R
¢

EIKONIKO2 A2OENH2 |

AIOIAZH NEDQPOY - OYPHTHPA

2. NavvakomnouAoc — A. ZKoAapiLkoc




AEN YOIZTATAI 2YTKPOY2ZH
2YMOEPONTQN



NMAPOYZIAZH NMEPIZTATIKOY

AcBevig nAikiag 22 eTwv Ye AIBiaon apioTepou veppou Kal oupnTApa
TTOPATTEMTTETAI VIO AVTIMETWTTION

Mapatroveital yia BUBio dAyog apioTepag oopuog, KaBwg Kai yia guxvoupia,
ETTITAKTIKOTNTA KAl KAUCOG KATA TV oUpnon

loTopikd utroTpoTmiadoucag AiBiaong pe emaveiAnuueveg SWL oTov apioTepo
veEQPO (5 o€ didoTnua 2 €TwV) Kal duo ToTtoBeTrRoEIC pig-tail cucToixa (N
TEAEUTAIO TTPO £TOUQ)

EutropeTn oupoAoipwen TTpo 6unvou, TToU AVTIMETWITIOTNKE JE
£vOOVOOOKOUEIOKN VOOnAEia.

[MpIv TNV TTOPATTIOUTIH TOU O€ EUAC EYIVE TTPOCTIAOEIO APAipEONS TOU
TeAeuTaiou TotTTOBEeTNUEVOU pig-tail, aveTTiTuxwg

OIkoyevelako 1I0TOPIKO Yia AIBiaon adlEuKPivIoTO (MEYOAWOE O€
OPPAVOTPOYEIO)















EYPHMATA CT

AUTAO MUEAOKAAUKLKO cUOTN MO OpLOTEPA

Awoxdnc ovpntnpac (oxnua Y), e CUVEVWON TWV
duo oupNTAPWV OE KOLVO oupntnpa oto UPoc Tou
Avw TpLTtnHopLlou

ABloon KATW KAAUKO TOU KATW TTUEAOKAAUKLKOU
OUOTNHOTOC

Pig-tail oto KATtw MUeAOKAAUKLKO cuoTnuO

MoAAamtAn AlBlaon oto KOO OTEAEXOC TOU oupnTApPa
ABlo.on oupodoxou KUOTNC



[evikn oVpwv / KaAALepyela ovupwv /
AvtiBLoypappa

Muoodaipta >200 ko, epuBpa >60 kom, pH>7.4
Npwteoacg >10° cfu/ml
EvaioB NTO: kepahoomopiveg Kal AULVOYAUKOOLOEG

AVOEKTLKO: kwvoldveg, TplpueBomnpipn/ocouvAdpopeboaloAn,
TETPOUKUKALVEC



2[MINOHPOIPAOHMA NEDPQN

[MooooTtiala cupETOXN 0T VEDPLKN AELToupyLa

AeéLoc vedppoc: 65%
ApLotepoc veppoc: 35%
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Encrusted Urinary Stents: Evaluation and
Endourologic Management
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Tasre 1. Risg Facrors rorR URINARY STENT ENCRUSTATION

Incrzasing indwelling time
Stent composition
Bacterial colonization
Biofilm on stent

History of urolithiasis
Pregnancy




ADULT UROLOGY

%

ELSEVIER

MANAGEMENT OF ENCRUSTED URETERAL STENTS
IMPACTED IN UPPER TRACT

MATTHEW F. BULTITUDE, RICHARD C. TIPTAFT, JONATHAN M. GLASS, ano PROKAR DASGUPTA

Urology 2003; 62: 622
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FIGURE 1. MNiumber of stents versis time to sfent en-

arustation {percentages included as data iabeis to near-
est whoie number). GA = general anesthetic.
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ANTIMETQIMI2ZH TOY AlIOOY KY2TH2

* AloupnBpikn KuoteoABoBpuhia
e Altadepuikn KuoteoABoBpuia
* EEwowpatikn AtBoBpuia

