
associated with acute and rapidly
progressive renal injury e.g. vasculitis.
The latter group are typically unwell
with constitutional symptoms and
hypertension. 

The Renal Association and British
Association of Urological Surgeons
(BAUS) published a succinct joint
consensus statement on the initial
assessment of haematuria in 2008, 
and included a useful algorithm.3
This advice has been withdrawn
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following updated clinical guidelines
published by NICE in relation to the
recognition and referral of suspected
cancer in 20158 and chronic kidney
disease (CKD) in adults.7 BAUS has
provided a helpful summary of the
relevant uro-oncology section.10 In the
UK, only a minority of urological
malignancies (30% of bladder, 19% of
kidney) are diagnosed via the two-
week referral pathway.11 

It is important to note that there are
patients that should have urological or
renal assessment but do not need it
urgently. There is less consistency in
the literature regarding referral criteria
in these groups, particularly the age
threshold for those with persistent
asymptomatic non-visible haematuria.
The NICE CKD advice is appropriate
for the latter cohort.12

Table 2, below left, summarises
suggested criteria for urology and
nephrology referral and the urgency
required. However, crucially age per se
does not exclude malignancy. Kidney
cancer can and does present in people
of younger age, albeit much less
commonly. If the clinician has reason to
be concerned, then they should use
their clinical judgement to refer with
appropriate urgency. A positive family
history of renal carcinoma in a first-
degree relative for example would
increase clinical suspicion in a younger
individual. 

MONITORING
There will be patients who meet none
of the criteria for referral outlined
above, or who have been assessed and
subsequently care discharged back to
primary care. In both cohorts, there
remains a chance that in due course
significant pathology will develop.
Annual monitoring is recommended,7
as long as haematuria persists, with:
• Blood pressure
• Urine dipstick and albumin (or
protein) creatinine ratio
• Renal function

This should be conducted until there
are two negative urinalyses. Patients
with stable CKD should be monitored
as per national guidelines according to
the stage of CKD, and urological
referral should be initiated according to
recommendations detailed above. 

CONCLUSION
Haematuria is common and
occasionally the harbinger of serious
illness. A focused history and directed
examination are important skills for
primary care in identifying those that
require further investigation. It is crucial

Box 1 

Investigating  haematuria in primary care

DO NOT:
1 Be concerned about ‘trace’ haematuria - it is irrelevant and is considered as
negative
2 Assume it is due to infection unless the clinical picture is consistent with this – 
it could delay the diagnosis of serious pathology
3 Ignore haematuria because the patient is on antiplatelet therapy or
anticoagulant treatment –  it still needs to be assessed 
4 Forget that the NICE guidelines regarding urology referral relate to urgent
assessment for suspected cancer -  other patients may still merit urological
assessment
5 Leave the top off the dipstick container - or oxidation may occur resulting in 
false-positive results

investigating haematuria in primary
care are listed in box 1, below.

REFERRAL
The majority of patients with
haematuria do not need to be referred,
some do require secondary care, 
and a small but important minority
need urgent specialist input. 

The key diagnoses that should not
be delayed are malignancy and
systemic inflammatory conditions

Table 2a

Urology referral in unexplained haematuria 

Urgent

Non-urgent

Visible
≥ 45 years plus either:
• No urinary tract
infection (UTI)
• Recurs/persists despite
treatment for a UTI

< 45 years

Non-visible
≥ 60 years plus either:
• Associated dysuria 
• Elevated white cell count

≥ 45 years 
• Persistent 

Table 2b

Nephrology referral in unexplained haematuria 

Urgent

Non-urgent

Visible
No indication for urgent
nephrology referral

• Cola-coloured urine
• Polycystic kidney disease 
(if positive family history and
haematuria request ultrasound
scan)

Non-visible
• Acute kidney injury

Any one of:
• ACR > 30 (or PCR > 50) mg/mmol
• CKD stages 4 and 5
• Decline in eGFR in 12 months of
25% or  ≥ 15 ml/min/1.73m2 or change in
CKD category
• Family history of hereditary renal
disease


