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A B S T R A C T   

Traumatic pelvic arteriovenous fistulas (AVFs) are exceedingly rare and can lead to significant morbidity. Herein, 
we describe the case of a 31 year-old male who presented with two months of recurrent gross hematuria 
following a gluteal gun-shot wound and was found to have a right internal iliac AVF. To our knowledge, this is 
the first reported case of a post traumatic pelvic AVF presenting with gross hematuria.   

1. Introduction 

While not frequently encountered, traumatic arteriovenous fistulas 
(AVFs) are most commonly found within the neck, mediastinum, and 
extremities. AVFs within the abdomen and pelvis are rare and accounted 
for less than 4% in one large series.1 Here we present an unusual case of 
a post traumatic AVF of the internal iliac artery that presented with 
intermittent gross hematuria two months after sustaining a pelvic 
gun-shot wound. 

2. Case presentation 

A 31 year-old male presented with a left gluteal gun-shot wound and 
immediate gross hematuria. After transfer to our Level 1 trauma center, 
a CT scan demonstrated a right pelvic retroperitoneal hematoma and 
right posterior acetabular fracture. There was fluid noted within the 
pelvis and the trajectory of the bullet was potentially intrabdominal 
leading to the decision for exploratory laparotomy. Urology performed a 
retrograde urethrogram and cystogram intraoperatively and found no 
evidence of urethral disruption or bladder injury/leak. A 16 Fr catheter 
was placed without difficulty. 

The trauma team then proceeded with exploratory laparotomy and 
found the right pelvic hematoma was not expanding. No other injuries 

were noted, and the abdomen was closed. 
The following day the patient had persistent gross hematuria 

prompting CT cystogram that once again demonstrated no bladder leak 
but increase in size of the pelvic hematoma between the obturator and 
bladder wall. He remained stable with conservative management and 
serial hemoglobin and hematocrit monitoring. His urine color improved 
to light pink. The catheter was removed after three days and he passed 
his void trial. His acetabular fracture was managed conservatively by 
orthopedic surgery. He was discharged home after he passed surgical 
milestones. 

He returned two months later with recurrent gross hematuria and 
was scheduled for cystoscopy and cystogram in the operating room 
(Fig. 1). On cystoscopy, a large clot was evacuated and a small os was 
noted on the right lateral bladder wall with a small outpouching. No 
overt extravasation was present on cystogram, nor was there any 
extravasation when contrast was injected via 5 French open-ended 
catheter at the opening of this os. His urine quickly cleared but he 
returned two weeks later with sudden onset hematuria and clot reten-
tion. He was taken back to the operating room for repeat cystoscopy 
which once again demonstrated no acute lesions or bleeding; however, a 
bulge was noted along the right lateral wall with a very small os at the 
center.  
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Given the persistent hematuria and cystoscopic findings, a CT angi-
ography was obtained and revealed a blush concerning for right internal 
iliac arteriovenous fistula (Fig. 2). He was taken by interventional 
radiology for angiogram and coiling the next day. They deployed Azur 
CX 18 detachable coils X4 and Boston Scientific Interlock coils with near 
complete stasis (Fig. 3). He recovered well and his catheter was removed 
without further gross hematuria. On clinic follow up two months later he 
did not have any further gross hematuria. 

3. Discussion 

While there are reports of iatrogenic AVFs post renal biopsy diag-
nosed by persistent gross hematuria, to our knowledge this is the first 
reported case of a traumatic pelvic AVF presenting with gross hematu-
ria.2 An estimated 70% of traumatic AVF are diagnosed in a delayed 
fashion as in this instance.3 Diagnosis of a pelvic AVF may necessitate a 
high suspicion of AVF. The classic physical exam findings are a bruit or 
pulsatile mass. Indeed, in a large series of 202 AVF patients, 96% had a 
machinery type murmur.1,3 Nonetheless, these physical exam findings 
are far less reliable in pelvic AVFs and, notably, the aforementioned 
series had only one AVF in the pelvis. CT angiography has been found to 
have a sensitivity of 90–100% and specificity of 98–100%.4 Digital 
subtraction angiography done in the interventional radiology suite re-
mains the gold standard for diagnosis of AVF and also allows for 
embolization. 

4. Conclusion 

Post traumatic pelvic AVFs pose a diagnostic challenge and can lead 
to significant morbidity due to continued left to right sided shunting of 
blood.5 Given multiple negative cystograms, this case outlines the 
importance of a high index of suspicion for vascular malformation in a 
patient with pelvic hematoma near the lateral bladder wall and con-
current unexplained hematuria. 

Consent for publication 

Informed consent for the publication of the details and images 
included in this manuscript was obtained from the patient whose clinical 
case is described in this report. 

Fig. 1. Cystogram. A) 5Fr open ended catheter (arrow) directed contrast injection at site of right bladder wall. B) Cystogram without evidence of extravasation.  

Fig. 2. CT angiography. A) Blush in AVF. B) Active extravasation within AVF. 
C) Early draining vein consistent with AVF. 
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Fig. 3. Angiogram. A) Microcatheter injecting within AVF demonstrating active extravasation. B) Coil embolization of AVF.  
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