* AvolKtn KuoteoAlBotoun

e AQmopOoKOTILKA KuoTteoAlBotoun



ANTIMETQMIZH TQON AIOQN OYPHTHPA
KAl AOAIPE2ZH TOY ENAZBEZTQOMENQY
STENT

E¢wowpatikn AtBobpuia
Aviovoo oupntnpookoritkn AtboBpuia

Katovoa (6ladepuikn) oupnTNPOOKOTILKN
ABoBpuyila

Avolktr) ovpntnpoAilBotoun
Aamapookoriikn oupntnpoAtBotoun



ANTIMETQIMI2ZH TOY AIOOY KATQ
[TOAQY

E¢wowpatikn AtBobpuia

Awadeppuikn AtBobpuhia

EUkoaprtn ovupntnpovedpookomnnon (RIRS)
NedpoAlBotoun (avolkTtn-AamapooKormikn)



> 20 mm

10-20 mm

< 10mm

10-20 mm

EAU GUIDELINES 2015

{all but lower pole stone 10-20 mmj

Renal stone

r

1. PNL
2. RIRS or SWL

» SWL or Endourology®

1. SWL or RIRS

Lower pole stone

’ 2. PhL

=20 mmand < 10 mm: as above

EE—

Unfawvoursbla
factors for SWL
izze Table 3.4.4)

SWL or Endourology®

Moy
f"’ﬂ#-‘
-

™~

T
Tes 1. Endourology*

2. SWL



[10102 EINAI O METAAYTEPO2
KINAYNO2 I'N'A TON A2OENH,;

2HWH

* INYn: 25%

Borboroglou & Kane. J Urol 2000; 164: 648

* OQvntotnta: 16%

Singh V, et al. Int Urol Nephrol 2005; 37: 541



* Evapén evbodpAeBlac avtiBiwonc pe Baon
TNV evaltobnoio tou MLIKpoOPLlou oOTO
avtiBoypappa

e Jtov a0Bevny tonoBetnBnke vedppootouia

QPLOTEPA, ME ONUELO €L0OOOU TOV KATW
KAAUKo 1tou £depe to ABo



TEAIKH ANTIMETQII2H

AtoupnBplkn kuoteoAlBoBpuPia
+

AvioUoa oupntnpookoritki AtBoBpuia (kat adaipeon stent)
+

Awadepuikn AtBoBpuia

O€ VAL XpOVO



VIDEOS
1 ewc 18









Ti KGvoupe PJE TO KOPPEVO stent, TO oTToIO
BpioKeTal EKTOC TTUEAOKOAUKIKOU
OUOTNJATOG;



ErtAe€ape va adpeBel we €xel (e dedopevo otTL
glvoll EKTOC vedpoU) KaL o aaoBevnc va
TTOPOLELVEL UTTO TTapakoAovOnon



[Tola N MEPALTEPW AVTLUETWTILON;

* AvaAluon povo twv AtBwv

* AvaAuon AlBwv kot TANPNC HETOBOALKOC
£AEYXOC

e Kavevac eMUTAEOV AMECOC EAEYXOC VLA TN
ABiaon



Table 6: High-risk stone formers (6-12)

Geperal-factors—

\

Early onset of urolithiasis (especially children and teenagers)>

FamiliaTstorreformation

Brushite-containing stones (CaHPO,. 2H,0)

Uric acid and urate-containing stones

Infection stones

Solitary kidney (the kidney itself does not particularly increase risk of stone formation, but prevention
of stone recurrence is of more importance)

T —
Lowrisk | Risk factors . | High risk
stone former no present yes stone former
Specific metabolic
evaluation
v v
General preventive Stone specific

measures

\Kecurrence preventi07/

UROLITHIASIS - UPDATE MARCH 2013




O aoBevnc utoBANONnKke o mMANpN pHeTaBoAko
e\eyyo kat o AiBoc ameotdAn yia avaluon

AvaAuvon AiBou: ZtpouBitng, kapumovamatitng Ko
0faALKO aoBEoTLo

MetaBoAikog €Aeyyxoc: Yriepaofeotioupia (>350mg/
d), xwpic urtepaocBeotiatpio. OAec ol AAAEC
TTOPALETPOL ALUATOC Kol OUPpwV NTOV GUCLOAOYLKEC



