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 Acute urology service is provided by Belfast City Hospital (#6124) 

 Routine outpatient service is provided by Causeway Hospital 
 

Management of patients with painful urinary retention 
 
 

Catheterise and record residual volume 
Perform dipstick urinalysis 

Give antibiotics if nitrite positive and send CSU for culture 
Assess renal function 

 
 
 
 

                Normal renal function           Abnormal renal function 
        

 
  Analgesia as required                Analgesia as required /appropriate 

Commence on alpha blocker                   Establish IV access 
Treat constipation if necessary                                   Replace output + 30ml per hour 
Arrange TWOC as outpatient 

 
 
 

 
Refer Urology OPD DEPENDING ON POSTCODE         Contact urology SPR   

advice / admission 
 

HOSPITAL DEPENDING ON POSTCODE 
 
 

 

Management of patients with painless urinary retention 
 
 
 

Assess renal function 
 
 
 

Normal renal function   Abnormal renal function 
 
 
 
 
            Do not catheterise         Catheterise and record residual volume 
                            Establish IV access 
                     Replace output + 30ml per hour 
 
 
 
       

 Refer Urology OPD   Contact Urology SPR in BCH for  
advice / admission 
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 Patients with renal colic need to have their temperature, urinalysis, 
abdominal signs and KUB recorded.  

 Diclofenac is usually the analgesic of choice. 

 Reconsider the diagnosis if there is no haematuria. 
 

 
Management 

 
1. Bloods:    FBC and renal function 
2. Urinalysis:  

a) Nitrates  if nitrate positive send MSSU and commence on 
antibiotics 
    If nitrate negative no need for antibiotics 
 b) Blood  arrange for CT KUB  
3. Admit to Urology if complete obstruction, pain not controlled or signs of 
sepsis 
4. Refer to Urology outpatient stone clinic if only partial obstruction with good 
pain control, no signs of sepsis and no renal impairment. Commence on 
tamsulosin. The receiving hospital is dependant on postcode and secretarial 
staff can help you with this. 
5. If CT KUB negative, consider other causes of abdominal pain.   

 
Admission to Observation Ward or surgery 
 

 Severe pain persists despite adequate analgesia 

 UTI 

 Stone >6mm on KUB plain film 

 Single Functioning Kidney 

 Diagnosis in doubt (but first rule out AAA in any patient if first presenting 
age  >55 years) 

 Frail/ very elderly 
 
 
 
 
 
 

RENAL COLIC 

Formatted: Bullets and Numbering

Formatted: Bullets and Numbering
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Record pulse and blood pressure 

Perform dipstick urinalysis 
Send MSSU if nitrite positive and commence on appropriate antibiotic 

Perform full blood picture and renal function tests 
 
 
 

Catheterise with 3-way catheter if there is evidence of clot retention or patient 
is experiencing difficulty passing large clots. 

Record residual volume and commence bladder irrigation with saline. 
 

                               
 
                  
          
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
  

Refer to haematuria clinic 
if: 

 Patient not anaemic 

 Patient 
haemodynamically stable 

 No signs of sepsis 

 Irrigating catheter not 
required 

Admit if: 

 Patient is anaemic 

 Patient is haemo-
dynamically unstable 

 Patient is septic 

 Irrigating catheter 
required 

 Patient on anticoagulant 
therapy 

MANAGEMENT OF PATIENTS WITH FRANK 
HAEMATURIA 
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Testicular pain is a common presentation to the Emergency Department. Testicular torsion should be 
considered in the differential diagnosis of any male presenting with abdominal pain. Boys and 
learning-disabled young men are at special risk of occult torsion. 

 

 Testicular torsion 
 

Epididymo-orchitis 

Pain Acute onset 
20-30% have abdominal  pain 

Develops gradually 

Age range Pubescent boys 
Can affect neonates and 
adults 

Post-pubescent 19-40 
Can affect younger and older 

History Acute onset 
50%  report one episode of 
self resolving pain 

Sexual activity 
Urethral instrumentation 
UTI 

Urinary 
symptoms 

90% urine NAD Dysuria / frequency 
Pyuria present in most 

On palpation Testis enlarged, exquisitely 
tender 
Unable to distinguish 
epididymis 
Testis high riding and 
horizontal lie 

Possible to distinguish the 
epididymis from the testis.  
Epidiymitis is often enlarged 
and early on tenderness is 
localised. 

Cremasteric 
reflex 

Absent in most Present 

Prehn’s test Elevation of scrotum does not 
relieve pain 

Elevation of scrotum does 
relieve pain 

 
Mangement 
 

 Testicular torsion is a surgical emergency and requires immediate 
referral to the surgical team on-call. 

 Epididymo-orchitis requires appropriate antibiotics and analgesia. 
Admission may be required for toxic patients or for analgesia. 

 A normal USS of testes does not exclude torsion. Self resolving intermittent 
torsion may look like epididymo-orchitis on USS 

 Late-presenting torsion mimics epididymo-orchitis – request surgical 
opinion  if pain had sudden severe onset of symptoms

TESTICULAR PAIN 
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If a patient is known to the renal team and presents with a complication 
relating to their renal illness, contact the renal team (renal registrar or 
consultant) via switchboard. Especially if 

 Haemodialysis patient with fluid overload, hyperkalaemia or 
haemodialysis line sepsis 

 Peritoneal dialysis patient with peritonitis or inability to perform dialysis  

 Transplant patient with opportunistic infection or where 
immunosuppression prescription is being altered. 

 
Out of hours, if no renal physician is on call, consider contacting the renal 
registrar on-call at the regional nephrology unit in BCH. 

