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Summary

During June, 1998 to April, 200, one hundred cases of microscopic
haematuria were evaluated. All were symptomatic patient with age ranging

from 24-68 years. 70 (70 %) cases were male and 30 (30 %) cases were
female. Commonest presentation was dysurea 70 (70%). Urinary stone

disease was the commonest cause found to be present in 25 (25 %) cases.

Malignant lesion was found in 16 (16%) cases of which bladder tumour was
found in 10 (10%) cases.

Introduction

Microscopic haematuria is defined as

greater than 3 RBCI HPF on three urine

analysis.' It is not an uncommon condition

found in patients attending outpatient

department of urology. It was found that 3-5

percent of normal individual passes RBC

less than 3/HPF.2 Passage of RBC more than

3/HPF is pathological and should be

investigated. Microscopic haematuria may

be symptomatic or asymptomatic. Attention

was drawn to asymptomatic microscopic

haematuria as early as 1956.2 Using a

standard protocol, we have investigated all

patients coming with microscopic

haematuria. The objective of this study

was to find out the causes of microscopic

haematuria whether symptomatic or

asymptomatic.

Materials and methods

This prospective study was carried out in the
department of urology, Dhaka Medical
College Hospital during the period from June
1998 to April' 2000. A total number of 100
patients presenting with microscopic
haematuria were evaluated using standard

investigation protocol. Patients were
evaluated with history, physical examination
and relevant investigations which include
urine RME and CIS, urine for cytology,

complete blood count, blood urea, serum
creatinine, plain X-ray KUB region, IVU,

ultrasonography, CT scan, urethrocystoscopy
and histopathological examination when
needed. Patients presented with macroscopic
haematuria were not included in the study.
Possibilities of contamination with menstrual

blood, prepaucial contamination, trauma to
urinary tract, physical exercise etc were
excluded.

Department of Urology, Dhaka Medical College Hospital, Dhaka. Bangladesh.

92



Vol. 26, No.3 Malignancy in microscopic haematuria AKMZI Bhuiyan el al.

Results

Table-I: Age distribution of patients

presenting with microscopic haematuria (n
=/00)

There were 100 patients with microscopic
heamaturia of which 70 (70%) were male

and 30 (30%) were female. Majority of

patients belong to age group 51-60 yrs (40%)
followed by age group 41-50 yrs (28%).
(Table-I)

Table-II: Presentingfeatures in microscopic

haematuria (n=IOO)

Presenting features No of patients

Dysuria
Loin pain
Abdominal Lump
Increased frequency
of micturation
Poor stream

Suprapubic tenderness
Diabetes

Hypertension

70(70% )
30(30%)

15(15%)
45(45%)

40(40% )

40(40% )
32(32%)
35(35% )

Most of the patients presented with dysuria

(Table-II). In this series, all patients were
symptomatic. Common presentations were
dysuria, loin pain, increased frequency of
micturation etc. as shown in table-II. No

malignancy was found in any patients below

40 years of age. In patients aged over 40 yrs
of age, incidence of malignancy was 16%.
There was no statistical difference in

incidence of malignancy between men and
women (X2 test), Among the malignacy
(16%), the incidence of bladder tumour was

10%. Urinary stone disease was the most
common causes (25%) of microscopic
haematuria in our series (Table-III).

Table-III: Final laboratory diagnosis.

Urological pathology No of

patients

Urinary stone disease

Urinary tract infection ( UTI)
Cystitis
Stricture Urethra

Bladder tumour
Prostate cancer

Renal tumour

Upper tract TCC
Tuberculosis

Polycystic kidney disease

25(25% )

20(20% )

17(17%)
15(15%)
1O(10%)
03(3%)
02(2 %)
01(1%)
03(3% )

04(4%)

Discussion

It is now established by many observers that
a normal individual can exerete RBC in

urine.3 Wright WT and Freni SC in their
study have shown presence of less than 2RBCI

HPF in 9-18% healthy individual.4.5 We

selected only those patients who passed more
than 3RBCI HPF in urine. Contamination by
menstrual blood, prepaucial contamination,
trauma to urinary tract, instmmentation,

physical exercise may lead to erroneous
diagnosis.6,7 We tried to avoid these factors
in our study.
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Age (yrs) Male Female

21-30 04(4%) 03(3%)
31-40 08(8%) 04(4%)
41-50 20(20%) 08(8%)
51-60 30(30%) 10(10%)
61-70 08(8%) 05(5%)
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Several urologists recommend the

investigation of anyone with microscopic
haematuria irrespective of age, sex or
symptoms.8,9 Standard procedures for
evaluation of haematuria for long time
includes IVU for the upper tract and
urethrocystoscopy for the lower tracL' Some

authors believe that ultrasonogram is safer
and cheaper than IVU for upper tract imaging.

It is well recognised that a proportion of
small hypernephroma are undetected by
IVU and ultrasonogram is superior for

imaging.13-15 We did these investigations
when needed. Blood urea, serum creatinine
were done to evaluate renal status. Urine for

culture, cytology and smear for AFB are also

valuable adjunct in case of slIspected
malignancy and infections. I

In this series of 100 patients, all were

symptomatic. It was probably a reflection of

negligency of the personnel in Bangladesh

who were not coming in spite of asymptomatic
microscopic haematuria. Urinary stone
disease was the most common (25%) cause
in our series. Urothelial tumour found in

16% cases which is comparable to Sultana

SR et al where in symptomatic microscopic
haematuria, incidence was 10.5%.10Previous

studies' have shown patients with
symptomatic microscopic haematuria to have

incidence of malignancy ranging from
2-22%.11 In our series there was no incidence

ofmalignancy below 40 years of age. Sultana
SR et al also found no malignancy in their
series below 50 years of age, even if it is
symptomatic microscopic haematuria.1o The
other major urological conditions detected to

present with microscopic haematuria are

urinary stone disease and urinary tract
infections.

Dcember 2000

The rationale for investigating patients with

microscopic haematuria is mainly that any
malignancy could be diagnosed at an early
stage. The commonest malignancy found is
bladder TCe. Wallace and Harris showed

that prognosis of bladder carcinoma can be

significantly altered by early treatmenLI2

In our series, out of 10 cases of bladder

tumour, seven cases were superficial which

is comparable to Sultana SR et al where they
also showed that patients with microscopic
haematuria had a higher proportion of
superficial and more differentiated bladder

tummour.IO Genitourinary tuberculosis is
also one of the common form of

extrapulmonary tuberculosis. Bacterial
diagnosis of genitourinary tuberculosis is

very difficult especially in our country.
History, urine for AFB and biopsy from
diseased tissue may all guide to reach the
diagnosis. Here 3 cases of renal tuberculosis

were diagnosed by histopathological
examination.

In conclusion, malignancy was found in

16(16%) cases of patients presented with
symptomatic microscopic haematuria of
which bladder tumour was the commonest

being found in 10(10%) cases. So, all
haematuria cases should be followed

thoroughly, both IVU and ultrasonogram are
needed to exclude any pathology of the upper

tract, ultrasonogram, urethrocystoscopy and
biopsy are needed for diagnosing lower tract
pathology.
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