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Is There More to Medical Management of Renal Stones
Than Analgesia?

Clinical Question: In patients with renal stones
eligible for observation, does medical expulsion
therapy (MET) improve passage of stones and other
clinically relevant outcomes?

Bottom Line: Best evidence indicates that nifedipine does not help
pass renal stones. Furthermore, there is real doubt if alpha-blockers
like tamsulosin provide any benefit (except perhaps in stones
>5mm).

Evidence:
e New evidence suggest no meaningful benefit.

o Largest Randomized Controlled Trial (RCT):2 of 1,167 patients with ureteric stone
<10 mm (75% <5 mm, 65% distal ureter) randomized to nifedipine sustained-
release 30 mg, tamsulosin 0.4 mg or placebo once daily for up to four weeks.
= No difference between groups in:

e Spontaneous stone passage (—80% in each group).

0 Possible effect with tamsulosin in stones =5 mm in distal ureter, (—=10%
improved passage at four weeks), but not significant. Nothing for
nifedipine.

e Time to stone passage, analgesic use, or self-reported health status.
= More discontinuation due to adverse events with nifedipine [Number Needed to
Harm (NNH)=10] and tamsulosin (NNH=25) versus placebo.?

o Earlier Cochrane review® of 32 studies of 5,864 patients (largest meta-
analysis=2,378 patients).
= Alpha-blockers (most commonly tamsulosin) versus standard therapy.

e Increased stone passage: Relative Risk (RR) 1.48 (1.33-1.64).

o Effect reduced and (barely) no longer statistically significant when
limited to six placebo-controlled trials: RR 1.22 (0.99-1.51).

e Reduced risk of hospitalization, time to stone passage, number of pain
episodes, analgesic use.

o No difference in placebo-controlled trials.


http://r20.rs6.net/tn.jsp?llr=j5jhyecab&et=1106581339886&s=0&e=0018HsPjNJAVitI8Ray9i14VUEPh8QgRLpopT1hs0e5ZuwGPqGnH9-N6tL_UP5LTij9cP43lHBva_IRi6MMeFppG6SamR3ro1dGo2mwyQcV95k=

o Possibly greater efficacy with larger stones: =5 mm (RR 1.68) versus
<5 mm (RR 1.41)
= Alpha-blockers increased stone passage versus nifedipine RR 1.19 (1.05-1.35),
low-quality evidence.*
e Previous meta-analyses®” that found benefit from MET with alpha-blockers or
nifedipine included mostly non-blinded trials and did not evaluate trial quality or
account for his risk of bias.

Context:
e Canadian,® European,® and US?'° guidelines for urolithiasis recommend MET as an
option in:

0 Newly diagnosed ureteral stone <10 mm in patients without need for urgent
urological intervention.

o Patients with well-controlled pain who are not septic, have good renal function,
and who are followed with periodic imaging to monitor stone position and
assess hydronephrosis.

o All except the Canadian guidelines were published before the largest RCT.

e MET dosing:1® Tamsulosin 0.4 mg once daily until stone passed or for four weeks
(whichever occurs first).
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