
Emergency haematuria pathway
Urology, January 2025

Is the patient 

voiding?

Visible 

haematuria

Bloods, eGFR, 

FBC, clotting

Insert 3-way urethral catheter. Washout all clots.

Start irrigation to prevent new clots forming.

Admit patients to ward with nurses trained in managing irrigation.

Assess for anticoagulation. Consider transfusion as required. 

Investigate / treat coagulopathy if present.

Significant 

haematuria persisting 

beyond 24 hours

No

Observations 

& bloods OK?

Consider 

TWOC

Manage appropriately via SDEC 

pathway where appropriate

Advice re: any existing 

anticoagulation. Discharge 

home. Investigate on Faster 

Diagnosis Standard pathway.

Yes

Fit or frail

Bladder washout in CEPOD 

theatres with peri-op tranexamic 

acid

Continue slow irrigation

Operative vs 

conservative 

management

No

Transfusion needed

but not accepted by the patient

No

Bleeding

settled
No Yes

Yes

No

Yes

Escalate to senior 

decision maker

Operative

Yes Fit

Frail

Conservative

Imaging – ultrasound scan or CT urogram dependent on local 

policies.

Shaded blue – urology input normally 

expected at these steps.



Emergency urinary retention pathway
Urology, January 2025

Painful acute 

urinary retention

Chronic Urinary 

retention

Follow GIRFT BOO pathway

Outpatient follow-up 

in LUTS clinic

Consider one further 

attempt at TWOC or 

teach ISC

Book for BOO 

surgery within 6 

weeks

Manage on 

ambulatory / SDEC 

pathway rechecking 

eGFR as appropriate

Catheter passport. 

Teach catheter care.

CKD?

• Admit

• Catheterise

• Measure residual volume

• DRE check for malignant 

prostate

• Monitor for diuresis

• Treat hyperkalaemia as 

required

• Imaging, if not already 

done

Urgent outpatient 

assessment

• DRE check for malignant 

prostate

• Consider catheter / ISC 

depending on residual 

volume and symptoms

No

Yes

• Catheterise

• Check eGFR

• DRE check for 

malignant prostate

• Measure residual 

volume

• Start alpha blocker

Is eGFR 

significantly off 

baseline?

Has 

diuresis slowed 

and is eGFR 

improving?

Yes

No

Urgent 

ultrasound to assess for 

hydronephrosis

• Probable admission

• Monitor for diuresis

• Treat hyperkalaemia 

as required

Yes

Hydronephrosis

• Manage as SDEC

• Catheter passport

• Teach catheter care

• TWOC 72 hours

No hydronephrosis

TWOC 

successful?No

Yes

No

Shaded blue – urology input normally 

expected at these steps.



Acute lateralising loin pain with fever 

pathway        Urology, March 2025

Fever, loin pain, 

positive urine dip 

for nitrites or recent 

history of UTI

• Bloods eGFR

• FBC

• CRP

• MSU

IV fluids and IV 

antibiotics as per local 

protocols

Does 

CT KUB show 

acute obstructed 

Kidney?

Review 

after 6 

hours

NEWS2 ≤3 and 

no vomiting

No

Yes

Emergency 

nephrostomy or 

ureteric stent

Manage via ambulatory / 

SDEC pathway

(see note 2)

Continue antibiotics as 

per microbiology 

sensitivities.

Manage stone as per local 

protocols.

Note 2: Ambulatory / SDEC pathway

Manage via ambulatory / SDEC 

pathway with oral antibiotics as per 

local protocols (14 days in total) Have 

protocol in place to review MSU and 

ultrasound scan result.

Continue IV fluids IV 

antibiotics.

Refer to inpatient team 

following local protocols 

(usually medics for 

pyelonephritis in the majority of 

hospitals)

Review every 12 hours

No

Yes

Refer to urology

Shaded blue – urology input normally 

expected at these steps.



