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and can then be switched to oral
administration.9

Referral to hospital for fast-track
imaging (CT KUB) is required, and
should be performed within seven days.
Clearly worsening symptoms or
development of infection will require
acceleration of investigation and
emergency management. Patients
should be advised to seek medical
attention if they develop a fever, are
unable to tolerate fluids, or have
recurrence of severe pain.9

If a ureteric stone < 5 mm in diameter 
is identified, the expectation is that 
this will pass without intervention.5
It is reasonable to continue medical

management for up to four weeks. 
Alpha-blockade (e.g. tamsulosin 
400 µg daily) was previously advocated
to reduce transit time and symptoms,
however, evidence from a large
randomised controlled trial in 2015 did
not support its use in reducing the need
for subsequent intervention.10 A KUB
plain film should be requested to ensure
the stone has passed. If it has not,
urology assessment is required.

Initially medical management as
outlined above is still useful for stones
between 5 and 10 mm in diameter, 
but urology input is more likely 
to be necessary as up to 50% of 
these may require intervention. »

Table 3

Investigations required for all patients presenting with renal colic

Urine
Urinalysis
— Blood
— Leukocytes 
— Nitrites

Culture

*CT kidney, ureters, and bladder (unless contraindicated, in which case consider ultrasound scan)

Table 4

Features suggestive of a metabolic or anatomical abnormality

Clinical presentation

Biochemical analysis

Stone analysis

Table 5

Clinical features necessitating emergency referral to secondary care

Medical history

Clinical status

Response 
to treatment

Blood
Renal function

Electrolytes
— Calcium
— Phosphate
— Bicarbonate

Uric acid

Imaging
CT KUB*

Young age of onset

Hypercalcaemia

Non-calcium

Early recurrence (especially < 1 year)

Metabolic acidosis (low bicarbonate)

Kidney transplant
Single functioning kidney
Pregnancy
Chronic kidney disease

Signs of infection

Passing minimal or no urine
Diagnostic uncertainty

Poor social support

Unable to maintain oral intake
Unable to tolerate medication
Poor control of symptoms

Stages 3-5

Unwell, febrile 
Urinalysis: leukocytes ± nitrites

e.g. need exclusion of aortic
aneurysm

of imaging techniques. The gold
standard is a non-contrast CT of kidneys,
ureters and bladder (KUB), which can
identify > 99% of stones.8

CT KUB should be the primary mode
of imaging for all patients with colic
unless contraindicated, see figure 1, p17.
In such instances, or if a CT KUB is not
available an ultrasound KUB is an
alternative. This has advantages in terms
of radiation exposure and cost, but is
limited in sensitivity, particularly for
ureteric stones. Once diagnosed, a plain
film KUB can be used for follow-up of
radiopaque stones.

Additional testing is indicated for
those with recurrent disease or when
there are multiple stones on imaging at
presentation. Other clinical features that
suggest there may be an underlying
abnormality are outlined in table 4, below.

Two 24-hour urinary collections are
required for a complete metabolic
screen,3 (urinary volume, total excretion
of sodium, calcium, phosphate, oxalate,
and citrate, urinary pH value and
presence of cystine are of particular
interest), but analysis of results will be
undertaken in secondary care.

ACUTE MANAGEMENT
Patients with acute ureteric colic may 
be safely managed in primary care.
However, referral for emergency care
must be considered for certain patients
who are at significant risk of complications
from a renal stone. This can be gauged
by the medical history, current clinical
status, and response to initial treatment.
The clinical features necessitating
emergency referral are outlined in 
table 5, right.9

For most patients diclofenac is a
reasonable first choice of analgesia, 
e.g. 50-100 mg rectally, or 75 mg IM.
Opioid medication can worsen nausea
and be less effective, but should be used
(e.g. 2.5 mg SC diamorphine) if there 
is a contraindication to NSAIDs. 

A combination of diclofenac,
paracetamol, and/or codeine regularly
can provide adequate pain control for
many patients.9 Failure of this analgesic
combination should prompt consideration
of secondary care support. 

Parenteral antiemetic therapy may 
be required initially, cyclizine or
metoclopramide are common choices,

‘CT KUB should be
the primary mode
of imaging for all
patients with colic’


