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Abstract
Background: To evaluate the diagnostic accuracy of computed tomography-urography (CTU) to rule out urinary
bladder cancer (UBC) and whether patients thereby could omit cystoscopy.
Methods: All patients evaluated for macroscopic hematuria with CTU with cortico-medullary phase (CMP) and cystoscopy at our institute between 1st November 2016 and 3 1st December 2019 were included. From this study cohort
a study group consisting of all UBC patients and a control group of 113 patients randomly selected from all patients
in the study cohort without UBC. Two radiologists blinded to all clinical data reviewed the CTUs independently. CTUs
were categorized as positive, negative or indeterminate. Diagnostic accuracy and proportion of potential omittable
cystoscopies were calculated for the study cohort by generalizing the results from the study group.
Results: The study cohort consisted of 2195 patients, 297 of which were in the study group (UBC group, n = 207
and control group, n = 90). Inter-rater reliability was high (κ 0.84). Evaluation of CTUs showed that 174 patients were
assesessed as positive (showing UBC), 46 patients as indeterminate (not showing UBC but with limited quality of
CTU), and 77 patients as negative (not showing UBC with good quality of CTU). False negative rate was 0.07 (95%,
CI 0.04–0.12), false positive rate was 0.01 (95% CI 0.0–0.07) and negative predictive value was 0.99 (95% CI 0.92–1.0).
The area under the curve was 0.93 (95% CI 0.90–0.96). Only 2.9% (3/102) with high-risk tumors and 11% (12/105) with
low- or intermediate-risk tumors had a false negative CTU. Cystoscopy could potentially have been omitted in 57%
(1260/2195) of all evaluations.
Conclusions: CTU with CMP can exclude UBC with high accuracy. In case of negative CTU, it might be reasonable to
omit cystoscopy, but future confirmative studies with possibly refined technique are needed.
Keywords: Bladder cancer, Computed tomography (CT), Diagnostic accuracy, Early detection of cancer, Hematuria,
Urography
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Background
Urinary bladder cancer (UBC) is the 10th most common
diagnosed cancer in the world in 2020 [1]. The most common sign of UBC is macroscopic hematuria, which is
investigated by cystoscopy and computed tomographyurography (CTU) [2, 3]. Cystoscopy currently cannot be
replaced by cytology or by any other non-invasive test,
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while CTU can be performed only in certain cases, e.g.,
multiple or high-risk tumors [2].
Since cystoscopy is considered the reference examination for diagnosis of UBC, the bladder is often largely
ignored by radiologists during routine CTU interpretation [4]. CTU is defined by the European Society of
Urogenital Radiology (ESUR) as a multiphasic imaging
modality for the urinary tract including the urinary bladder and using an intravenous administration of contrast
medium [5, 6].
Several CTU techniques, using one or multiple phases,
single- or split bolus intravenous injection of contrast
medium have been introduced [6]. Traditionally, CTU
consists of an unenhanced phase (UP), a nephrographic
phase (NP), and a mandatory excretory phase (EP) [3,
7, 8]. CTU with these three phases has been demonstrated to have a high specificity for UBC, which allows
patients with positive findings to go directly to transurethral resection of bladder (TURBT) without a preceding cystoscopy [3]. However, most patients still undergo
cystoscopy, which is an invasive examination with patient
discomfort and with risk for complications such as hematuria, infection and voiding problems [9–11].
UBCs have a detectable early enhancement of contrast
media, which may be used to detect UBC rather than
only as filling defects in EP [12]. Therefore, it has been
proposed that CTU including a corticomedullary phase
(CMP), i.e. an arterial phase, could be comparable to cystoscopy in the detection of UBC with a higher sensitivity
than CTU without CMP [13]. CTU followed by cystoscopy, according to the Swedish standardized care pathway (SCP), has been the clinical routine in our institute
for evaluation of macroscopic hematuria, and since 2016
included CMP.