Testicular trauma
Urology, January 2025

History

(see note 1)

Note 1: History: 

• History of blunt or 

penetrating testis 

trauma

• ATLS assessment

• Manage life-threating 

injuries

• Stabilise patient

• Painful swollen scrotum

• Bruising / haematoma

• Assess any wound

Analgesia

Antibiotics if infection or contaminated wound

Consider tetanus booster if wound

Conservative 

management

Surgical exploration with 

debridement of non-viable

Ultrasound scan scrotum

Testicular rupture

with disruption of the 

tunica albuginea

OR

Large haematoma 

compressing testis

OR

Penetrating trauma

Small haematoma

AND

Tunica albuginea intact

If injuries allow, discharge as per 

day case surgery with scrotal 

support, analgesia +/- antibiotics if 

open wound

Safety netting with 7-day open 

access to SDEC or Urology team

Outpatient review within 2 weeks

Shaded blue – urology input normally expected at 

these steps.



Renal trauma
Urology, January 2025

History of blunt 

or penetrating 

renal trauma

ATLS assessment

Analgesia

Emergency laparotomy

Is the patient 

haemodynamically stable after 

resuscitation?

Antibiotics for all penetrating injuries

Multiphase CT scan 

with arterial and delayed 

urographic images

Active

bleeding?

Assess for renal injury

Trauma nephrectomy as 

required

Renal arteriography with super-

selective embolization of 

bleeding vessel

Yes No

Yes

Success?

Penetrating 

grade 5 

renal injury

No

Start antibiotics

JJ stent or drain if 

persistent urine leak at 

repeat CT at 48h

Bed rest

Monitor serum Hb and eGFR

Consider repeat CT scan in 

48h or sooner if becomes 

haemodynamically unstable

Grade 4 - 5

No

Grade 1 - 3

When injuries allow discharge 

with analgesia +/- antibiotics

Safety netting with 7-day open 

access to SDEC or Urology 

team

Long-term monitoring of 

creatinine / U&Es and blood 

pressure in the community

Renal ultrasound scan at 6 

weeks (unless nephrectomy)

Yes

Outpatient review at 8 weeks

Shaded blue – urology input 

normally expected at these steps.

When injuries allow discharge 

with analgesia +/- antibiotics



Urethral trauma / pelvic fracture
Urology, January 2025

History of blunt 

or penetrating 

urethral trauma

ATLS assessment

Manage life-threatening injuries

Stabilise patient

Safety netting with 7-day open 

access to SDEC or Urology 

team

Follow up at specialist 

genitourethral reconstructive 

surgery centre

Urinary retention

Pain

Blood at urethral 

meatus

Bleeding per 

urethra

Success?

One gentle attempt at urethral catheterisation

If unable to pass urethral catheter then 

ultrasound guided suprapubic catheter

Urethrogram

Peri-catheter urethrogram at 2 

weeks with catheter removal if 

no leak or stricture

Yes

No

Injury 

to bladder neck and / 

or prostate

Broad spectrum antibiotics

Analgesia

No

Arrange transfer for urgent 

early repair at specialist centre

Refer to specialist centre for 

anastomic urethroplasty at >3 

months

Yes

Bulbar urethral 

stricture
Yes

No

When injuries allow discharge 

with analgesia +/- antibiotics

Shaded blue – urology input normally 

expected at these steps.



Ureteric injury
Urology, January 2025

Ureteral injury

Ureteral stent or 

nephrostomy

Immediate 

reconstruction

Open / laparoscopic or robotic surgery

Delayed

diagnosis

Injury

type
Delayed

diagnosis

If stricture for 

reconstruction

Delayed reconstruction

Stable?

Yes

Expertise to 

manage?

Temporising measures: e.g. 

percutaneous nephrostomy, 

drain or ureteric stenting

No expertise

to manage in local

acute setting

Refer to specialist 

centre for further urgent 

management

Yes

Trauma

Nephrostomy +/- ureteric ligation, or 

exteriorisation of ureteric catheter +/- drain

No

On table

recognition

Iatrogenic

Endoscopic 

surgery

Ureteral stent or if failed access 

nephrostomy +/- antegrade stent
Follow up

No, consider if appropriate

Yes

Shaded blue – urology input normally expected at 

these steps.



