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Approach to the Patient with \
Proteinuria and/or Haematuria

BY THE END OF THIS SESSION, YOU SHOULD BE ABLE TO: |
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Recognize and Differentiate Use ACR/PCR, Identify nephritic Recognize red flags
confirm proteinuria glomerular from urine microscopy and nephrotic and know when
and haematuria non-glomerular and kidney function patterns urgent nephrology
abnormalities assessment is needed

0 Proteinuria and haematuria are findings — not diagnoses.




Start with the urine

ABNORMAL URINALYSIS
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O PROTEINURIA :. HAEMATURIA
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Confirm Confirm Think glomerular
Repeat dipstick, 0 Urine microscopy Higher risk of glomerular
exclude transient causes (RBCs present?) disease
Quantify /A Microscopy A Assess urgency
ACR (albuminuria) \\ Sz / zgg mo;phology Kidney function, BP,
or PCR (proteinuria) St WBCcas St & bacteri clinical context

$ W, \_ , crystals, bacteria N >
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WHERE IS THE PROBLEM?
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Proteinuria: what are we actually measuring?
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Screening test
Mainly detects albumin

ACR

Albumin-to-creatinine
ratio

Y Preferred for
CKD assessment

PCR

m
Protein-to-creatinine

ratio

Total urinary protein

24-h urine
| g/
Selected situations

Not routinely
required

1. —

/ A positive dipstick tells you that protein may be present.

ACR tells you how much albumin is being lost.

Detect
(dipstick)

=

|

Quantify
(ACR/PCR)

Localize
(source)

Sl (mg/mmol) »
<30 mg/g |
Normal to <3
mildly increased

30-300 mg/g
Moderately
“ increased

3-30 |

>300 mg/g

Severely
increased

>30
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CLINICAL PEARL

Negative dipstick # no proteinuria

Dipsticks may miss non-albumin proteins,
e.g. monoclonal light chains.

Assess

(kidney function,
BP, context)

e




Where does proteinuria come from?

Proteinuria can arise from different sites along the nephron or the urinary tract.

GLOMERULAR PROXIMAL

TUBULAR
BLOOD TUBULE |

1 permeability of the
filtration barrier

4 proximal tubular
reabsorption

-> predominantly albumin - low-molecular-weight

proteins

E)famples: y -> usually lower-grade
Diabetes » glomerulonephritis proteinuria
podocytopathies

Examples:

Tubulointerstitial disease
Fanconi syndrome

Most common clinically
important mechanism

OVERFLOW

POST-RENAL

Protein enters urine

small proteins after the kidney

@ ® Excess production of
@

- filtration exceeds

3 -> from inflammation,
tubular reabsorption

bleeding or infection

Example:
Monoclonal free light chains

Overflow proteinuria is usually
non-albumin (e.g. light chains).

‘ . . Ask: albumin or other proteins -
@@ Proteinuria # glomerular disease @ p

Examples:
URINARY UTI « inflammation « bleeding

TRACT

and where are they coming from?




Haematuria: Is it really blood?

7DIPSTICK: BLOOD POSITIVE |
1+ / 2+ [ 3+

‘ " é CONFIRM WITH URINE MICROSCOPY

.0 RBCs PRESENT NO RBCs
\ @ ‘ —> TRUE HAEMATURIA —> NOT TRUE HAEMATURIA
v v
What do the RBCs look like? Think:
DYSMORPHIC RBCs ISOMORPHIC RBCs Myoglobinuria
irregular, variable uniform, normal shape - muscle injury /

shape / acanthocytes @ ‘ ' / rhabdomyolysis
! : : \ ’ o ."‘ Haemoglobinuria
‘  atd CE2@® | intravascular

0‘ & haemolysis

- GLOMERULAR —> NON-GLOMERULAR / *
UROLOGICAL

o RBC CASTS Strongly suggest
glomerular bleeding

KEY POINTS
Q Dipstick + blood # haematuria

Q Microscopy confirms and
helps localize

Especially when associated with
proteinuria and impaired kidney function

Q RBC casts = glomerular origin

RBCs are actually present and helps localize the source.

