


• Up to 65% of patients with hematuria may be diagnosed with a 
urologic or renal condition, many of which require treatment.

• Hematuria may be classified according to its visibility and timing 
during the urinary stream as well as the presence or absence of 
associated symptoms.



• gross hematuria (GH), sometimes referred to as frank hematuria, 
macrohematuria, or visible hematuria, is hematuria that can be seen with 
the naked eye.

• initial hematuria most commonly emanates from a urethral source; terminal 
hematuria from the bladder trigone, bladder neck, or prostate; and total 
hematuria from the bladder or upper urinary tract 

• GH must be distinguished from pigmenturia, which may be due to 
endogenous sources (e.g., bilirubin, myoglobin, porphyrins), foods 
ingested (e.g., beets, rhubarb), drugs (e.g., phenazopyridine), or simple 
dehydration.



• MH is a sign rather than a symptom. The prevalence of MH among 
healthy participants in screening studies is approximately 6.5%with 
higher rates noted in studies with a predominance of males, older patients, 
and smokers 

• Many studies and guideline panels have used a threshold of ≥3 RBCs/HPF 
to trigger evaluation.

• AUA/SUFU guideline panel determined that a single positive UA is 
sufficient to prompt evaluation



• the evaluation of patients with MH has been found to yield a diagnosis of 
malignancy in 0.3-6.25% of cases.

• The likelihood of identifying a malignancy has been found to be greater among 
patients with a greater degree of microscopic hematuria (≥25 RBCs/HPH), GH, or 
risk factors for malignancy



• MH in women is more often misattributed to urinary tract 
infection (UTI) or gynecologic causes, leading to delays in 
MH evaluation and diagnosis of bladder cancer.

• Use of anticoagulation or antiplatelet also poses a risk of 
delayed evaluation for hematuria if the patient and/or clinician 
dismiss this potentially important sign.











• Urinary cytology and other urine biomarkers are not recommended 
as part of the initial evaluation of MH 

• cytologic examination may be considered in patients with a negative 
initial workup in whom urothelial carcinoma is still suspected, 
particularly in those with irritative voiding symptoms.

• clinicians may repeat the UA within 12 months of the initial negative 
evaluation and may discontinue further evaluation if the follow-up UA 
is negative.



• patients presenting with GH in the absence of antecedent trauma or 
culture-documented UTI should be evaluated with a urine cytologic 
examination, cystoscopy, and upper tract imaging, preferably CT 
urography.
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