Penile fracture
Urology, January 2025

History

(see note 1)

Note 1: History 

Penile bending whilst erect, usually 

impact against public bone or 

perineum during vigorous 

intercourse.

Associated popping or cracking 

sound.

Followed by immediate 

detumescence.

Gross penile swelling and bruising / 

haematoma (aubergine sign).

Severe penile pain.

A tender defect in tunica albuginea 

may be palpable.

Distinguish from superficial vein 

rupture or suspensory ligament 

rupture.

Analgesia and broad spectrum antibiotic

Ultrasound scan or MRI scan may help 

identify the location and extent of the 

tunica albuginea tear.

Immediate surgical repair if 

urethral injury

Book surgical exploration and 

repair within 24 hours (ie book 

first on theatre list the following 

morning of overnight admission)

Assess 

for urethral injury

(see note 2)

Penoscrotal incision 

recommended

Urethral injury

Not urethral injury

Is the patient stable

& is surgery to be performed at 

specialist centre within the 

Urology Area Network?

Refer to specialist centre, with 

plan to present at agreed time.

Discharge on analgesia and 

broad spectrum antibiotics

Yes

No

Discharge following local 

protocols for day case surgery

Advice

(see note 3)

Safety netting with 7-day open 

access to SDEC or Urology 

team

Note 3: Advice 

Warn of bruising, pain, infection, erectile 

dysfunction and penile curvature.

Refrain from sexual intercourse for at least 6 

weeks.

Note 2: Urethral injury assessment 

• Blood at meatus

• Haematuria

• Pain on voiding

• Urinary retention

Outpatient review / PIFU for 

penile curvature and erectile 

dysfunction

Shaded blue – urology input normally 

expected at these steps.



Priapism
Urology, January 2025

History

(see note 1)

Note 1: History to include: 

• Time of onset of 

erection

• Duration of priapism: 

<48h / 48-72h / >72h

• Is it painful?

• Previous episodes of 

priapism

• Any underlying 

haematological 

disorders such as sickle 

cell disease

• Medications including 

any illicit drug use

• Pelvic malignancy

• Recent perineal or 

penile trauma

• Any neurological 

symptoms

Perform full abdominal, penile, rectal and 

neurological examination

Bloods for FBC, blood film (if 

haematological disorder suspected), 

autoimmune screen

CT scan as required to investigate 

underlying cause 

Local anaesthetic penile 

block

Insert large 19 gauge 

needle into penile 

corpus cavernosum

Aspirate blood and send 

for blood gas analysis

Hypoxia, acidosis and 

glucopenia confirm 

ischaemic priapism.

If failure of detumescence with aspiration then

Give broad spectrum antibiotics

Inject phenylephrine (200 microgram aliquots) 

into corpus cavernosum every 10 minutes up to a 

maximum of 1000 micrograms monitoring blood 

pressure

If non-ischaemic 

priapism (traumatic) 

suspected arrange 

urgent penile 

ultrasound scan with 

doppler. Can initially 

be managed 

conservatively. May 

require superselective 

embolization later.

Ischaemic priapism suspected?

Follow up to assess for 

erectile dysfunction and 

manage with trial of 

pharmacotherapy first

Follow up and manage any 

underlying conditions as 

appropriate

Counselling and follow up as 

per penile implant protocols

Priapism 

persists

Surgical shunt

Penile MRI or 

ultrasound scan 

with doppler

Early penile 

prosthesis

Non-ischaemic priapism

(traumatic) suspected
Ischaemic priapism 

suspected

<48h

Success?

 48 - 72h

Perfusion?

Success

Yes

Failure

No

>72h and 

MRI shows corpora

cavernosa fibrosis

Notes on management:

Involve haematology if underlying haematological 

condition.

If stuttering priaprism, may benefit from etilefrine 

or antiandrogens on an individual basis.