 
A number of patients have become unwell immediately after haemodialysis in 
3 of the 6 dialysis units in Northern Ireland.  
 
Testing showed evidence of haemolysis. It is unclear which part of the 
dialysis process may have caused this issue. It may cause symptoms during 
the dialysis process or not become apparent  for up to 12 hours after the 
treatment. 
 
Increased vigilance for this condition is essential and all haemodialysis 
patients have been given information on what to be alert to.  
 
One of the consequences of this form of haemolysis may be life 
threatening hyperkalaemia or hypoxia that requires urgent intervention.  
 
Symptoms or Signs of Dialysis related haemolysis: 

 Feeling non-specifically unwell  

 Chest or abdominal pain  

 Nausea and vomiting  

 Itch, flushing, shivering, 

 A rise in blood pressure 

 Visible change in blood in dialysis tubing 
 

ADVICE FOR ED DOCTORS REGARDING RENAL 

PATIENTS 

HAEMOLYSIS IN PATIENTS ON HAEMODIALYSIS IN 

NORTHERN IRELAND 



RENAL 

 113 

What to do with a  case of suspected haemolysis 
 
If a patient with chronic renal failure presents with symptoms that started 
within approximately 12 hours of a haemodialysis treatment, haemolysis 
should be considered as a possible diagnosis.  
 
In addition to the standard assessment and initial management the following 
action should be taken. 

 An evaluation for suspected hyperkalaemia (as per GAIN guidelines) – an 
ECG and cardiac monitoring will be necessary  

 Take samples of blood for  

o Electrolytes including potassium 

o CBC specifying also that a blood film is required.  

o LDH 

o Haptoglobin levels  

o Haemolytic index (10 ml clotted sample).  

o Coombs test 

 
Please telephone the laboratory and alert them that these samples come 
from a possible case of dialysis related haemolysis, and request that they 
telephone back the result of the haemolytic index. This numerical result 
recording visible red or brown discolouration of serum is rapidly obtained 
before any other tests are done and enables early reassurance in most 
cases. 
 
If the laboratory reports evidence of haemolysis or possible haemolysis 
contact your local Renal Unit or Renal Registrar on – call at Belfast City 
Hospital 02890329241. 
 
Continue to provide appropriate supportive treatment. 
 
If contacted directly by patient with suspected haemolysis 

 Advice them to attend your Department for the necessary evaluation.  

 Haemodialysis patients who contact A&E Departments raising the issue 
of haemolysis should be seen promptly and not postponed to the 
following day.   
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The reported incidence of hyperkalaemia in hospitalised patients is between 1 
and 10%. The vast majority of cases are related to patients prescribed 
angiotensin converting enzyme inhibitors (ACE) or angiotensin II receptor 
blockers (ARBs) in conjunction with spironolactone with pre-existing or new 
renal failure. Most other cases are related to potassium supplementation and 
prescription of diuretics/medicines with potassium-sparing properties. 
 
1. Aetiology of Hyperkalaemia 
 
a) Renal Causes 
• Acute or chronic renal failure 
• Hyperkalaemic renal tubular acidosis (type IV) 
• Mineralocorticoid deficiency (hypoaldosteronism states) 
• Medicines that interfere with potassium excretion (amiloride, spironolactone) 
• Medicines that interfere with the renin-angiotensin system (angiotensin 
converting enzyme inhibitors, angiotensin II   
  receptor blockade, nonsteroidal anti-inflammatory agents, heparin) 
 
b) Transcellular shift (intracellular to extracellular compartment) 
• Acidosis (including diabetic ketoacidosis) 
• Medicines (digoxin poisoning, suxamethonium, beta-blockade) 
 
c) Increase circulating potassium - Exogenous or Endogenous 
• Exogenous (potassium supplementation) 
• Endogenous (tumour lysis syndrome, rhabdomyolysis, trauma, burns) 
 
d) Pseudohyperkalaemia 
• Prolonged tourniquet time 
• Test tube haemolysis 
• Marked leucocytosis and thrombocytosis (measure plasma not serum 
concentration in these disease states) 
• Sample taken from a limb infused with IV fluids containing potassium 
 
2. Assessment of The Patient 
 
a) Is this “true” hyperkalaemia? 
A repeat serum potassium should be ordered urgently, especially if 
hyperkalaemia is an unexpected or isolated finding and there are no ECG 
signs of hyperkalaemia, to exclude pseudohyperkalaemia. 
 

HYPERKALAEMIA 
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b) How severe is the hyperkalaemia? 
 
Hyperkalaemia is classified as – 

 mild (K+ 5.5 - 6.0 mmol/L) 
 moderate (K+ 6.1 - 6.9 mmol/L )  
 severe K+  7.0 mmol/L or if ECG changes or symptoms (muscle 

weakness or flaccid paralysis palpitations, paresthesias) occurring at 
ANY level of serum potassium ³5.5mmol/L especially if associated with 
hypoxia.  

 
Situations associated with a rapid rise in potassium (acute renal failure, 
rhabdomyolysis) and hypoxia of any cause are more strongly associated 
with the development of cardiac conduction disturbances. 
 
Mild hyperkalaemia is common and often well tolerated in patients with 
chronic renal failure. 
 
3. Is urgent treatment required? 
 
Urgent treatment is required if the serum potassium is >7 mmol/L OR 
hyperkalaemia is accompanied by ECG changes or above symptoms - even 
in the presence of mild hyperkalaemia (K+ 5.5 - 6.0 mmol/L). 
 
Treat as per the GAIN guidelines (see next page) 
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