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Introduction
Physiologically, urine does not contain blood, so 

the presence of erythrocytes in the urine is defined as 
hematuria. From a quantitative and qualitative point 
of view, hematuria can be classified into microscopic 
hematuria when are lost more than 3000 erythrocytes/
minute or macroscopic hematuria when the hematic 
loss is over 1 million erythrocytes per minute and the 
blood is visible in the urine.

In most cases hematuria is due to a urinary tract pa-

thology, but besides it may also have a systemic cause 
or nephrologic disease.

Thus, hematuria may be caused by systemic disor-
ders such as: atherosclerosis, microbial endocarditis 
(causing renal infarction), leukemia, haemolytic uremic 
syndrome, haemophilia, septicemia, CID, lupus and 
many others.

Among the major nephrologic pathologies that 
cause hematuria include nephrotic syndrome, glomer-
ulonephritis, Goodpasture syndrome, Genoch-Schon-

Correspondence: Dr. L. Maxim 
Urology departement, Urology Clinic, Country emergency Clinical Hospital Braşov 
Str. Oltet Nr 2 
500152 Braşov, Braşov County  
Tel: 0751258383 
e-mail: maxim.laurian@yahoo.com

Abstract

Macroscopic hematuria is a situation that the urologist faces frequently being the symptom that alerts the patient and 
brings him to the hospital. Its evolution may be slow or may be fulminating, the patient presenting to the emergency 
room with altered general condition, hemodynamic instability or acute urinary retention, requiring adequate man-
agement to be instituted as quickly as possible. Most of the times the etiology of hematuria is determined rapidly, 
but there are also situations in which, despite multiple investigations, the cause can not be detected, so we choose to 
present a rare case of macroscopic hematuria with undetermined etiology.
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kidney papillary necrosis, Berger’s disease, etc. Most of 
these pathologies associate hematuria with symptoms 
such as edema, high blood pressure, acute or chronic 
kidney failure and oliguria.

From a urological point of view, hematuria may be 
caused by a lithiasic, inflammatory, neoplasic or trau-
matic pathology.

Neoplasic pathology is complex and in principle 
is characterized by the presence of hematuria. In the 
case of parenchymal renal tumors, hematuria is total, 
spontaneous, and most often associated with neopla-
sic consumption syndrome. In the case of high ureteral 
tumors, hematuria occurs in more than 90% of cases [1]. 
Bladder tumors are also characterized by macroscopic 
hematuria, more abundant and repeated in superficial 
bladder tumors than infiltrative tumors, where it is less 
dramatic but accompanied by severe anemia. Also, he-
maturia may be caused by prostate cancer or volumi-
nous prostate adenoma.

In renal trauma, hematuria may be of high intensity 
or may even be microscopic hematuria, all depending 
on the severity of the lesion.

Hematuria is the symptom that frequently brings 
the patient to the hospital and is a diagnostic and ther-
apeutic urgency when it causes obstruction of urine 
emissions or when it puts the patient’s life in danger 
through hemodynamic instability.

 Diagnosis of hematuria is clinical,  with labora-
tory, imagistic and endoscopic investigations to deter-
mine the cause of hematuria. In the first phase urinary 
sediment is important because it can make a difference 
between glomerular or non-glomerular hematuria 

[2]. From the imagistic point of view, the fastest, most 
harmless and orientative is abdominal ultrasound that 
evaluates the appearance of the kidneys, bladder and 
prostate. Subsequently, a CT scan or MRI can be per-
formed, which is a much more sensitive investigation 
method.

After excluding infectious or inflammatory causes 
or in the case of negative imaging investigations, cys-
toscopy is the investigation of choice for the diagnosis 
of hematuria. This is a „gold standard” in the diagnosis 
of bladder tumors and may also indicate an inflamma-
tion of the bladder wall or a possible presence of blad-
der lithiasis.

Renal biopsy is a „gold standard” in the diagnosis of 
a glomerular cause of macroscopic hematuria and can 
be performed by a nephrologist or an interventional 
radiologist [3].

The management of hematuria depends on the un-
derlying etiology. In the case of intermitent asymptom-
atic microscopic hematuria with negative imaging and 
endoscopic investigations, renal function in normal pa-
rameters and lack of proteinuria, we can choose active 
surveillance. Massive hematuria with hemodynamic in-
stability and alteration of the general condition of the 
patient require prompt intervention. This is done by 
correcting any hematological abnormality by adminis-
tering transfusions of  blood or medications. In some 
situations, selective embolization with interventional 
radiology is required to stop the bleeding who is life 
threatening [4].

Objective 
To present a rare case of severe macroscopic he-

maturia with unspecified etiology requiring long-term 
hospitalization.

Material and Method
The patient N.A. , 63-year-old from Brasov, known 

with arterial hypertension and type II diabetes, with a 
history of cervical squamous cell carcinoma operated 
in 2009, for whom she has performed radiotherapy and 
chemotherapy, presented in emergency unit Brasov for 
altered general condition, pain in the lower abdomen 
with irradiation in the left lumbar region.

