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Transient or spurious non-visible haematuria


Transient
Urinary tract infection

Exercise related
Spurious
Menstrual contamination

Sexual intercourse

Foods such as beetroot, blackberries, and rhubarb

Rhabdomyolysis

Drugs such as doxorubicin, chloroquine, and rifampicin

Chronic lead or mercury poisoning

Causes of persistent non-visible haematuria

Common urological causes


Benign prostatic hyperplasia

Cancer (bladder, kidney, prostate, ureter)

Calculus disease or nephrolithiasis

Cystitis or pyelonephritis

Prostatitis or urethritis

   
Less common
Radiation cystitis

Urethral strictures

Tuberculosis

 

Nephrological causes

IgA nephropathy (Berger’s disease)

Thin basement membrane disease

Acute glomerular disease:

Postinfectious glomerulonephritis

Rapidly progressive glomerulonephritis

Systemic lupus nephritis

Vasculitis

Henoch-Schönlein purpura syndrome

Haemolytic-uraemic syndrome
Glomerulonephritis 
Polycystic kidney disease (autosomal dominant or recessive)
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All of: Any one of:

® Estimated GFR 360 ml/min AND ® Estimated GFR <60 ml/min

® ACR <30 or PCR <50 AND * ACR 330 or PCR 350

® Blood pressure <140/90 mm Hg * Blood pressure 3140/90 mm Hg
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Urology assessment Nephrology assessment
 Imaging and cystoscopy

Cause established No cause established Cause established
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Primary care monitoring
Annual assessment (while haematuria persists) of blood pressure, estimated GFR, and ACR/PCR

Referral or re-referral to urology if:
* Development of visible haematuria or symptomatic non-visible haematuria

Referral to nephrology if:

« Significant or increasing proteinuria (ACR »30 or PCR »50)

® Estimated GFR <30 ml/min*

* Deteriorating estimated GFR* (by »5 ml/min fall within 1 year, or >10 ml/min fall within 5 years)
*Confirmed on at least 2 readings and without an identifiable reversible cause

Note: Direct referrals between urology and nephrology will depend on local commissioning guides
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