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exercise. A collaborative history and
the resolution of the haematuria is
required.

Question three: 
Are there associated concerning
features?
These three questions can be
answered with a focused history. 
First, spurious or temporary causes can
be quickly identified by a series of
closed questions related to the list above.
If these are excluded a second set of
questions can frame the likelihood of
malignancy (bladder/urothelial,
prostate, renal, and endometrial)
including for:
All: Age ( ≥ 45 years – bladder and
renal) and tobacco use
Prostatic neoplasia: Lower urinary tract
symptoms (frequency, hesitancy,
urgency, nocturia, retention), erectile
dysfunction 
Urothelial malignancy: Previous
radiation or cyclophosphamide
exposure, certain occupational
exposures such as aromatic amines,
dyes, and benzenes 

Third, rarer but potentially
devastating systemic conditions with
renal involvement must be considered
with questioning about constitutional
symptoms including fever, rash,
arthralgia, weight loss, and oedema.

exposure to the changes in osmotic
environment encountered at various
parts of the tubular system.

Non-glomerular haematuria is the
result of anything which disrupts the
urothelium or blood loss into the
urinary space. The common causes of
haematuria in the UK are detailed in
table 1, below.

HISTORY
Question one: 
Is it haematuria? 
This may seem superfluous but is
important. Red urine is not always
caused by blood, or by blood
originating from the urinary tract.
Spurious causes include: 
• Menstrual contamination/atrophic
vaginitis/intrauterine coil/sexual
intercourse
• Food colouring e.g. beetroot or
rhubarb
• Myoglobin e.g. muscle injury
(rhabdomyolysis)
• Medication e.g. rifampicin,
methyldopa or phenothiazine
• Poisoning e.g. lead or mercury

Question two: 
Is it transient? 
Typically temporary haematuria is
associated with trivial pathology 
e.g. urinary tract infection, physical

Dark brown, (or cola-coloured) urine
suggests glomerular bleeding with
alteration of blood as it passes through
the urinary tract and may be
associated temporally with upper
respiratory tract infection symptoms.

A family history of renal disease,
stones, or urological malignancy is
pertinent. A drug history, particularly if
the patient is taking anticoagulant or
antiplatelet medication, is also useful.
However, whether or not patients are
taking anticoagulants is irrelevant
when deciding upon referral as these
agents generally exacerbate rather
than cause haematuria. 

EXAMINATION
With exemption of spurious causes, it is
reasonable for all patients to have their
weight and blood pressure recorded,
along with an abdominal examination
to exclude a mass or lymphadenopathy.
Additional focused examinations will
be indicated by the history and
differential diagnosis e.g. digital rectal
examination in men with lower urinary
tract symptoms, external genitalia in
women with vaginal symptoms,
skin/joints if systemic symptoms,
fundoscopy if severe hypertension.  

INVESTIGATION
All patients with visible or symptomatic
non-visible haematuria should have:
urinalysis; urinary protein estimation
(albumin:creatinine or protein:creatinine
ratio depending on local availability); and
a renal function test (creatinine/eGFR).
These should also be requested if 
there is persistence of asymptomatic 
non-visible haematuria i.e. in two out of
three samples tested over a 6-8 week
period.7 

Additional laboratory testing may be
indicated in specific clinical situations
e.g. PSA in men with obstructive lower
urinary tract symptoms, full blood
count in those with marked infective
symptoms, or potentially substantial
blood loss.8

Routine radiological imaging is not
required, but if there is a positive family
history of polycystic kidney disease
then an ultrasound scan should be
requested. The NICE guidance relating
to endometrial cancer recommends
considering an ultrasound scan for
women ≥ 55 years with visible
haematuria and anaemia, or
thrombocytosis, or raised blood
glucose.9 

An algorithm for investigation and
referral of haematuria is shown in figure 1,
opposite.

Important points to remember when

Table 1

Common causes of haematuria

Glomerular

Non-glomerular

Primary

Secondary

Urothelial disruption

Blood loss into urinary space

Genetic

Acquired

Associated with 
systemic disorder

Within wall

Within lumen

• Alport’s syndrome
• Fabry’s disease
• Thin basement membrane disease

• Any glomerulonephritis
(IgA nephropathy most common)

• ANCA-associated vasculitis
• Anti-GBM disease
• Henoch Schönlein purpura
• Haemolytic uraemic syndrome
• Systemic lupus erythematosus

• Tumour (bladder/ureter/urethra)
• Inflammation/infection (cystitis)

• Calculus
• Trauma (instrumentation)

• Prostatic (malignancy/infection)
• Renal parenchymal tumour
• Renal cyst
• Arteriovenous malformation


