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Clinical Significance of Hypocitraturia in Patients with | Higtl=7I2==ix|

Nephrolithiasis

Shin Young Lee, Young Tae Moon

From the Department of Urology, Chung-Ang University Medical Center, Seoul,

Korea

Purpose: Hypocitraturia is cited as one of the risk factors promoting stone
formation or recurrence of nephrolithiasis. We estimated the relationship
between hypocitraturia and other metabolic abnormalities, such as hyper-
calciuria, hyperuricosuria and hyperoxaluria. The effects of potassium

citrate medication were also investigated.

M 47 & X 6 5 2006

Materials and Methods: We selected 706 renal stone patients with hypo- | Ol - 2SEH

citraturia (<320mg/day), who had received extracorporeal shock wave
lithotripsy (ESWL) treatment, and examined the relationship between hypo-
citraturia and other metabolic abnormalities according to sex and age. We
also examined the increment effect of urinary citrate and stone-free rate

following potassium citrate (Urocitra™ ) medication.

Results: Complicated hypocitraturia (coexistence with other metabolic ab-

normalities) was found in 332 of the 706 patients (47.0%). Of the 706 HEx): 2006 28 3Y
patients, 242 (34.3%), 112 (15.9%) and 33 (4.7%) had hyperoxaluria, hyper- | =Eixt: 20064 58 62

uricosuria and hypercalciuria, respectively. Complicated hypocitraturia
was higher in the male than female subjects, and was statistically signi-
ficant (50.4% vs. 39.8%). In 287 (77%) of the 373 patients who received
potassium citrate treatment, the urinary citrate level was increased. The
mean urinary citrate level was significantly increased (142.5 vs. 336.2
mg/day) (p <0.01), but the stone free rate was not following the citrate

treatment. TAIXRE 2AE
Conclusions: Potassium citrate was effective in increasing the urinary SerhstuH e b|w|nt
citrate level. However, prophylactic effects of potassium citrate against MEA SHT SHS 2241

recurrent nephrolithiasis must be proved by appropriate comparative

studies. (Korean ] Urol 2006;47:631-634)
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Table 1. Diagnostic criteria of various metabolic aberrations

Hypercalciuria : urinary calcium : male>300mg/day,
female > 250mg/day

Hyperoxaluria : urinary oxalate >50mg/day

Hyperuricosuria : urinary uric acid : male>800mg/day,
female > 750mg/day

Hypocitraturia : urinary citrate <320mg/day

Table 2. Characteristics of hypocitraturia according to gender

Complicated hypocitraturia (%)

Sex Hypercal- Hyperuri- Hyperox-
Total . . . .
ciuria cosuria aluria
Mal 242/430 26/480 90/480 172/480
ale
(50.4)* (5.4) (18.8) (35.8)
Femal 90/226 7/226 22/226 70/226
emale
(39.8)* (3.0) 9.7 (31.0)
Total 332/706 33/706 112/706 242/706
ota
(47.0) 4.7) (15.9) (34.3)

#p<0.05

S92 o5 ANAATE 2ARET BAL A9
Student’s t-test®} chi-square testS A]3J 3} AT}
4 it

AT AR Fo] g thAte] g FHkE = HE
(50.4%)N A 14 (39.8%)° Bl&] EAZ o7 on
%OH (p<0.05)(Table 2), AFEEE Ho]7} 545
o BAHOE fFostAE $kTh (Table 3). 713
SRt diAtol e 14T o YEoH A
343%1A BUE AT 1 eE (159%)F 1hERZE
4.7%) =22 e (Table 2).

5833739 F 287HAA 58 19 § 8F 7FAt 7
2947 Yetg 77%9] S7HES YErR e ] F 320 my
day o] o2 ® Fx5E 2079 (56%)°1Uth 2F FAA
T2 F7PE 9= 3-690mg/day°l F=H H-8& H 142.5 my
dayoll A B8 19 ¥ 3362mg/day= EA3HH o2 &3
717 AU (p<0.01) (Table 4), ZHAAEL 12 o4
T B8 #x) 3739eA 759% %, v|E8 T} A
80.1% 2 e} 5A A foAde] 1At (p>0.05). F2
§o0= 71 B AL AT THoE BT 23EF
AZZN = 3739 F 10198 27.1%) A 543
S 2, Agsh AREH, Aakd,

Table 3. Characteristics of hypocitraturia according to age

Age Uncomplicated Complicated

(yrs)  hypocitraturia (%) hypocitraturia (%) Total (%)

<20 /11 (63.6) 4/11 (36.4) 11/706 (1.6)
21-30 37/61 (60.7) 24/61 (39.3) 61/706 (8.6)
31-40 73/131 (55.7) 58/131 (44.3)  131/706 (18.6)
41-50 77/143 (53.8) 66/143 (46.2)  143/706 (20.3)
51-60 92/185 (49.7) 93/185(50.3)  185/706 (26.2)
>61 88/175 (50.3) 87/175(49.7)  175/706 (24.8)

Data did not have statistically significance.

Table 4. Comparison of 24hr urine citrate before and after Uroci-
tra® medication (more than 1 month)

Before After

L. .. -value
medication medication P

24hr citrate in

4
urine (mg/day) 142.5£77.3

336.2+229.4 0.0036
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