureteral stent removal, note the complete healing of the 
inferior vena cava wall.

Figure 3. Anterograde pyelography without ureteral stent, com-
plete resolution of the fistula.
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