Methods
The aim of this study was to determine the diagnostic accuracy, especially the false negative rate (FNR), of
CTU with CMP in exclusion of UBC and whether some
patients could omit cystoscopy.
Patients

All patients evaluated for macroscopic hematuria according to SCP in the NU Hospital Group, Uddevalla, Sweden, between 
1st November 2016 and 
31st December
2019 were retrospectively included. The criteria for SCP,
and therefore the inclusion criteria of the study, were
macroscopic hematuria and ≥ 40 years age. The age criterion was changed to ≥ 50 years in 2018. Patients were
excluded from the study if they did not undergo CTU, or
if the CTU was not done with CMP or UP (Fig. 1).
The study group was divided into the UBC group,
which consisted of all patients diagnosed with UBC

Page 2 of 9

during the study period, while a random sample of
patients who had macroscopic hematuria but without
detected UBC, matched by year of diagnosis, constituted
the control group. From this study group the results were
generalized to the study cohort.
Medical records were retrospectively reviewed to
retrieve tumor-specific data for the UBC group (e.g.,
tumor number and tumor size which were estimated
during TURBT using the loop of the resectoscope (7 mm
as a reference) and to ensure that patients in the control
group were not diagnosed with UBC until 31st March
2021. All UBC patients underwent TURBT and had a histopathologically verified UBC diagnosis.
Imaging technology

Preparation before examination included drinking of
1000 mL of water and not voiding approximately 90 min
prior to examination. CTU was performed with the
patient in supine position, using a 64-detector scanner (General Electric, Boston, USA or Siemens Medical
solutions, Forchheim, Germany). A four-phase protocol
including UP of the abdomen and pelvis (70–480 mA)
was initiated. This was followed by a CMP of the abdomen and pelvis (120–560 mA) at bolus tracking + 20 s
after intravenously administration of iodinated contrast
medium (Iohexol 350 mg/mL; 400 mg I/kg, 20 g I/kg/sec,
Omnipaque; GE Healthcare, Waukesha, WI, USA).
The following phase was a nephrographic phase (NP) of
the kidneys (120–560 mA) at bolus tracking + 40 s. After
a short mobilization of the patient, an excretory phase
(EP) of the abdomen and pelvis (70–480 mA) > 7.5 min
after contrast medium administration was obtained.
All four phases were reduced with 40% mAs with GE
or made with a quality reference mAs Siemens. In other
words, the UP and EP could be considered as “low-dose”
phases and the CMP as a “normal-dose” phase concerning radiation. Collimation of 0.6 mm, pitch of 1.4 and 120
kVp were applied in all phases. No diuretic drugs were
given.
Imaging analysis

All included CTU scans were copied to a separate study
database, pseudonymized and purged of all annotations.
Two specialists in radiology (CH and DV) with seven
and eighteen years of experience of interpretation of
CTU who were blinded to all clinical data and previous
CTU results, reviewed the pseudonymized CTUs independently. The number of tumors and the largest size of
the largest tumor were recorded. In addition, inadequacy
of bladder filling volume, existence of bladder stones,
indwelling catheter, existence of thickened bladder wall
and other image distortions that made the re-evaluation
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Patients evaluated for
macroscopic hematuria
n=2195

No cancer diagnosed

UBC diagnosed

n=1923

n=272

Random sample
n=113
Excluded, n=65
No corticomedullary phase,
n=23

Excluded, n=23

No computed tomography,

No corticomedullary phase, n=11

n=21*

No computed tomography, n=4 *

Computed tomography

Computed tomography without

without contrast, n=17*

contrast, n=3*

No unenhanced phase, n=4

No unenhanced phase, n=5

Control group

UBC group

n=90

n=207

Blinded re-evaluation
* Includes patients with contraindication for contrast medium, e.g., chronic kidney disease.
Fig. 1 STARD flow diagram showing inclusion of patients in the study for blinded evaluation of computed tomography urography with
cortico-medullary phase. STARD: Standards for the Reporting of Diagnostic Accuracy Studies; UBC: Urinary bladder cancer

difficult, such as artifacts due to hip prostheses, were also
noted separately.
The reviewers categorized the CTUs as either positive (showing UBC) or negative (not showing UBC).
The negative CTUs were then further categorized
as having good image quality (good/very good bladder filling, no non-specific bladder wall thickening, no
indwelling catheter, no bladder stones, and no significant image distortions) or having limited image quality (having one or more of the above). The CTUs were
thereby categorized as positive (POS), indeterminate

