
Cystine stones are visible on plain radiographs and often manifest as
staghorn calculi or multiple bilateral stones. Repeat episodes of
obstruction and instrumentation can cause a reduction in the
glomerular filtration rate (GFR).

APPROACH TO THE PATIENT

Nephrolithiasis

Evidence-based guidelines for the evaluation and treatment of
nephrolithiasis have been published. Although there is limited
evidence for several aspects, there are standard approaches to
patients with acute and chronic presentations that can reasonably
guide the clinical evaluation.

It typically requires weeks to months (and often much longer)
for a kidney stone to grow to a clinically detectable size. Although
the passage of a stone is a dramatic event, stone formation and
growth are characteristically clinically silent. A stone can remain
asymptomatic in the kidney for years or even decades before
signs (e.g., hematuria) or symptoms (e.g., pain) become apparent.
Thus, it is important to remember that the onset of symptoms,
typically attributable to a stone moving into the ureter, does not
provide insight into when the stone actually formed. The factors
that induce stone movement are unknown.
CLINICAL PRESENTATION AND DIFFERENTIAL DIAGNOSIS
There are two common presentations for individuals with an acute
stone event: renal colic and painless gross hematuria. Renal colic
is a misnomer because pain typically does not subside completely;
rather, it varies in intensity. When a stone moves into the ureter,
the discomfort often begins with a sudden onset of unilateral flank
pain.

The intensity of the pain can increase rapidly, and there are no
alleviating factors. This pain, which is accompanied often by
nausea and occasionally by vomiting, may radiate, depending on
the location of the stone. If the stone lodges in the upper part of
the ureter, pain may radiate anteriorly; if the stone is in the lower


