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m 83-85

M 83 21,125,792

m 20 . 13,879,398 (66.3%)

m19 , 27,758 (2/1000),
] :1.11: 1

14,603 , 13,155




5~6%
6~8%
8~10%
0~12%
12~14%




Leeet a, Urol Int; 2002

B Overall prevalence: 9.6%
B Age-adjusted prevalence: male:  12.2%
female. 3.1%
B The“stone belt” was localized in the Midwest regio
of Talwan
B Alcohol consumption, family history were significant
factors for stone occurrence
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B Treatment of acute episode
B Chemolysis of existing stones
B Prevention of stone recurrence







(Pak, 5.9%; Lee, 29.3%)
[ ]




Selective treatment of recurrent stones

-

Disorder Treatment
Low urine volume High fluid intake
Absorptive hypercalciuria |: Thiazide, sodium cellulose phosphate, I1:

low calcium diet, SCP; I11: orthophosphate
Hypocitraturia, RTA Potassium citrate ,
Hypomagnesiuria Magnesium citrate
Hyperuricosuria Allopurinol, potassium citrate
Uric acid stone Allopurinol, potassium citrate, B
Enteric hyperoxaluria Pyridoxine, oral calcium supplementation f -
Infection stone Acetohydroxamic acid, antibiotics

Cystinuria D-penicillamine or tiopronin (M PG)




Selective versus nonsel ective therapy

Selective therapy Nonselective therapy
W Pak et al, 1981 B Laerumet al, 1984
B Pak et al, 1985 B Wilson et a, 1984
M Ettinger et al, 1986 M Eftinger et al, 1988
B Pak, 1990 B Coeetal, 1992

B Menon et al, 1998 B Ettinger et al, 1997

M | eceta, 1999




Selective versus nonsel ective therapy

Selective therapy

Nonsel ective therapy

B Selective therapy is more effective &
and safer than random therapy
B Side effects of nonselective [

therapy

To avoid the expense and work
during categorizing

Thiazide is effective for al types;
of hypercalciuria

Most patients do not have an
Isolated but a combination of
metabolic abnormality
Hypercalciuriarepresents a
continuum of disorder
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Risk Assessment -- First Episode

Family History of Stones
Bone/Gl Diease
Gout, Chronic UTI
Nephrocalcinosis

NoO Yes

Simplified Evaluation Extensive Evaluation



Simplified Evaluation

W History

Dietary Aberrations

Stone-provoking Medications
Fluid Loss
Urinary Tract Infection

M | aboratory Test

Stone analysis
SMA-20

Urinalysis & Culture
KUB




SMA-20

mTCadP :Primary hyperparathyroidism
Bl K,!CO, :Rend tubularacidoss

m T Uricacid : Gouty diathesis

mlP . Hypophosphatemic AH

If present, extensive evaluation




Scheme For Diagnostic Eval uatio/ -'

Initial Visit
First Episode Recurrent Episodes

Extensive Evaluation

Simplified Evaluation



Extensive Metabolic Evaluation

Hm Vistl;

Hm Vist 2

m Vigt3:

Random diet

History

Sequential multiple Analysis (SMA)-20
24-h urine for stone risk factors
Random diet

Repeated 24-h urine

Diet instructions (Ca, Na, Oxalate)
Restricted diet

SMA-20 and PTH

24 -h urine

Fast and calcium load test







M Fiction
Metabolic abnormalities occur mostly or only in
patients with recurrent stone?

W Fact
Single stone formers often have ssimilar pattern
and severity of metabolic abnormalities as
recurrent stone formers.
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(0-2)
(0-2)
(0-4)
(0-3)
(0-2)
(0-2)
(0-4)
(0-3)

(SRPS-8)
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® SPSS 10.0 for windows

B Student’st test

B Nonparametric test (Mann-Whitney U test)
B Chi-sguare test, Fischer's exact test

B |_ogistic and ssmple regression

B Pearson product-moment correlation

B ROC curve




ROC (receiver characteristics) curves e

M Plots of the true positive rate (sensitivity) versus
the false-positive rates (1-specificity) using
different cutoff values. .

B Sengitivity took the y-axis and (1-specificity) took ~_£%
the x-axis. '




Sensitivity

SRPS ROC

ROC Curve
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Source of the Curve
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Figure 1.
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Stone recurrence predictive score

Y=0.196 + 0.061 X; R2=0.859, p <0.0001




Cutoff Vaue

%

%

1.5 99.1 4.5

2.5 95.7 7.9

3.5 90.4 24.7
4.5 84.3 38.2
2.5 5.7 62.9
6.5 61.7 75.3
7.5 47.8 86.5
8.5 33.9 94.4
9.5 26.1 98.9
10.5 16.5 100




ROC

Areaunder Curve

SRPS-8 0.744

SRPS-6 0.729

SRPS-5 0.716

SRPS-3 0.709

0.501

0.538

0.534

0.530

0.522

0.600

0.647

0.641
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Discussions -

B The present study isonly preliminary

B More variables can be added and individualized
scores can be modified to improve the validity of
scoring system g~

M [ arger database and long-term follow-up are
needed to validate the clinical use of this scoring

system
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