(not showing UBC but with limited quality, IND), or
negative (not showing UBC with good quality, NEG).
After the first round of review, a consensus between
the two radiologists was reached in a joint review in the
cases where the interpretations differed. All statistical
analyses were based on this consensus interpretation if
not otherwise indicated. After unblinding, one further
round of review of the cases with false negative CTU in
the group (NEG) was performed by a senior radiologist
(HL), who was not blinded to the results of the other
radiologists interpretations to try to identify possible
systematic errors in interpretation.
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Statistical analysis

All available UBC patients were included in the study. To
be able to demonstrate an expected FNR of around 10%
and a false positive rate (FPR) < 50% the required sample
size was calculated to approximately 200 UBC patients
and 100 controls [14]. The control group was increased
by approximately 10% to account for exclusions and
were randomly selected from the patients without UBC,
matched by year of diagnosis, for a total of 113 patients.
This sampling of the controls was done to keep the number of re-evaluations manageable and focused on the
FNR, while still being able to estimate other accuracy
measures and omittable cystoscopies. This procedure
allowed us to generalize the results from the study group
to the study cohort with highly valid results.
Descriptive statistics were used for patient characteristics (age at CTU and sex) and tumor characteristics
(clinical tumor stage, tumor size and number of tumors).
Continuous data were presented as mean with standard
deviation (SD). Inter-rater variability of the interpretations of the CTUs was analyzed with Cohen’s kappa
with > 0.80 interpreted as good agreement. Receiver
operating characteristic analysis was done and the area
under the curve (AUC) was calculated.
The FNR and FPR were calculated with 95%-confidence
intervals (CI) according to the score method with continuity correction described by Wilson [15]. Positive predictive value (PPV) and negative predictive value (NPV)
were calculated with 95% CI similarly, and were based
on the entire cohort of patients with macroscopic hematuria, i.e., results of the control group were multiplied
to represent the entire cohort without UBC, assuming
similar results in randomly selected controls and in those
patients without UBC who were not evaluated in the present study. Statistical analysis was performed using SPSS
version 27 (IBM Corp., Armonk, NY, USA).
Omittable cystoscopies was defined as the POS CTUs,
where the patient could go directly to a TURBT, and the
NEG CTUs. This was calculated as a proportion of the
entire cohort of patients with macroscopic hematuria,
i.e., the randomly selected control group was generalized to reflect the entire group of patients without UBC,
and the patients that had not undergone a CTU according to the protocol were counted as requiring cystoscopy.
The number of cystoscopies needed to detect one case of
UBC, and one case of high-risk UBC, respectively, among
the NEG CTUs were calculated.

Results
Patients

We identified 2195 patients who had been investigated
for macroscopic hematuria in our institute in the study
period. Of these, 272 (12%) patients were diagnosed with
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UBC. Of the remaining 1923 patients without UBC, 113
(6%) were randomly selected for the control group. After
exclusion of 65 (24%) patients in the UBC group and 23
(20%) patients in the control group, the final re-evaluation cohort consisted of 297 patients; 207 with UBC and
90 controls (Fig. 1, Additional file 1: Table 1). The characteristics of the included patients are detailed in Table 1.
There were no cases of primary carcinoma in-situ.
In 19% (40/207) of the UBC patients, the previous clinical CTU reports described a clear/suspect UBC, leading
the patient directly to TURBT without a preceding cystoscopy. In a further two patients where CTU showed
UBC, outpatient cystoscopy was not possible due to urethral strictures and thereby diagnosed at cystoscopy in
anesthesia and TURBT was performed at the same time.
Of the remaining 165 UBC patients who underwent
outpatient cystoscopy, UBC was missed in ( 4/165, 2.4%)
which were diagnosed later due to either malignant cells
in urine cytology (n = 1), at surgery for bladder stones
(n = 1), or after histopathological result of a biopsy from
suspected cystitis (n = 1). One UBC was missed at cystoscopy that was interpreted as cystitis cystisca but the
CTU indicated UBC, which led to a TURBT. An example
of a CTU in different contrast phases from a patient with
UBC is shown in Fig. 2.
CTU interpretations

