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Useful information 

British Association of Urological Surgeons
www.baus.org.uk/patients/conditions/6
/kidney_stones

Edinburgh Renal Unit 
www.edren.org/pages/edreninfo/kidney
-stones.php

Patient.info 
http://patient.info/doctor/urinary-tract-
stones-urolithiasis
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Stones > 10 mm in diameter should be
discussed with the urology service as
they are unlikely to pass spontaneously.5

REDUCING RECURRENCE
Stone recurrence is common and should
be anticipated in patients with
underlying genetic or metabolic
abnormalities, those with staghorn
calculi (see figure 2, p18), and individuals
who have previously required intervention
for stone disease. These patients are
typically followed up (at least initially) 
in secondary care. 

However, the most important advice
for all patients, regardless of stone
composition, is a copious fluid intake.11,12,13

Some patients may find it helpful to have
a numerical value attached to the actual
volume they should drink, in which case
they should be advised to drink a
minimum of 2 to 2.5 litres per day.3

Of course, the appropriate volume is
variable and will depend also on
insensible fluid losses. The goal is to
produce dilute urine. A simple, useful
and accurate marker of having achieved
this is the colour of the urine. Patients
should be advised to drink enough so
that their urine looks clear in colour, (like
a gin and tonic and not a pint of lager!). 

Recurrent stone formers should be
advised to drink a glass of water when
going to bed at night, ideally so they
have to get up at least once to pass
urine, at which stage they should have
another glass of water. This minimises
the risks associated with several hours of
concentrated urine overnight.  

Patients should avoid a high-salt
intake and maintain a healthy weight.3
Specific dietary measures are only
required when there are recurrent
calculi. Advice should be individualised
based on 24-hour metabolic stone
profile with follow-up collections to
ensure correction of abnormalities.3
Pharmacological therapy is reserved for
a minority of cases and will be initiated
by specialists (in urology or nephrology).
The following may be prescribed
depending on the underlying
abnormality:3,13 thiazide diuretics, calcium
supplementation with meals, allopurinol,

potassium citrate, D-penicillamine,
captopril. 

CONCLUSION
Only a minority of patients with renal
stone disease will have a primary
metabolic or anatomical abnormality,
but despite this recurrent stone formation
is common. 

There are simple measures that can
greatly reduce the risk of stone
formation, and the associated morbidity.
Successful management is a partnership
between the patient and the primary
care team, with specialist input required
occasionally for high-risk patients or
those with recurrent or difficult to
manage disease. 
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Nephrolithiasis, or renal stone disease, is common and  
the incidence is increasing globally. In the UK the lifetime
risk is estimated to be 8-10%. On a population level, the
increase in stone incidence, erosion of gender disparity,
and younger age of onset is likely to reflect increasing
prevalence of obesity and a Western diet with a high
intake of animal protein and salt.

Stones can be detected by a variety of imaging techniques.
The gold standard is a non-contrast CT of kidneys,
ureters and bladder (CT KUB) which can identify > 99%
of stones. CT KUB should be the primary mode of
imaging for all patients with colic unless contraindicated.
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.

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. Failure of this
analgesic combination should prompt consideration of
secondary care support. 

If a ureteric stone < 5 mm in diameter is identified,  
the expectation is that this will pass without intervention.
Initially medical management 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. Stones that are > 10 mm in diameter
should be discussed with the urology service as they are
unlikely to pass spontaneously.

The most important advice for all patients, regardless 
of stone composition, is a copious fluid intake, a minimum
of 2 to 2.5 L/day. Patients should avoid a high-salt intake
and maintain a healthy weight. Specific dietary measures
are only required when there are recurrent calculi.

‘Patients should be
advised to drink
enough so that
their urine looks
like a gin and tonic
not a pint of lager’ 


