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A 12-year-old boy, a refugee from 
rural Central  Africa who had 
arrived in Canada 1 month prior, 

presented to the emergency department 
with a 2-month history of hematuria and 
dysuria. Urinalysis showed 51–100 red 
blood cells per high power field, and urine 
culture was negative. Kidney and bladder 
ultrasonography showed three 1  cm 
lesions protruding from the bladder wall 
(Figure 1A). Serum testing for Schistosoma 
species was equivocal, but urine testing 
showed nonviable eggs from Schistosoma 
hematobium. To exclude bladder neopla-
sia, we performed cystoscopy and trans-
urethral resection of 2 erythematous, 
solid-appearing masses (Figure 1B). Histo-
logical analysis showed calcified cystitis 
overlying schistosomiasis. The patient 
received 2 doses of praziquantel (20 mg/kg/dose) in 1 day. 
Fourteen months after surgery, he had fully recovered.

Schistosomiasis affects about 200 million people worldwide, 
most commonly in sub-Saharan Africa, but also in South America, 
the Middle East and Southeast Asia.1 Schistosoma species are usu-
ally found in fresh water, with snails acting as intermediate hosts.2 
Poor and rural communities are at risk; children are especially 
vulnerable to infection from playing in water contaminated with  
cercariae, free-swimming infectious forms of the parasite, which 
can penetrate human skin.1,2

Common causes of persistent hematuria in children include 
urinary tract infection, acute nephritis and urolithiasis. Urinary 
schistosomiasis should be considered in patients from regions 
where the disease is endemic. Identification of flatworm eggs is 
diagnostic and is made through examination of host excreta 
(urine with S. hematobium).1 The immune response associated 
with acute infection commonly leads to eosinophilia, but did 
not in our patient.1 Cystoscopy usually shows hemorrhagic and 
granuloma-like “sandy patch” lesions in the bladder mucosa.3,4 
Praziquantel is the mainstay of treatment.1

Long-term disease is associated with bladder stones and 
fibrosis, obstructive hydronephrosis and chronic inflammation, 
which can lead to squamous cell carcinoma.1
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Figure 1: (A) Ultrasound from a 12-year-old boy with urinary schistosomiasis, showing a 1  cm 
lesion protruding on the anterior bladder wall. (B) Endoscopic image showing erythematous, 
solid-appearing masses at the bladder dome and on the posterior wall.
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