Reviewer 1 classified 171 (58%) as POS, 79 (27%) as NEG,
and 47 (16%) as IND, while reviewer 2 classified, 154
(52%) as POS, 82 (28%) as NEG, and 61 (21%) as IND.
Cohen’s kappa (POS vs NEG or IND) was 0.84 (95% CI
0.78–0.91; p < 0.001) indicating a good inter-observer
agreement. The reviewers differed in interpretation in 23
(8%) cases, for which consensus was reached after a second round of review (Table 2). For the consensus interpretations, the FNR was 0.07 (95% CI 0.04–0.12) while
FPR was 0.01 (95% CI 0.00–0.07). AUC was 0.93 (95% CI
0.90–0.96). PPV was 0.91 (95% CI 0.86–0.94) and NPV
was 0.98 (95% CI 0.97–0.98).
False negative CTUs

The characteristics of the patients with tumors that
were not identified on CTU, grouped by the consensus
interpretations, are detailed in Table 3. Among the fifteen patients with NEG CTUs, only three patients (4%
of NEG CTUs, 2.9% of high-risk tumors, and 1.4% of all
tumors) had high-risk tumors (TaG3, T1, or T2), while
the remaining twelve patients (16% of NEG CTUs, 11%
of low/intermediate-risk tumors and 5.7% of all tumors)
had low-grade Ta tumors. These fifteen cases with NEG
CTU were re-evaluated again by a senior radiologist (HL)
and all were interpreted again as negative. There were
four patients with tumors > 10 mm in the largest diameter
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Table 1 Descriptive parameters of all patients included in the study
Variable name

All

No.patients
Sex

Male

Control group

Cancer group

297

90

207

207 (70)

56 (62)

151 (73)

Age

Mean (SD)

72 (11)

68 (12)

74 (9)

CTU

Four phases

290 (98)

88 (98)

202 (98)

Filling volume

Good/very good

Indwelling catheter

285 (96)

88 (98)

197 (95)

26 [9]

8 [9]

18 [9]

Bladder stones

13 [4]

8 [9]

5 [2]

Thick bladder wall

38 [13]

8 [9]

30 [14]

Other image distortions
General quality of CTU

Good/very good

69 (23)

12 [13]

57 (28)

283 (95)

88 (98)

195 (94)

Solitary tumor*
Size of tumor**

Local tumor stage***

Concomitant Cis****

0–10 mm

133 (66)
23 [11]

11–30 mm

–

99 (48)

> 30 mm

–

52 (25)

cTaG1

–

22 [11]

cTaG2

–

83 (40)

cTaG3

–

10 [5]

cT1G1

–

1 (0.5)

cT1G2

–

20 (9.5)

cT1G3

–

31 [15]

cT2

–

40 [19]

cTaG3 + Cis

–

4 (33)

–

5 (42)

cT2 + Cis

–

3 (25)

–

5 [2]

–

2 [1]

cT1 + Cis
Lymph node metastasis

–
–

Distant metastasis
Figures represent number of patients (% of numbers of the column) if not otherwiseindicated
Cis: Carcinoma in situ; CTU: Computed tomography-urography; SD: Standard deviation
*According to TURBT reports
**Missing cases 33
***Corrected after second look resection if appropriate
****There was no primary cTis

which were classified as NEG CTU. These were all flat
and with no significant contrast enhancement (Fig. 3).
Omittable cystoscopies

The proportion of omittable cystoscopies was calculated for the entire group of patients with macroscopic
hematuria (n = 2195). A primary cystoscopy could have
been omitted in 57% (1260/2195) of the patients: those
with a POS CTU (n = 174, representing 190 patients in
the entire cohort), who would go to TURBT directly,
and those with a NEG CTU (n = 77, representing 1070
patients in the entire cohort), (Additional file 1: Table 1).
Accordingly, cystoscopy would have been done only
in 43% (935/2195) of the patients: those who could not
undergo CTU (n = 88, representing 456 patients in the
entire cohort) and those with IND CTU (n = 46, representing 479 patients in the entire cohort). The number of

cystoscopies needed to detect a false-negative CTU was
thus 71 (1070/15), and for high-risk tumors the corresponding figure was 357 (1070/3).