Shaded blue – urology input normally 

expected at these steps.



Catheter problems
Urology, January 2025

Bladder 

spasms and 

blockages

Blood or 

debris 

in the urine

General 

advice

Encourage 

fluids: 2 – 3 litres 

per day of any 

fluid

Managing catheter problems often comes down to 

maintaining a very high urine output.

Consider trial without catheter, 

with an alpha blocker

Does 

the patient need a 

catheter?
No

Consider anticholinergic 

medication if bladder 

spasms

Catheter should remain

Yes OR

indication is high pressure 

chronic retention 

with renal impairment

Consider larger catheter

16Fr female / 18Fr male

(Risks urethral erosion 

with long term use)

Consider flush / washout, 

e.g. 0.9% sodium chloride

Check drainage bag level 

and tubing not kinked or 

twisted

Bladder

spasms

Bladder 

discomfort, 

painful urethra

High

temperature?
Yes Urine test 

for infection
Antibiotics

Issues 

resolved?

Yes

Provide 

information

Advice & guidance

Patient information

BAUS Catheter care leaflet

https://www.baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Catheter.pdf 

Patient information

BAUS Catheter care leaflet

https://www.baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Catheter.pdf 

Stones pathway

Blockages

Bypassing

Bladder 

spasms or 

blockages

Bypassing

only

Yes

Stones

excluded

No

Yes

Ultrasound

No

Stones

excluded

Stones

confirmed

Shaded blue – urology input normally 

expected at these steps.

https://www.baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Catheter.pdf
https://www.baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Catheter.pdf


Haematuria SDEC
Urology, January 2025

Presentation 

at NHS 111 / GP OOH, 

ED, GP, ambulance 

service or UCR

Clinical history and 

examination (see note 1)

Findings

consistent with simple UTI 

and voiding

Admit to SAU or ED resus as appropriate 

for further investigation and management

Observations & Imaging

(see note 2)

Note 1 – Clinical history and examination

Visible haematuria +/- clots

Pain on voiding

Lower urinary tract symptoms

Urine dip

Note 2

Observations

bloods (eGFR, FBC +/-, CRP, 

clotting) analgesia
Imaging

Ultrasound scan or CT urogram 

dependent on local policies

Observations & Imaging 

(see notes 2)

Large

bladder clots seen 

on imaging

Refer to Urology on Faster Diagnosis 

Standard haematuria pathway

Safety netting with 7-day open 

access to SDEC or Urology team if 

signs of infection, pain, difficulty voiding 

or worsening haematuria / clots

Send urine for MC&S and treat with 

antibiotics and discharge

Refer to Urology for admission

Follow haematuria UEC pathway

Patient stable, voiding 

and bloods OK

Stable

Voiding?

Yes

NEWS ≤ 3

Clinical 

concerns

Yes

No

Insert large 3-way urethral 

catheter

Washout all clots

Start irrigation to prevent 

new clots forming

Yes

No

Yes

Yes

No

NEWS >3

No

No

Check for previous 

cultures

Outpatient bloods for eGFR, FBC +/- 

clotting

Can initially be managed in community 

not needing SDEC

Yes

No

Refer to Urology on Faster Diagnosis 

Standard haematuria pathway

Shaded blue – urology input normally expected at 

these steps.



Urinary retention SDEC
Urology, January 2025

Presentation at NHS 111 / 

GP OOH, ED, GP

Clinical history and 

examination (see note 1)

Stable

Note 1 – Clinical history and 

examination

Unable to pass urine

Suprapubic pain

Pre-existing lower urinary tract 

symptoms

Nocturnal incontinence (chronic urinary 

retention)

Urine dip

Observations & bloods (eGFR, 

U&Es, FBC +/- CRP)

Analgesia if required Catheter passport

Teach catheter care

Book TWOC clinic for 72 hours

Discharge home

Follow urinary retention UEC pathway

Refer to urology

Manage on ambulatory / SDEC 

pathway monitoring eGFR

Catheter passport / teach catheter care

Follow urinary retention UEC pathway

Safety netting with 7-day open access 

to SDEC or Urology team

Admit to SAU or ED resus as 

appropriate for further 

investigation and management

No

NEWS >3

Yes

NEWS ≤ 3

DRE to assess for malignant 

prostate

Insert 2 way 14 / 16 Fr urethral 

catheter

Measure residual volume

Start alpha blocker

Is eGFR

significantly off 

baseline consistent with high 

pressure chronic urinary 

retention?

