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Intraoperative haematuria during 
lumbar spine surgery in prone 
position: A diagnostic dilemma

Sir,

Haematuria may be a sign of an underlying disorder 
such as malignancy, calculi or infection. It is also a 
manifestation of inappropriate transfusion, urethral 
rupture or azotemia.[1] Intraoperative haematuria 
especially in prone position is a very difficult situation 
for an anaesthesiologist to evaluate and manage due 
to unavailability of sufficient tools for assessment of 
the origin of haematuria in the operating room. It may 
also add to the surgical blood losses and contribute 
to morbidity and mortality. After obtaining patient 
consent, we report a case of intra-operative haematuria 
in a patient undergoing lumbar spine surgery in the 
prone position.

A 35-year-old female, suffered a fall from the fourth 
floor of an under-construction building with impact 
on her feet. Her previous medical and surgical 
history was unremarkable. Extended focused 
assessment with sonography in trauma (e-FAST) at 
the time of admission was negative. Baseline routine 
investigations including coagulation profile were 
normal. Computed tomography (CT) of spine revealed 
burst fracture of L1 vertebra. Patient was paraplegic 
with urinary catheter in situ for bowel and bladder 
incontinence. On the fourth day of admission, she 
was posted for trans-foraminal fixation of L1 vertebral 
fracture. After administering general anaesthesia, 
she was positioned prone and surgery was started. 
Following 30 min of commencement of surgery, frank 

hematuria was noted, which accounted for ~400 ml 
fresh blood in the urinary bag and tubing. Bolus of 
ringer lactate (500 ml) was rushed intravenously. 
Surgery was stopped and urinary catheter was 
flushed with 250 ml of normal saline after taking 
urology opinion telephonically. Following the 
flushing, frank haematuria reduced, however blood 
tinged urine continued to drain throughout the 
surgery. As haemodynamic parameters were stable, 
surgery was resumed. Haemodynamic parameters 
remained stable throughout the intraoperative period. 
As patient’s haemoglobin remained ~11 gm/dl, no 
blood transfusion was done intra-operatively. In 
the immediate postoperative period, an ultrasound 
abdomen done by the bedside reported thickening of the 
posterior wall of urinary bladder with mild free fluid in 
the pelvis. Computed Tomography (CT) urogram was 
also done, which revealed retroperitoneal haematoma 
extending up to the right psoas muscle and a right 
peri-renal haematoma with renal contusion [Grade 
II injury according to American Association for the 
Surgery of Trauma (AAST)] [Figure 1a-c] with clots 
in the urinary bladder.[2] The patient was managed 
conservatively. Visible haematuria stopped on second 
postoperative day. Further post-operative course 
remained uneventful and patient was discharged 
on eight day. Patient was followed telephonically; 
currently she is able to walk without support for 2 
months after the discharge. However, she still has 
bowel-bladder involvement, she has to strain while 
voiding urine and passing stool.

Prevalence of renal trauma among trauma patients 
ranges from 0.3% to 3.25%. Fall from height is the 
second most common trauma associated with blunt 
renal injury after the motor vehicle accident.[3] e -FAST 
is less sensitive to diagnose and define renal injury 
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and hence these injuries are often missed.[4] CT should 
be performed when the mechanism of injury or the 
physical examination findings are suggestive of renal 
injury (i.e., rapid deceleration in this patient).[5]

In this patient, Foley catheter was inserted 4 days 
back, so urethral injury was an unlikely cause of 
haematuria. Pulling urethral catheter at some stage 
during patient’s positioning can provoke haematuria, 
but it is usually mild and self-limiting.[6] We postulate 
that in this patient, positioning the patient in prone 
position may have led to dislodgement of clot in right 
kidney which presented as gross haematuria.

To conclude, as anaesthesiologists, we should be 
aware of the possibility of renal injury particularly in 
patients presenting with vertical deceleration injury, 
even if it is missed at primary/secondary survey. These 
renal injuries may present as haematuria later on.
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Figure 1: (a) Renal contusion at inferior pole of right kidney. 
(b) Retroperitoneal haematoma extending upto right psoas muscle. 
(c) Right peri‑renal haematoma

c

ba

How to cite this article: Biswas K, Gupta P, Kaushal A, Verma S. 
Intraoperative haematuria during lumbar spine surgery in prone 
position: A diagnostic dilemma. Indian J Anaesth 2020;64:251-2.
© 2020 Indian Journal of Anaesthesia | Published by Wolters Kluwer - Medknow

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online

Quick response code
Website: 
www.ijaweb.org

DOI: 
10.4103/ija.IJA_894_19

Page no. 44