Discussion
Macroscopic hematuria is generally investigated with
CTU and cystoscopy, the latter of which is an invasive
procedure with patient discomfort and risk of complications. In the present study, we found that CTU with CMP
had a low FNR and FPR, and cystoscopy might thereby
be omitted in the majority of patients with macroscopic
hematuria. Moreover, a high inter-observer agreement
indicates that the results are valid in the clinical situation where there is only one radiologist interpreting the
CTUs.
The low FNR and FPR found in this study are in close
accordance with the prospective study by Helenius et al.
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Fig. 2 Urinary bladder cancer attenuation in a coronal computed tomography urography reconstruction in: a unenhanced phase, b
corticomedullary phase (CMP), c nephrographic phase, and d excretory phase. Notice that the tumor is clearly seen in CMP due to good
enhancement and it is hidden in the not optimal contrast-mixed urine in the bladder in (d), sometimes happening despite efforts to get high
concentration and volume of contrast in the bladder

Table 2 Diagnostic accuracy of CTU for the detection of bladder cancer from both reviewers and their consensus
Consensus
Cancer

Reviewer 1
Control

Cancer

Reviewer 2
Control

Cancer

Control

Positive, n

173

1

170

1

154

0

Indeterminate, n

19

27

20

27

33

28

Negative, n

15

62

17

62

20

62

FNR

0.07 (0.04–0.12)

0.08 (0.05–0.13)

0.10 (0.06–0.15)

FPR

0.01 (0.00–0.07)

0.01 (0.00–0.07)

0.00 (0.00–0.05)

NPV*

0.99 (0.92–1.00)

0.98 (0.92–1.00)

0.98 (0.92–1.00)

PPV*

0.91 (0.86–0.95)

0.91 (0.86–0.95)

1.00 (0.97–1.00)

Confidence intervals (95%) in parentheses
CTU: Computed tomography-urography; FNR: False negative rate; FPR: False positive rate; PPV: Positive predictive value; NPV: Negative predictive value
*Values were calculated for the entire cohort of 2195 patients with a cancer prevalence of 12% and after matched exclusions

who found sensitivity and specificity to be 0.87 and 0.99,
respectively, when adding CMP to the normal CTU protocol [13]. However, their series included relatively few
tumors, 55, compared to 207 in the present study which
allows for a better estimate and analysis of false negative
results. Also, these authors did not use a blinded revision
of CTU and did not include a control group, in contrast
to the present study.
In another retrospective study of 395 consecutive
patients with macroscopic hematuria, CTU detected
UBC in 13% of cases and with no indication of missed
muscle invasive UBC [16]. In the present study, a

negative CTU with good image quality and with no other
bladder abnormalities missed tumors in only 15 of 207
(7%) patients with most of them low-risk tumors. Moreover, only three of these missed tumors were high-risk
tumours, which accounted for 2.9% of high risk tumors
group and 1.4% of all the patients with UBC. These
tumors would have required a total of 1070 cystoscopies
to detect.
In a mixed-methods study of patients’ preferences Tan
et al. demonstrated that patients were willing to forgo
cystoscopy if the sensitivity of the replacing biomarker
was at least 0.90–0.95, recognizing that cystoscopy would
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Table 3 Descriptive parameters of the patients with missed
tumors grouped by the consensus interpretations (indeterminate
or negative CTUs)
Indeterminate

Negative

19

15

79 [8]

69 [13]

Male sex

15 (79)

10 (67)

Solitary tumor

9 (50)*

10 (67)

0–10 mm

2 [13]

8 (67)

11–30 mm

10 (62)

3 (25)

No.patients
Age (years)

Size of largest tumor**

Local tumor stage

Mean (SD)

> 30 mm

4 (25)

1 [8]

cTaG1

4 [21]

6 (40)

cTaG2

6 (31)

6 (40)

cTaG3

3 [16]

0 (0)

cT1G1

0 (0)

0 (0)

cT1G2

0 (0)

1 (6.5)

cT1G3

3 [16]

1 (6.5)

cT2

3 [16]

1 [7]

3 [16]

0 (0)

