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Background:
To describe the distribution of stone diseases in Denmark, using a simple classification system based on etiology and risk factors.
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Number of patients/department: median 81 (range: 19 - 429).

Table 1. Classification. Table 2. Definition of simple and complicated stone disease.

Results:
2294 patients were registered.

Overall results (number of patients and distribution) (N=2294).
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(<2 mmol/24 h) in patients with complicated idiopathic calcium urolithiasis
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Fig. 3. Distribution of MIAF and idiopathic calcium urolithiasis. Table 3. Overall number of patients according to classification. Fig. 5. Number of patients with metabolic causes (N=214).

389 patients (17 %) had MIAF-urolithiasis, 1724 patients (75 %) had idiopathic calcium urolithiasis, and 181 patients (8 %) were not classified (fig. 2).

1190 patients (52 %) had simple idiopathic calcium urolithiasis, 534 patients (23 %) had complicated idiopathic calcium urolithiasis, 214 patients (9 %) had a metabolic cause,
63 patients (3 %) had infection stones, and 112 patients (5 %) had an anatomical/functional cause (fig 3).

Among 534 patients with complicated idiopathic calcium urolithiasis 48 (9%) had hypercalciuria, 155 (29%) had hypocitraturia, 19 (4%) both hypercalciuria and hypocitraturia and
117 (22%) had neither hypercalciuria nor hypocitraturia. In 195 patients (36%) 24H U-calcium and U-citrate was not available. (fig. 4).

214 patients had a metabolic cause (specified in fig. 5). The were no cases of 2.8 dihydroxyadenuria or xanthinuria.

Conclusion
The classification system was applicable and of clinical value. The results are supposed to be representative for the whole nation of Denmark.
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