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( CT Urography and MR Urography have increased the sensitivity and specificity of diagnostic work up. )
Kara OP et a highlighted the importance of medica management in trestment of urolithiasis. Variety of medical treatments can prevent
recurrence of stones® About 90% of stones 4 mm or lessin size usualy will pass spontaneoudly, however 99% of stoneslarger than 6 mm
will require some form of intervention. There are various measures that can be used to encourage the passage of a stone. These can include
increased hydration, medication for treating infection and reducing pain, and diuretics to encourage urine flow and prevent further stone
formation. A detailed diagnostic work up is essential and prerequisite for medical management Dietary modifications like high fluid intake
and Animal protein restriction are essentia for any type of stone disease. Specific modalities like Potassium citrate, thiazide diuretics,
alopurinol and treatment of infections might help in preventing recurrent stone disease in specific Situations.

Surgery is necessary when the pain is persistent and severe, in rend failure and when there is a kidney infection. It may aso be advisable
if the stone fails to pass or move after 30 days. In most of these cases, non-invasive extracorporeal shock wave lithotripsy (ESWL) will be
used. Otherwise some form of invasive procedure is required; with approaches including ureteroscopic fragmentation (or smple basket
extraction if feasible) using laser, ultrasonic or mechanical (pneumatic, shock-wave) forms of energy to fragment the larger stones. In recent
years, asclinical experience with ESWL revealed its limitations, the role of PCNL for treating urolithiasis was redefined. According to the
literature reviewed by. Anil varshney and associates PCNL should be the first line treatment of large or multiple kidney stones, and stones
in the inferior calyx.® Furthermore, improvements in instruments (i.e. ureteroscopes) as well as lithotripsy technology (i.e. ultrasound /
pneumatic devices, Holmium-YAG-L aser) increased the efficacy of percutaneous stone disintegration yielding stone free rates of >90%.
Pediatric urolithiasis is endemic in developing countries including India. An underlying metabolic disorder is the cause in about haf of
children, infection being the causein the other half. In Uttar Pradesh, parts of Gujrat and Maharashtra, vesical calculi are very frequent. The
mean age of presentation is 6.9 years for girls and 5.2 years for boys. Infected stones generally present early before 4 years of age.
Recurrence rates range from 3.6% to 68% and is the highest for children with metabolic risk factors.”® . Aggarwal et a have laid out more
focussed approach for treatment of urolithiasis in paediatric age group.

Although Medica and surgical management constitutes the cornerstone of treatment of nephralithiasis, in India, aternative and
complimentary systems provide many opportunities and claims for cure for this recurring disease. Review of literature by Saxena et a
highlights some of the important remedies in alternative system which many patients resort to escape surgery.

I would like to complement JMSA for bringing out a dedicated issue on nephralithiasis.
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