Concomitant Cis

Figures represent number of patients (% of tumors within the group) if not
otherwise indicated
Cis: Carcinoma in situ; SD: Standard deviation
*One case was missing
**Missing cases are 3 in every group

also not detect all tumors [17]. This suggests that CTU
with CMP should be interpreted for bladder tumors,
not only upper tract tumors, and that cystoscopy could
be omitted from the primary evaluation of macroscopic
hematuria in case of a good-quality CTU with no pathological findings. In such a scenario, patients with a negative CTU who have recurrent hematuria would likely
require cystoscopy which may detect the missed tumors,
the extent of which will require further study. The consequences of missing high-risk tumors also need further investigation, and could potentially be mitigated by
improvements in CTU protocols or the addition of urinary cytology and urinary biomarkers.
We found that cystoscopy could have been omitted in
57% of the hematuria investigations. To the best of our
knowledge, no such analysis has been reported before.
This is important since omitting cystoscopy may decrease
the delay in diagnosis for cancer patients, avoid discomfort and complications of cystoscopy in the non-cancer
cohort, and decrease health care costs [18]. This estimate
is likely conservative, since it takes into account the 21%
of patients who did not undergo CTU according to the
protocol and such protocol might be improved if the
bladder was a focus of the examination. One reason for
including these patients in this estimate was to account

Fig. 3 A flat (sessile) 3 cm T1G2 tumor in the urinary bladder which was missed in a computed tomography urography with high quality. An axial
reconstruction in: a unenhanced phase, b corticomedullary phase (CMP), c nephrographic phase, and d excretory phase
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for all patients that would be unable to undergo a full
CTU, e.g., due to renal failure, which in this study was
14% (38/272) of the UBC group and 6% (7/113) of the
control group.
In addition, the 22% of IND CTUs could likely be
improved with increased experience in performing and
interpretation of such CTU examinations and through
modifications of the CTU protocol, especially with good
filling of the urinary bladder before the examination.
Possibly by further mobilizing the patient before taking
the EP, we would obtain a more homogeneous contrast
mixture in the bladder, which facilitates the detection of
contrast defects. In addition, a higher diuresis using furosemide to ameliorate bladder filling might improve the
CTU quality. We have accepted some noise in the images
to keep the radiation dose as low as possible and it may
be worth to consider whether we could have detected
some of the smaller tumors if we had done the examinations with higher radiation dose in the arterial phase.
One concern in adding an additional contrast phase
to the CTU protocol is the added radiation dose to the
patients, however in this group of middle age and elderly
patients, this is likely a minor concern. Another limitation with CTU in a world-wide perspective is its high
costs and that not all hospitals or outpatient clinics have
it. Furthermore, for practical reasons the study was not
designed to evaluate whether other contrast phases could
have been excluded. For example, excluding the EP or the
NP would lower the radiation dose to the patients and
take less time per patient, but the effects of such exclusions on tumor detection, especially in the upper tract,
need further study.
Other modalities for bladder tumour detection such as
biomarkers, ultrasound and magnetic resonance imaging
are under development to improve the diagnosis of UBC
[19–22]. Further studies are needed to elucidate whether
these or CTU, either alone or in combination, can replace
cystoscopy in diagnosing UBC.
The main strength of this study is that it is based on a
large consecutive cohort of 2195 patients presenting with
macroscopic hematuria examined with a standardized
4-phase CTU protocol and cystoscopy. An additional
strength is that the CTUs were reviewed by two experienced radiologists who were blinded to each other and to
all clinical data.
The primary limitation of the study is the retrospective design and that a relatively large proportion of
the CTUs were not done according to the protocol. A
further limitation is that not all negative CTUs were
reviewed, instead a random sample of the negative controls was utilized. This was done to make the reviews
of the CTUs manageable, while being able to maximize
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the number of patients with UBC and thereby estimate
the main outcome, FNR, as close as possible. While this
could potentially have led to an artificially low FNR
by increasing the chance of interpreting the CTUs as
positive, the very low FPR indicates that this did not
happen. In addition, while we planned to include 100
patients as controls, the number of exclusions was
larger than expected, but this did not affect the results
since the FPR was much lower than expected.
As a conclusion, CTU with CMP can exclude UBC
with high accuracy. For the majority of patients with
a negative CTU it might be reasonable to omit cystoscopy, but prospective confirmative studies with possibly refined techniques and protocols for repeated
hematuria are needed.
Abbreviations
CI: Confidence interval; CMP: Corticomedullary phase; CTU: Computed
tomography urography; EP: Excretory phase; FNR: False negative rate; FPR:
False positive rate; NP: Nephrographic phase; NPV: Negative predictive value;
PPV: Positive predictive value; SD: Standard deviation; TNM: Tumor-nodemetastases; TURBT: Transurethral resection of bladder tumor; UBC: Urinary
bladder cancer; UP: Unenhanced phase.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12894-022-01009-4.
Additional file 1. Supplementary Table 1. The results of the three
groups 1 (POS, NEG and IND) and the group which did not undergo
CTU in the study group (n = 297) and estimation for the entire cohort
(n = 2195). The controls in the study group were multiplied by 17.02
(1923/113) to generalize to the entire hematuria group. Percentage of the
column in parentheses. CTU: Computed tomography-urography.
Acknowledgements
The authors thank Ms. Lena Knutsson for her technical support.
Author contributions
S. A: Conceptualization, methodology, formal analysis, data curation, writingoriginal draft preparation. C. H: Data review, writing- reviewing and editing.
D. V: data review, writing- reviewing and editing. S. J: supervision, methodology, writing- reviewing and editing. H. L: supervision, methodology, writingreviewing and editing. H. K: supervision, conceptualization, methodology, data
curation, writing- original draft preparation. All authors read and approved the
final manuscript.
Funding
Open access funding provided by University of Gothenburg. The study was
supported by grants from the Swedish state under the agreement between
the Swedish government and the county councils, the ALF-agreement (ALFGBG-873181) and by grants from Department of Research and Development,
NU-Hospital Group.
Availability of data and materials
The data used to support the findings of this study are available from the corresponding author upon reasonable request.

