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Idiopathic Haematuria in Pregnancy

Abstract
According to the American Urological Association, the presence of three or more red 

1blood cells per high power field in two of three urine samples defines haematuria.  
Spontaneous, gross or microscopic haematuria could sometimes found in otherwise 
uneventful pregnancy. Generally the common causes of haematuria are mainly 
divided into glomerular, renal or urological. In the absence of such causes, 
haematuria could be called as Idiopathic.

Introduction

diopathic haematuria of pregnancy is Ispontaneous, generally occurs in the 

third trimester and resolves immediately 

after delivery. The incidence of idiopathic 

haematuria of pregnancy in a study 
2conducted by Catherine et al was 3%.  

Uterine distension, increased vascularity 

of the pelvic organs, hormonal changes 

and venous compression due to 

mechanical factors play important role in 

its causation, provided all the other 

organic causes of haematuria have ruled 
3out.  The hormonal changes in the 

pregnancy promote atonia, relaxation and 

dilatation of the urinary tract leading to 

stasis. Mechanical obstruction of venous 

return with pregnancy and associated 

s m o o t h  m u s c l e  d i l a t a t i o n  a n d  

vasodilatation causes venous congestion 
4and cystovarix formation.  Stasis and 

undue pressure caused by distended 

uterus may cause rupture of dilated 

submucosal venous plexus in the renal 
3calyces which may lead to haematuria.

Case Report

Mrs. X, a 32 yr old lady, primigravida with a 

known case of primary infertility of 10 yrs at 38 weeks 

of gestation referred from the private hospital with 

frank haematuria. Patient had been admitted in the  

private hospital for elective caesarean section. 

Patient had been complaining of haematuria with 

burning micturition 4 days before her admission in 

the private hospital. Prior to her Caesarean section 

she was catheterised with Foleys catheter and the 

frank haematuria had been noted for which she was 

referred to KEM hospital. There was no history of 

fever with chills, or loin pain. There was no history of 

headache, nausea, vomiting, epigastric pain or 

blurring of vision. There was no history of previous 

UTI, Tuberculosis, drug intake or bleeding disorder 

or any malignancy.

Clinically she had no pallor with stable pulse 

rate and blood pressure and no evidence of petechiae 

or bleeding from any site except frank haematuria. 

On per vaginal examination the uterus was full term, 

relaxed, with regular foetal heart rate. Per vaginal 

examination revealed a closed, tubular cervix with no 

vaginal bleeding. Ultrasound revealed single live 

intrauterine gestation of 38 weeks with placenta 

posterofundal. Urine sample showed frank 

macroscopic haematuria. Urgent Urologist call was 

given. The Urologist empirically started Inj Taxim, Inj 

Metronidazole, Tab Norflox, Tab Tranexa and Tab 

Urispas and larger size catheter was put until urine 

reports were available.

Her admission haemoglobin was 11.2 gm%, 

WBC was 10500/cmm, platelet count was 1.6 

lakhs/cmm. Her renal function test, INR, plasma 

fibrinogen and fibrin degradation products were 

within normal limits. Urine routine and microscopy 

revealed reddish urine, acidic pH, Sugar and ketones 

absent, RBCs plenty, WBCs 2-4/hpf, no casts and no 

micro-organisms.

Urine culture and serial urine cytology was also 
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within normal limits. USG KUB was within normal 

limits with normal echotexture and no evidence of 

renal or bladder calculi or any filling defects 

suggestive of any growth.

Patient went into spontaneous labour with 

persistent haematuria, repeat haemogram and 

crossmatch was sent. 4 hourly bladder wash as 

advised by urologist was given during intrapartum 

period. She underwent emergency caesarean section 

for deep transverse arrest and delivered a male baby 

of weight 3.2 kg. Intra operative significant findings 

were noted. There was evidence of dense bladder 

adhesions to lower segment of the uterus. Bladder 

wall was congested and oedematous. In the 

immediate post operative period the urine cleared up 

spontaneously. There was no evidence of frank 

haematuria and the catheter was removed after 24 

hours. Her postoperative period was uneventful. Her 

urine routine and microscopy examination done on 

postoperative day 3 showed one to two RBC's per high 

power field. She was discharged on day 5 and was 

called for follow up after two weeks. Patient on the 

first follow up visit stated she was voiding clear urine. 