@/ Dipstick detects “blood” — microscopy tells you whether




Recognize the Pattern: Nephritic vs Nephrotic

Two major patterns of glomerular disease

NEPHRITIC NEPHROTIC

Think: INFLAMMATION Think: PROTEIN LOSS

OVERLAP EXISTS

Haematuria
dysmorphic RBCs

« Proteinuria Heavy proteinuria
>3.5 g/day

"\ (classical definition)
¢ Hypertension

®
®e
r'
i : | 2_),( Oedema
¢ | Kidney ‘
N L GFR/ AKI et el / o
rising creatinine A Hypoalbuminaemia

e Oedema

Active urine sediment
RBC casts

Hypertension + oedema Hyperlipidaemia / lipiduria

Proteinuria is present —
usually not the dominant feature g These are patterns, @ 1 risk of thrombosis and infection

not rigid categories.
0 Blood + active sediment + Features may coexist. Protein loss + hypoalbuminaemia +
impaired kidney function oedema

g

Don’t start with the disease name. | Start by recognizing the pattern.

What dominates: inflammation and haematuria — or heavy protein loss?




PROTEINURIA AND/OR HAEMATURIA - A PRACTICAL APPROACH

From dipstick to clinical decision

. B
o START e Abnormal urine dipstick
= PROTEIN and/or BLOOD
NG =
4
) — B
BLOOD ®- @0
9 CONFIRM R Urine m?:gsco /” e ® Q‘f
& QUANTIFY ACR + PCR : Py O P
quantify protein loss + confirm RBCs v @ @/
 assess morphology / casts K@ O s / )
J
e ALWAYS ' Creatinine / Blood ——) Urine 5 @ Clinical
CHECK eGFR pressure E sediment symptoms
4
N
@ recocnizE ISOLATED NEPHROTIC NEPHRITIC / " UROLOGICAL
THE PATTERN HAEMATURIA PATTERN GN PATTERN (@) PATTERN

© oonormiss
(RED FLAGS)

Normal kidney function
No significant proteinuria

Heavy proteinuria
+ hypoalbuminaemia

Haematuria + proteinuria
+ rising creatinine

Visible haematuria
No significant proteinuria

fever, arthralgia)

+ oedema + active sediment / No glomerular features
@ Repeat / confirm RBC casts
@ Family history @ Search for secondary causes @ Urological evaluation
@ Consider glomerular © Nephrology assessment _‘@'_ URGENT @ Imaging of urinary tract
vs urological source (V] Consider kidney biopsy NEPHROLOGY @ Consider malignancy,
@ Follow-up as appropriate to establish diagnosis (== ASSESSMENT stones, infection, etc
J VAS LA TN sy
( — Systemic
Rising a1 O@ Heavy . Severe - O features
e tinide :fg RBC casts ® 79) © proteinuria B honeiteniion. | Oliguria ﬂ (e
& O@  (nephrotic-range) P < :
\

KEY MESSAGE: Don’t diagnose the dipstick — diagnose the patient.




TAKE-HOME MESSAGES

A few key points to remember

1. Confirm and quantify
Do not rely on dipstick alone. Confirm haematuria with microscopy
and quantify proteinuria (ACR/PCR).

2. Recognize the pattern
Different patterns (isolated haematuria, nephrotic, nephritic, or urological)
lead to different diagnoses and management.

3. Look for red flags

Rising creatinine, active urine sediment, heavy proteinuria,

nephrotic syndrome, severe hypertension, oliguria, systemic features.
These patients need timely or urgent evaluation.

4. Think beyond the kidneys

Not all haematuria is glomerular. Visible haematuria without glomerular
features — consider urological causes.

5. Don’t diagnose the dipstick — diagnose the patient
Always integrate the urine findings with clinical context,

kidney function and the whole picture.

Thank you for your attention!
Any questions?
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