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A CASE OF INCOMPLETE DISTAL RENAL TUBULAR ACIDOSIS
UNDERGOING REPEATED TREATMENT BY EXTRACORPOREAL
SHOCK-WAVE LITHOTRIPAY AND TRANSURETERAL
LITHOTRIPSY FOR RECURRENT UROLITHIASIS

Wataru Nakara, Yasuteru Nopa, Toshiaki Hiral,
Akira MaTsuoka, Nobumasa Fujimoro and Takuo Koipe
The Department of Urology, Osaka Kosei Nenkin Hospital

A 65-year-old woman was referred to our hospital for further examination of recurrent urinary
stone formation. She had undergone 49 sessions of extracorporeal shock-wave lithotripay (ESWL)
and 3 sessions of transureteral lithotripsy (TUL) under the diagnosis of idiopathic recurrent urolithiasis
at another hospital. An excretory urography showed bilateral hydronephrosis and a retrograde
urography revealed bilateral lower ureteral stricture. Ammonium chloride loading test demonstrated
incomplete distal renal tubular acidosis. Potassium citrate therapy had begun and bilateral
nephrostomies were required in order to prevent recurrent urinary tract infection and new stone
formation.

Literature was reviewed and discussion was made on the ureteral stricture after ESWL and TUL,

and on incomplete distal renal tubular acidosis.

(Hinyokika Kiyo 51 : 669-672, 2005)
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Fig. 1. KUB and an excretory urography showed
bilateral hydronephrosis, and bilateral
renal and left ureteral stones.

10~ 20/HPF. JRE % ;&M ByAR M ; pH7. 398,
pOy 107 mmHg, pCO; 39.1 mmHg, HCO3 23.6
mmHg, BE —0.5
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Table 1. Ammonium chloride loading test

B IR ML 5547
R pH
pH HCO;™

HAAl 6.50 7.390 23.6
=Vl 6.43
1 BRI TR 6.44
2 R 6.53
3 BRI 6.46 7.292 19.9
4 BRI 6. 50
5 eI £ 6.61
6 kR 7% 6.52
7 R 6.42
8 R 6.49
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revealed

pyelography
bilateral lower ureteral stricture.

Fig. 2. A retrograde
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Table 2. A flowchart for the purpose of diagnosis
of incomplete distal renal acidosis
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