She had no recurrence of haematuria after her LSCS 

and her discharge.

Discussion

Haematuria is divided into glomerular, 

renal (non glomerular), and urologic 
1aetiologies.  Glomerular haematuria 

typically is associated with significant 

proteinuria, erythrocyte casts, and 

dysmorphic RBCs. Renal haematuria is 

secondary  to  tubulo inters t i t ia l ,  

renovascular, or metabolic disorders 

which is associated with proteinuria and 

urologic haematuria includes tumours, 

c a l c u l i ,  a n d  i n f e c t i o n s  w h i c h  

characteristically is not associated with 

proteinuria, dysmorphic RBCs or 
1erythrocyte casts.

The patient neither gave any history 

nor the urine routine and microscopy 

examination suggested glomerular or a 

renal aetiology of her haematuria.

For considering the urologic cause 

there was no history of fever, though the 

antibiotics were started empirically as per 

Urologist's advise. Ultrasound KUB was 

within normal limits which ruled out renal 

or bladder calculi. Her obstetric 

ultrasound also showed normal 

attachment of placenta. As the serial 

samples of urine for cytology were within 

normal limits the chances of malignancy 

had also been ruled out. Patient also did 

not give any history of trauma, although 

she was catherterised in the private 

hospital but her symptoms predated her 

catheterisation and admission to the 

hospital. Screening investigations like MRI 

were not done as they were not indicated 

and also advised by the Urologist and the 

nephrologist. Literature search also say 

that the investigations of haematuria 
7could be deferred until delivery.

In our patient definite cause of 

haematuria could not be determined by 

urologic and clinical examination. 

Haematuria cleared out completely after 

delivery and hence it could be called 

idiopathic.

There are reports of Nutcracker 

syndrome which occurs in women and 

men due to compression of the left renal 

vein between the aorta and the superior 
5mesenteric artery.  The presentation is in 

the form of intermittent frank or 

microscopic haematuria with left-flank 

pain radiating to the buttock and 

abdominal pain due to left renal vein 

hypertension and formation of varices.

However in our patient there was no 

complaint of abdominal or left flank pain. 

Intraoperative findings did show pelvic 

congestion but no obvious varices were 

noted. The bladder was densely adhered to 

the lower segment of the uterus and its 
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wall was thickened and oedematous. The 

cause of these dense adhesions could not 

be determined in a patient who had not 

undergone any previous surgeries like 

caesarean section. There was no evidence 

of any obvious genital tract and urinary 

tract infection which could be the cause of 

these dense adhesions. Subclinical genital 

tract infection may have been the cause of 

these adhesions as this patient had 

history of primary infertility of 10 years. 

She had no history of any invasive 

i n v e s t i g a t i o n  l i k e  d i a g n o s t i c  

hysterolaparoscopy or any invasive 

treatment like IUI which could have led to 

subclinical genital tract infection. We 

postulate that pressure of the foetal head 

on this adhered bladder caused the 

bladder wall oedema which may have led 

to small bleeding points in the bladder 

mucosa causing the haematuria. Delivery 

by caesarean section and adhesiolysis of 

the bladder relieved this and hence the 

haematuria cleared in the immediate post 

operative period and it has not recurred 

subsequently. However this patient will 

require a longer follow up and has been 

advised to report in case haematuria 

recurs. In such an event the patient is 

likely to require CT angiography to look for 

renal vein varicosities [Nutcracker 

syndrome]

Conclusion

Idiopathic haematuria of pregnancy 

occurs due to physiological changes of 

pregnancy, mechanical effects and 

hormonal milieu which results in 

dilatation of the pelvicalyceal system, 
8stasis and urinary infection.  Patients 

taking oral contraceptive pills have also 

reported haematuria in the absence of all 
8the above causes.  Routine or specific 

investigation may be done in antenatal 

period to rule out above mentioned causes.

In the absence of any specific cause, 

haematuria may be called idiopathic and 

recurrence is said to be unlikely in the 
3current and subsequent pregnancy.
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