Abuhasanein et al. BMC Urology

(2022) 22:60

Declarations
Ethical approval and consent to participate
The study was approved by the Swedish Ethical Review Authority (File
No.2020–01127) and was performed in accordance with the Declaration of
Helsinki. The informed consent was waived according to decision from a the
Swedish Ethical Review Authority as a review of patients’ medical records
would not change the care they have already had received.
Consent for publication
Not applicalble.
Competing interests
The authors declare no competing interests.
Author details
1
Department of Urology, Institute of Clinical Science, Sahlgrenska Academy,
University of Gothenburg, 413 90 Göteborg, Sweden. 2 Department of Surgery,
Urology Section, NU Hospital Group, Uddevalla, Region Västra Götaland,
Sweden. 3 Department of Radiology, NU Hospital Group, Uddevalla, Region
Västra Götaland, Sweden. 4 Department of Clinical and Experimental Medicine,
Division of Urology, Linköping University, Linköping, Sweden. 5 Department
of Radiology, Institute of Clinical Science, Sahlgrenska Academy, University
of Gothenburg, Göteborg, Sweden. 6 Department of Radiology, Sahlgrenska
University Hospital, Göteborg, Sweden. 7 Department of Urology, Sahlgrenska
University Hospital, Region Västra Götaland, Göteborg, Sweden.
Received: 19 November 2021 Accepted: 5 April 2022