Table 24: Normal laboratory values for urinary parameters in adults

Urinary Parameters Reference ranges and limits for medical attention
pH Constantly > 5.8
Constantly > 7.0
Constantly < 5.8
Specific weight > 1.010
Creatinine 7-13 mmol/day females
13-18 mmol/day males
Calcium > 5.0 mmol/day
> 8.0 mmol/day
Oxalate > 0.5 mmol/day
0.45-0.85 mmol/day
> 1.0 mmol/day
Uric acid > 4.0 mmol/day (women), 5 mmol/day (men)
Citrate < 2.5 mmol/day
Magnesium < 3.0 mmol/day
Inorganic phosphate > 35 mmol/day
Ammonium > 50 mmol/day
Cystine > 0.8 mmol/day




[Tola N MEPALTEPW AVTLUETWTILON;

1. AmAn mapokoAouBnon
2. ALaLTNTKEC MPOPUAAKTLKEC 0ONYLEC

3. Xopnynon OTOXEUMEVNG TIPOPUAAKTLKNG
AYWYNG

4. Ta 2 kat 3 og cuvduvaouo



Calcium (Oxalate) stone

i . . . Persistent Low urine
Hyperoxaluria Hyperuricosuria Hypomagnesuria |
volume

Hypercalciuria

Hypocitraturia

Normocalcemia = Metabolic Acidosis Dietary Normouricemia Diarrheal states

Poor dietaryintake

Hypercalcemia Hypokalemia Enteric Hyperuricemia

Reduced intenstinal
o] absorption (chronic
diarrhea)

Idiopathic Primary

Normocalcemia +

Metabolic acidosis

Not recommended for

monotherapy




Hypercalciuria

Normocalciemia

Idiopathic Hypercalciuria

(commonest)

Granulomatous dieseases
(rare)

Hypercalcemia

Primary Hyperparathyroidism
Granulomatous diseases
Vitamin D excess
Malignancy
Hyperthyroidism

Normocalcemia +
Metabolic Acidoci

Distal Renal
Tubular Acidocis



>tov aaoBevn Olvetal cvuotaon:

* No akoAouBnoeL YEVIKEC SLALTNTIKEC OONVYLEC

 No AdaBet vdpoxAwpoBeLalidon 25mg ed’ anaé
NUEPNOCLWC Kal KITPLKO KaAto 20 mEqg 61¢ nuepnoiwc



Table 27: General preventive measures

Fluid intake (drinking advice) Fluid amount: 2.5-3.0 L/day
Circadian drinking

Neutral pH beverages

Diuresis: 2.0-2.5 L/day

Specific weight of urine: < 1010

Nutritional advice for a balanced diet Balanced diet*

Rich in vegetable and fibre

Normal calcium content: 1-1.2 g/day

Limited NaCl content: 4-5 g/day

Limited animal protein content: 0.8-1.0 g/kg/day

Lifestyle advice to normalise general risk factors BMI: 18-25 kg/m2 (target adult value, not applicable
to children)

Stress limitation measures

Adequate physical activity

Balancing of excessive fluid loss

Caution: The protein need is age-group dependent, therefore protein restriction in childhood should be handled
carefully.
* Avoid excessive consumption of vitamin supplements.



Level of evidence

Urinary risk factor Suggested treatment LE |GR
Hypercalciuria Thiazide + potassium citrate fa |A ]
Hyperoxaluria Oxalate restricfion A
Enteric hyperoxaluria Potassium citrate 34 |C
Calcium supplement 2 B
Oxalate absorption 3 B
Hypocitraturia Potassium citrate b |A
High sodium excretion Restricted intake of salt 1 [A
Small urine volume Increased fluid intake b |A
Urea level indicating a high intake of animal | Avoid excessive intake of animal protein 1 |A
protein
No abnormality identified High fluid intake 2b  |B




11.1.3 Timing of specific metabolic work-up

For the initial specific metabolic work-up, the patient should stay on a self determined diet under normal daily
conditions and should ideally be stone free. A minimum of 20 days is recommended (3 months suggested)
between stone expulsion or removal and 24-h urine collection (4,10).

Follow-up studies are necessary in patients receiving recurrent stone prophylaxis (1). The first follow-up 24-h
urine measurement should be at 8-12 weeks after starting pharmacological prevention of stone recurrence.
This enables drug dosage to be adjusted if urinary risk factors have not normalised, with further 24-h urine
measurements if necessary. Once urinary parameters have been normalised, it is sufficient to perform 24-h

urine evaluation every 12 months.

The panel realise that on this issue there is only very limited published evidence.
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