Urgent ultrasound scan

Hydronephrosis?

Yes

Safety netting with 7-day open access 

to SDEC or Urology team

No

Refer to urology

Treat hyperkalaemia

Monitor diuresis

Probably admission

Follow urinary retention UEC pathway

No

Yes

Shaded blue – urology input normally 

expected at these steps.



Renal colic SDEC
Urology, January 2025

eGFR deranged 

or pain uncontrolled

Presentation at NHS 111 / 

GP OOH, ED, GP

Clinical history and 

examination (see note 1)

Stable

Note 1 – Clinical history and 

examination

Colicky loin pain

Haematuria

Urine dip & BHCG (female) performed

Observations & bloods (eGFR, 

U&Es, FBC, CRP, Ca2+, 

urate)

Analgesia (PR diclofenac if not 

contraindicated)

Admit to SAU or ED resus 

as appropriate for further 

investigation and 

management

Yes

NEWS ≤ 3

Consider transfer to SAU / ED resus

Cultures

Sepsis bundle

IV antibiotics / IV fluids

Urgent CT KUB

Likely to need emergency 

nephrostomy / stent. Check clotting 

blood test.

Safety netting with 7-day open 

access to SDEC or Urology team if 

signs of infection or constant pain

Book urology stone 

clinic 2 weeks

(face to face)

If ureteric stone confirmed refer to 

Urology

Consider obstructed infected 

kidney

Urgent CT KUB

Temperature 

>38°C 

CT KUB

Does

CT KUB show renal / 

ureteric stone

No

NEWS >3

Refer to appropriate 

specialty based on CT findings. 

If NAD consider alternative 

investigations +/- observation 

and discharge

Yes

No

Discharge

Consider Medical 

Expulsive Therapy 

(MET) in line with 

local guidelines

No

eGFR at baseline

and pain controlled

Ureteric

Refer to urology for either:

Emergency ESWL within 48h as outpatient 

or

Emergency URS within 48h (aim day case 

surgery)

Book routine 

urology stone 

(virtual)

Distal

Discharge

Renal

Stone 

size <5mm

>5mm

eGFR at baseline

pain controlled

Refer to urology for admission and 

inpatient management

A tool to help predict passage of a ureteric stone can 

be found at:

https://bursturologycollaborative.github.io/#calculator

Upper

Shaded blue – urology input normally 

expected at these steps.



Orchitis / epididymitis SDEC
Urology, January 2025

Presentation at NHS 

111 / GP OOH, ED, GP

Clinical history and 

examination (see note 1)

Stable

Note 1 – Clinical history and 

examination

Gradual onset scrotal pain

Scrotal swelling

Urine dip

Note 2

If suspicion of torsion (sudden 

onset of pain, high riding testis, 

oblique testis lie) use TWIST score 

(in line with local protocols) 

emergency via ED.

If suspicion of Fournier’s 

gangrene – emergency admission 

via ED

Observations & bloods 

(eGFR, U&Es, FBC, 

CRP)

Admit to SAU or ED resus 

as appropriate

(see note 2)

Yes

NEWS ≤ 3

IV antibiotics / IV fluids

USS testes

If epididymo-orchitis confirmed and patient 

observations improving, convert to oral 

antibiotics and discharge if appropriate

Temperature 

>38°C 

Reassess clinical history 

and examination to 

exclude testicular torsion.

