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Recurrent renal calculi
Around 2-3% of people in Western countries suffer an
attack of renal colic due to renal calculi. The risk of re-
currence after the first episode is between 20% and 50%
over a follow-up period of 10 years.1 In Britain 80% of calculi
are composed of calcium oxalate or phosphate or both, and
recurrence is likely in patients with known underlying causes
such as idiopathic hypercalciuria, medullary sponge kidney,
primary hyperparathyroidism, renal tubular acidosis, or
primary hyperoxaluria. Unfortunately, no such cause is dis-
covered in one-third or more of patients with calcium stones.

Recurrence rates have fallen in the past decade with im-
provement in the medical management of known metabolic
abnormalities. Urinary calcium excretion may be reduced
in idiopathic hypercalciuria by giving either orthophosphates,2
sodium cellulose phosphate (which binds calcium in the gastro-
intestinal tract),3 or thiazides.4 Yendt and Cohanii4 have
claimed that the recurrence rate in patients with idiopathic
hypercalciuria can be cut by as much as 90%. Recently,
allopurinol has also been shown to be effective in reducing the
recurrence rate of renal calculi in hypercalciuric states, and
especially in patients with hyperuricosuric calcium oxalate
stones.5 Other effective treatments include surgery for primary
hyperparathyroidism or giving alkalis to patients with renal
tubular acidosis.

Despite these measures, some patients still have recurrences
of their renal calculi. Repeated attacks of severe pain may lead
to narcotic addiction, while renal function may be impaired by
intrarenal or extrarenal obstruction with or without urinary
tract infection. Damage to the ureters may exacerbate the
problems due to obstruction, as may the aftermath of surgical
procedures such as pyelolithotomy, ureterolithotomy, and
partial nephrectomy.

Various surgical methods such as ileal transposition have
been devised to circumvent some of these complications. Some
20 years ago Goodwin and his colleagues6 first noted that free
calculi in a kidney "silently" disappeared after operation in a
patient treated with an ileal transposition for a severely dam-
aged ureter. Since then, this method has been used in many

patients; the wide bore of the ileal ureter permits the free
passage of calculi into the bladder. There are, however, long-
term disadvantages from this operation-apart from a high
incidence of operative complications. The ileal mucosa retains
its reabsorptive qualities, so that hyperchloraemic acidosis
tends to develop from increased reabsorption of ammonia and
chloride, and this may aggravate an already existing acidotic
state from underlying chronic pyelonephritis. Urinary tract
infection and vesicoureteric reflux are common and may
further reduce renal function.7
An ingenious alternative, recently described, is renal

autotransplantation, which appears to have many advantages.8
Renal autotransplantation, which has been used for patients
with tumours in single kidneys9 and renovascular hyper-
tension,10 is performed by transplanting the kidney into the
iliac fossa and creating a bladder flap for the ureter, so per-
miting easy passage of any calculi into the bladder. Four such
operations have been reported in three patients, two with
medullary sponge kidney and another with idiopathic hyper-
calciuria. The surgeons report no postoperative complications,
with all kidneys functioning immediately. All three patients
have become free of symptoms, and two who had become
narcotic addicts were cured of their habit. On long-term
follow-up there was no evidence of urinary tract infection,
and in only one of the four transplanted kidneys was there any
vesicoureteric reflux. No electrolyte disturbances were en-
countered and renal function has been well maintained within
normal limits over six years. If further results are equally
encouraging renal autotransplantation may become the
definitive procedure for patients with recurrent renal calculi-
provided it is performed by surgeons with adequate experience
of renal transplantation.
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Correction

The risks of assessing risks

We regret that an ambiguous sentence appeared in the fourth para-
graph of our leading article on the risks of assessing risks (22 Novem-
ber, p 1374). "No human data are better than indifferent data," was
intended to mean that all human data are indifferent; not that it is
better to have no data at all than the necessarily indifferent, human
data.
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