References
1. IARC CT. Estimated number of new cases in 2020, worldwide, both sexes,
all ages. 2021. https://gco.iarc.fr/today/online-analysis-table.
2. M. Babjuk MB, E. Compérat,. EAU guidelines on non muscle invasive bladder cancer. Eur Urol. 2020.
3. Trinh TW, Glazer DI, Sadow CA, Sahni VA, Geller NL, Silverman SG.
Bladder cancer diagnosis with CT urography: test characteristics and
reasons for false-positive and false-negative results. Abdom Radiol (NY).
2018;43(3):663–71.
4. Dighe MK, Bhargava P, Wright J. Urinary bladder masses: Techniques, imaging spectrum, and staging. J Comput Assist Tomogr.
2011;35(4):411–24.
5. Stacul F, Rossi A, Cova MA. CT urography: the end of IVU? Radiol Med.
2008;113(5):658–69.
6. Van Der Molen AJ, Cowan NC, Mueller-Lisse UG, Nolte-Ernsting CC,
Takahashi S, Cohan RH, et al. CT urography: definition, indications and
techniques. A guideline for clinical practice. Eur Radiol. 2008;18(1):4–17.
7. Blick CG, Nazir SA, Mallett S, Turney BW, Onwu NN, Roberts IS, et al.
Evaluation of diagnostic strategies for bladder cancer using computed
tomography (CT) urography, flexible cystoscopy and voided urine cytology: results for 778 patients from a hospital haematuria clinic. BJU Int.
2012;110(1):84–94.
8. Helenius M, Dahlman P, Lonnemark M, Brekkan E, Wernroth L, Magnusson
A. Comparison of post contrast CT urography phases in bladder cancer
detection. Eur Radiol. 2016;26(2):585–91.
9. Waisbrod S, Natsos A, Wettstein MS, Saba K, Hermanns T, Fankhauser
CD, et al. Assessment of diagnostic yield of cystoscopy and computed
tomographic urography for urinary tract cancers in patients evaluated
for microhematuria: a systematic review and meta-analysis. JAMA Netw
Open. 2021;4(5):e218409.
10. Cowan NC, Crew JP. Imaging bladder cancer. Curr Opin Urol.
2010;20(5):409–13.
11. Witjes JA, Bruins HM, Cathomas R, Compérat EM, Cowan NC, Gakis G,
et al. European association of urology guidelines on muscle-invasive and
metastatic bladder cancer: summary of the 2020 guidelines. Eur Urol.
2021;79(1):82–104.

Page 9 of 9

12. McTavish JD, Jinzaki M, Zou KH, Nawfel RD, Silverman SG. Multi-detector
row CT urography: Comparison of strategies for depicting the normal
urinary collecting system. Radiology. 2002;225(3):783–90.
13. Helenius M, Brekkan E, Dahlman P, Lonnemark M, Magnusson A. Bladder cancer detection in patients with gross haematuria: computed
tomography urography with enhancement-triggered scan versus flexible
cystoscopy. Scand J Urol. 2015;49(5):377–81.
14. Bujang MA, Adnan TH. Requirements for minimum sample size for sensitivity and specificity analysis. J Clin Diagn Res. 2016;10(10):YE01-YE6.
15. Newcombe RG. Two-sided confidence intervals for the single proportion:
comparison of seven methods. Stat Med. 1998;17(8):857–72.
16. Bretlau T, Hansen RH, Thomsen HS. CT urography and hematuria: a retrospective analysis of 771 patients undergoing CT urography over a 1-year
period. Acta Radiol. 2015;56(7):890–6.
17. Tan WS, Teo CH, Chan D, Heinrich M, Feber A, Sarpong R, et al. Mixedmethods approach to exploring patients’ perspectives on the acceptability of a urinary biomarker test in replacing cystoscopy for bladder cancer
surveillance. BJU Int. 2019;124(3):408–17.
18. Turney BW, Willatt JMG, Nixon D, Crew JP, Cowan NC. Computed
tomography urography for diagnosing bladder cancer. BJU Int.
2006;98(2):345–8.
19. Fasulo V, Paciotti M, Lazzeri M, Contieri R, Casale P, Saita A, et al. Xpert
bladder cancer monitor may avoid cystoscopies in patients under "Active
Surveillance" for Recurrent Bladder Cancer (BIAS Project): longitudinal
cohort study. Front Oncol. 2022;12:832835.
20. Panebianco V, Narumi Y, Altun E, Bochner BH, Efstathiou JA, Hafeez S, et al.
Multiparametric magnetic resonance imaging for bladder cancer: development of VI-RADS (vesical imaging-reporting and data system). Eur Urol.
2018;74(3):294–306.
21. Soria F, Droller MJ, Lotan Y, Gontero P, D’Andrea D, Gust KM, et al. An
up-to-date catalog of available urinary biomarkers for the surveillance of
non-muscle invasive bladder cancer. World J Urol. 2018;36(12):1981–95.
22. Diana P, Lughezzani G, Saita A, Uleri A, Frego N, Contieri R, et al. Head-toHead Comparison between High-Resolution Microultrasound Imaging
and Multiparametric MRI in Detecting and Local Staging of Bladder
Cancer: The BUS-MISS Protocol. Bladder Cancer. 2022:1–9.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

