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In this issue of CUAJ, Harmouch et al assessed adherence 
to metabolic kidney stone evaluation guidelines, adequa-
cy of physician communication of metabolic evaluation 

results, and patient interest in stone prevention strategies.1

The authors surveyed 530 shockwave lithotripsy treatment 
(SWL) patients across five Canadian institutions and found 
that adherence to the 2016 CUA guideline2 was suboptimal. 
They identified 421 patients (79.4%) with at least one indica-
tion for a metabolic kidney stone work evaluation, yet only 
176 of these patients (41.8%) actually received a metabolic 
evaluation. Of the patients receiving a metabolic evalua-
tion, 60.7% received an explanation of their results, 77.5% 
of which understood the explanation. Most patients (84%) 
were interested in further information regarding their kidney 
stone disease and dietary modifications or medical therapy 
for secondary prevention of their kidney stone disease.

This article is very timely when considering the surging 
focus on quality of life issues in kidney stone disease, the 
increasing interest in healthcare costs and value-based 
healthcare, the shift to shared decision-making approaches, 
and initiatives such as Choosing Wisely Canada™ that affect 
investigation and treatment decisions in patient care.

First-time kidney stone patients face a recurrence rate 
of 20–50% within five years of the initial stone event.3,4

We know an acute stone event has a negative impact on a 
patient’s quality of life,5 and with stone recurrences, uro-
lithiasis becomes a chronic disease that negatively impacts 
quality of life on a long-term basis.6 Studies have shown 
that dietary modifications6 and medical therapy, includ-
ing potassium citrate7 and thiazides,7 improve quality of 
life among stone formers. Furthermore, randomized con-
trolled clinical trials have shown fluids,8 diet,9 and the use 
of various medications, including potassium citrate,10 thia-
zides,11 and allopurinol12, to effectively decrease kidney 
stone recurrence.

Given the above known benefits of non-surgical approach-
es to kidney stone disease, why are the majority of stone 
patients still not offered a metabolic evaluation and subse-
quent appropriate medical therapy? According to Bensalah 
et al, the answer is at least in part due to contrasting percep-
tions between patients and urologists; they found most stone 
patients would consider taking medication to avoid renal 
colic or a surgical intervention, whereas most urologists 
have the perception that most patients would prefer to avoid 
medication even at the cost of acute renal colic or surgical 
interventions.13 In his 2009 Journal of Urology editorial on 
Bensalah et al’s paper entitled, “Are we correctly managing 
urinary calculi?” Matlaga asked why urologists — particular-
ly those with an interest in endoscopic management of stone 
disease — do not place a greater emphasis on metabolic 
stone evaluation and medical therapy.14 Sadly, we do not 
appear to have made much progress over the past decade. 
The answer to Matlaga’s question is likely multifactorial and 
related to a combination of our own lack of knowledge and 
comfort as physicians with the metabolic evaluation and 
its interpretation, our lack of comfort and familiarity of the 
multiple medications that may need to be prescribed and 
their side effect profiles,14 our own unwillingness as phys-
icians to commit patients to lifelong medication, our lack of 
interest in cumbersome, long-term followup appointments 
(including the titration of alkali citrate doses according to 
urine pH levels), and the commonly held belief among our 
medical community that medical therapy is bothersome to 
many patients and therefore not well-tolerated.5

This study by Harmouch et al will challenge us to opti-
mize our approach to metabolic stone disease, specifically 
to offer more patients a metabolic evaluation, long-term 
followup, and medical treatment as indicated. We can no 
longer ignore the evidence in the literature that secondary 
prevention works for kidney stone disease. And we can 
certainly not ignore our patients, especially as we continue 
to embrace shared decision-making approaches to medical 
treatments. As Harmouch et al and others previously have 
shown,1,13 the bottom line is that the majority of patients 
are interested in having more information on their kidney 

Darren Beiko, MD, MBA, FRCSC

Department of Urology, Queen’s University, Kingston, ON, Canada

The metabolic stone evaluation: An opportunity for shared  
decision-making



CUAJ • October 2018 • Volume 12, Issue 10320

Beiko

stone disease and considering dietary changes and poten-
tial medical therapies.

So where do we go from here? Based on the above, the best 
tactic may very well be for us to use a shared decision-making 
approach when deciding whether or not to pursue metabolic 
evaluation with an individual patient. On one hand, if a given 
patient wants a simple approach and is committed to increas-
ing their daily fluid intake but not interested in making dietary 
changes, lifestyle modifications, or taking medication every 
day on a long-term basis, then it may make sense to not put 
that patient through a metabolic evaluation since the patient is 
not motivated to perform a 24- or 48-hour urine collection and 
the patient and physician are unlikely to act on the findings. 
But on the other hand, if a patient is interested in doing more 
than simply increasing daily fluid intake to prevent stones and 
is prepared to act on the findings of the metabolic evaluation 
by committing to dietary changes, lifestyle modifications, and 
medical therapies as indicated, then it makes good sense for 
that patient to receive a metabolic evaluation. Together with 
patients, we can make shared decisions regarding metabolic 
evaluation to best meet the needs of our kidney stone patients 
and help prevent recurrences.
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radiation oncologists in Ontario. Scientific sessions will focus on 
bladder, kidney and prostate cancers along with a research update  
on clinical trials.
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