The clinical examination establishes the diagnosis 
of macroscopic hematuria and acute retention of urine 
by clots, which is why the patient is hospitalized in the 
Urology Clinic, Brasov.

At the time of admission, the patient has severe 
anemia (Hb = 7.2 g / dL; Ht = 24%), therefore we started 
the management of anemia correction by administer-
ing blood products and hemostatic treatment.

Imaging investigations (MRI, Computer Tomogra-
phy with contrast) do not detect a urological cause of 
macroscopic hematuria.

The gynecological evaluation reveals a tumor re-
currence at vaginal transection without invasion of the 
bladder wall or urethra, small pelvic adenopathies on 
left side.

Cystoscopy is performed and highlighted bladder 
with multiple bulky, old and fresh clots that are evac-
uated. Subsequent, the bladder evaluation detects 
bladder walls with lesions due to urinary catheteriza-
tion, but no visible tumor formations and no extrinsic 
infiltration, and at the left ureteral orifice is observed 
active pulsatile bleeding (Fig. 1, 2, 3).



Romanian Journal of Urology nr. 4 / 2019 • vol 1846

Ca
se

 P
re

se
nt

at
io

n

During hospitalization, the patient has repeated 
episodes of hematuria with high intensity and urinary 
retention by clots for which intermittent evacuation of 
clots was necessary and continuous intravesical irriga-
tion.

endoscopic reevaluation was performed and multi-
ple intravesical clots are evacuated and active pulsatile 
bleeding is found, but at the right ureteral orifice this 
time, clear urine leaking from the left ureteral orifice. 
Bilateral semi-rigid ureteroscopy was performed up to 
the level of the ureteropelvic jonction, without reveal-
ing tumors or hemorrhagic lesions.

The patient performs a hematologic evaluation and 
a medullary puncture was decided. The result of the bi-
opsy reveals the slightly hypoplasic bone marrow with-
out primary hematologic disease, the modifications 
being interpreted by the hematologist as insignificant 
given the context of the disease and the history of ra-
diotherapy. Hematologic tests for hereditary thrombo-
philia were performed, which revealed a slight deficit 
of AT III and Protein C, most likely occurring in the para-
neoplastic context, but also tests for lupus, the results 
being also negative.

After 10 days without hematuria, the patient is 
discharged, returning to revaluation at 1 month, affir-
matively without episodes of macroscopic hematuria 
within this interval.

Discussions
Macroscopic hematuria is the symptom that alerts 

the patient most frequently and brings him to the 
urologist. It is a situation that can begin and develop 
slowly or may have a fulminant development with pa-
tient presentation to the emergency room with altered 
general condition, hemodynamic instability and acute 
urinary retention, requiring adequate management es-
tablished as quickly as possible.

Depending on the criteria for defining hematuria 
and the tests performed for its diagnosis, its prevalence 
varies from 1% to 16% for adults [5], the main cause 
being urinary tract neoplasia. It has been shown that 
the main causes of hematuria in a person older than 
50 years are bladder tumors [6]. Statistically, in a patient 
older than 60 years with macroscopic hematuria, the 
positive predictive value of a malignant lesion is 22.1% 
for males and 8.3% for females. For patients younger 
than 60 years, the positive predictive value decreases 
to 2.6%. but interestingly, between 10 and 20% of men 
under the age of 60 are frequently diagnosed with a 
urological neoplasic pathology during the investiga-
tion of the cause of macroscopic hematuria [7]. Thus, 
79-90% of the patients with bladder tumors had he-
maturia and 30% of those with painless hematuria had 
malignancy [8, 9].

It is also known that with the increase in hematuria 
intensity, the chances of discovering a complex urolog-
ic pathology are also increased, hence the exploration 
of a hematuria must be very rigorous in order to be 
able to detect the cause as quickly as possible and to 
establish the appropriate management.

The etiology of hematuria is complex but in most 
cases the cause is determined and specific treatment is 
instituted. However, in some cases, the etiology of he-
maturia can not be determined by standard investiga-
tions. As mentioned, in the previously described case, 
standard diagnostic methods have been exhausted 
without a source of bleeding being discovered.

Fig. 1 Fig. 2

Fig. 3
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ureteroscopy because at the time of the first cystoscop-
ic examination there was abnormal bleeding, pulsatile 
from the left ureteral orifice, and during the second 
cystoscopic examination there was evidence of active 
bleeding from the left ureteral orifice, but neither this 
investigation was unable to detect the cause of the 
bleeding.

Thus, we can state that there are rare situations in 
which although the life of the patient is threatened, the 
doctor can not take a suitable measure because of a 
lack of concrete etiology. The patient required multiple 
blood transfusions, maneuvers to resolve the low uri-
nay obstruction, multiple investigations and repeated 
interdisciplinary consultations, and despite all of these 
things, the etiology of hematuria could not be deter-
mined, and the patient was discharged with the risk to 
repeat an episode of macroscopic hematuria.

Conclusion
Macroscopic hematuria with undetermined cause is 

a rare condition, but on the one hand it seriously en-
dangers the patient’s life and on the other hand, puts 
the urologist in difficulty.
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