Send urine for MC&S

USS 

tests shows other 

scrotal pathology

No

NEWS >3

Yes

No

STI 

possible

Send urine for chlamydia and gonorrhoea

Yes

STI

likely

Start doxycycline 

100mg bd for 14 

days

Start ofloxacin or 

alternative as per trust 

guidelines

Yes No

Discharge on antibiotics

No routine follow-up

Safety netting with 7-day open 

access to SDEC or urology team

Consider referral to urology for 

follow-up with flow rate and post 

void residual if pre-existing LUTS

Refer to urology / CNS for review, 

discuss at MDM and TWR cancer 

clinic referral

Refer to urology clinic (virtual) or 

contact urology via advice and 

guidance

Discharge

No

Testis cancer

Symptomatic hydrocele / variocele / cyst

Asymptomatic hydrocele / varcicocele / cyst

Shaded blue – urology input normally 

expected at these steps.



NHS London emergency primary ureteroscopy 

(URS) and extracorporeal shock wave 

lithotripsy (ESWL)
Urology, January 2025

Initial assessment

Clerking -

History / Examination / 

Routine Observations

Exclude red flags

Investigations -

Creatinine / U&Es / 

Urate / Ca2+ / FBC/CRP 

Mid Stream urine for 

dipstick and Microscopy 

+/- Culture

Imaging

CT Imaging within 1 

hour if Red Flags

• CT KUB if ? Infected 

obstructed system

• CT Angiogram if ? 

AAA leak

Otherwise CT KUB 

within 24 hours

• USS if pregnant 

female or patient 

under 16 years

• Unmanageable pain?

• Ureteric stone > 7 mm?

• Upper ureteric stone > 5mm?

• Patient choice for active 

treatment

• Stent or Nephrostomy insitu?

• Radio lucent stone?

• Anticoagulation for high risk 

pathology?

• Multiple ipsilateral or bilateral 

renal stones?

• Contraindications to ESWL?

• Patient Choice for 

Ureteroscopy?

• Reduced mobility?

Yes

Ureteroscopy

Category 1B 

Ureteroscopy 

Surgery within 

48 hours

ESWL

Emergency 

ESWL 

Treatment 

within 48 hours

No Yes

• Dedicated daily / alternate day 

Urology Area Network CEPOD  

stone list

• Advantages – specialist stone 

team (surgeon, theatre team and 

equipment)

• Challenges – loss of productivity 

if no urgent stones (run on UAN 

level to reduce this risk). Preop 

assessment as aim to run as a 

day case service.

• Dedicated daily space on 

Urology elective list (as first 

case)

• Inform the anaesthetist and 

theatres the night before so start 

at 8am, without any delay.

• All on-call urologists to perform 

rigid URS and laser 

fragmentation of stones

• Challenges – treatment may not 

be by specialist stone team. Loss 

of productivity if no urgent stones

• any stone patients whose 

surgery gets cancelled are given 

priority at 8am the following 

morning.

Key points of good practice

• Specialist-led virtual acute ureteric colic clinic and Virtual consent process

• Radiographer and sonographers dedicated to stone service for delivering treatments, diagnostics and stone tracking

• Ongoing staff training and mentoring

• training CEPOD theatre staff/nurses in laser use 

• training CEPOD nurses to support urological procedures

• all Urologists, including non-stone urologists, trained to do distal and mid-ureteric stones

• Monitor Acute Stone Review List in Urolithiasis teams group throughout daily oncall shifts

• Laser facilities on Hot Site

• CEPOD X -ray support from 8am

• Supportive clinical information needs to be promptly provided to patients

• Admin and Clerical support ringfenced as “Lithotripsy/URS coordinator role” to manage and support referral process

• IT support to enable prompt image transfer between hospitals

• IT support to enable prompt transfer of patient notes between hospitals

References

1. NICE guidance - Renal and ureteric stones: assessment and management (nice.org.uk)

2. GIRFT - Urology_2021-12-10_Guidance_Acute-stones.pdf (gettingitrightfirsttime.co.uk)

3. BAUS - Ureteroscopy for stone.pdf (baus.org.uk)

4. BAUS - ESWL.pdf (baus.org.uk)
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