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ABSTRACT
Objective: To compare three groups of patients who underwent uncomplicated ureteroscopic
lithotripsy (URSL) and to evaluate whether stenting could be eliminated after the procedure, as
there is no consensus about whether a ureteric stent should be placed after uncomplicated
ureteroscopy for stone retrieval.
Patients and methods: In this randomised clinical trial (NCT04145063) 105 patients under-
went uncomplicated URSL for ureteric stones. They were prospectively randomised into three
groups: Group 1 (34 patients) with a double pigtail ureteric stent, Group 2 (35 patients) with
a double pigtail ureteric stent with extraction string, and Group 3 (36 patients) with no ureteric
stent placed after the procedure. The outcomes measured were: postoperative visual analogue
scale (VAS) score for flank pain and dysuria score, urgency, frequency, suprapubic pain,
haematuria, analgesia requirement, operative time, re-hospitalisation, and return to normal
physical activity.
Results: The mean (SD) operative time was significantly longer in groups 1 and 2 compared to
Group 3, at 22.2 (9.1), 20.2 (6) and 15.1 (7.1) min, respectively (P < 0.001). The results of the VAS
for flank pain and dysuria scores, urgency, frequency, haematuria, and suprapubic pain showed
a significant difference at all time-points of follow-up, being significantly higher in groups 1
and 2 compared to Group 3 (all P < 0.001). Further analysis showed that measured outcomes,
and analgesia need for groups 1 and 2 were similar, at all time-points except at week 1 and
1 month where Group 2 patients’ had less symptoms (P < 0.001).
Conclusion: Double pigtail ureteric stent placement appears to be unnecessary in procedures
considered ‘uncomplicated’ by operating urologists during surgery. The advantages of the
double pigtail ureteric stent with extraction string over the double pigtail ureteric stent only
include earlier and easier removal with earlier relief of symptoms, and less analgesia
requirements.

Abbreviations: KUB: plain abdominal radiograph of the kidneys, ureters and bladder; URSL:
ureteroscopic lithotripsy; VAS: visual analogue scale
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Introduction

Urolithiasis is a major clinical and economic burden for
healthcare systems; it is a highly prevalent condition
with a high rate of recurrence and a substantial impact
on quality of life [1,2]. The incidence and prevalence of
stone disease are increasing, most likely due to
changes in nutritional and environmental factors [3–5].

In the last decade, surgical management of ureteric
stones has changed fundamentally due to improve-
ments in instruments such as smaller calibre semi-
rigid and flexible ureteroscopes and intracorporeal
lithotripsy with laser energy. These advances have
made ureteroscopy an outpatient procedure, less trau-
matic, safer and more effective for the treatment of
stones in all locations of the ureter [6–8].

Ureteric stent insertion after ureteroscopic litho-
tripsy (URSL) is common practice and widely accepted
as best practice for patients who are pregnant or have
a solitary kidney, transplanted kidney or renal impair-
ment [9]. Ureteric stenting is certainly necessary in
complicated ureteroscopies involving bleeding, ure-
teric trauma, or large residual stone burden [10].

However, there is no consensus about whether
a ureteric stent should be placed after uncomplicated
ureteroscopy for stone retrieval. Furthermore, the defi-
nition of uncomplicated URSL remains controversial
[11]. Despite this controversy, most urologists routinely
insert ureteric stents, justified by the hypothetical fact
that stent placement promotes the passage of residual
stone fragments and clots, presumably lowers the risk
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of stricture formation, prevents ureteric obstruction
and renal colic resulting from ureteric oedema follow-
ing stone retrieval [12,13].

However, ureteric stent insertion after ureteroscopy
is potentially associated with some morbidity including
pain, infection and irritative voiding symptoms. Ureteric
stent insertion may also result in more serious compli-
cations such as upward stent migration, sepsis, ‘forgot-
ten stents’, or encrustation with stone formation,
thereby increasing morbidity and costs [14–16]. The
frequency and severity of these complications may be
reduced by use of a double pigtail ureteric stent with an
extraction string attached allowing for fast non-invasive
stent removal [17]. Randomised prospective trials have
found that routine stenting after uncomplicated ure-
teroscopy is not necessary because stenting might be
associated with higher morbidity [18,19].

Comparative studies between these three approaches
(double pigtail ureteric stent, double pigtail ureteric stent
with extraction string, and no double pigtail ureteric stent
insertion) are lacking; most of the available literature
compares stentingwithnot stenting.We foundno studies
that compared all three approaches. In addition, amongst
these studies, therewas no consensus on the definition of
uncomplicated URSL. Indeed, available literature evaluat-
ing the benefits of ureteric stenting often includes both
uncomplicated and complicated ureteroscopy. This
results in inhomogeneous groups of patients and does
not allow the drawing of definitive conclusions.

In our present randomised prospective trial, we
included simple visual criteria for defining uncompli-
cated URSL. A homogenous group of patients under-
going uncomplicated ureteroscopies for stone removal
were randomised into three groups: double pigtail
ureteric stent, double pigtail ureteric stent with extrac-
tion string, and no double pigtail ureteric stent.

Patients and methods

Study design and approval

This was a randomised controlled trial conducted
between February 2016 and January 2019 at Jordan
University Hospital in Amman, Jordan. The study pro-
tocol was approved by the Institutional Review Board
in Jordan University Hospital and registered on
clinicalTrials.gov. (NCT04145063). All participants
were informed about the study design and signed
written informed consent, in accordance with the
Declaration of Helsinki, was obtained from every
patient. Random allocation was done using
a balanced blocked random number list.

Patient recruitment

A total of 123 patients with unilateral ureteric stones who
underwent ureteroscopy with stone removal were

randomised into three equal groups. Group 1, comprised
patients in whom a double pigtail ureteric stent was
inserted after stone removal; Group 2, comprised patients
in whom a double pigtail ureteric stent with extraction
stringwas inserted; andGroup 3, included those inwhom
no ureteric stent was inserted after stone removal.

Inclusion and exclusion criteria

Patients aged ≥18 years with unilateral ureteric stones
managed by URSL were included in the study. Exclusion
criteria included a stone size of >2 cm, bilateral ureteric
stones, incomplete stone removal due to impacted
stones, failed ureteroscopic access to the stone, and
stone migration to the kidney. Pregnancy, active UTI,
solitary kidney, ureteric stents placed preoperatively,
severe mucosal injury or perforation, or suspected addi-
tional ureteric pathology such as ureteric stricture,
urothelial carcinoma, or polyp were also exclusion
criteria.

Patient assessment

All patients were admitted to the hospital and assessed
preoperatively by history and physical examination.
Laboratory data collected included full blood counts;
kidney function tests including serum creatinine, urea,
sodium and potassium; urine analyses; and urine cul-
tures. Stone size and location were assessed preopera-
tively by plain abdominal radiograph of the kidneys,
ureters and bladder (KUB) and by non-enhanced CT.
Upper ureteric stones were defined as those located
above the superior border of the sacroiliac joint. Mid-
ureteric stones were defined as those located between
the superior and inferior borders of the sacroiliac joint,
and distal ureteric stones as those located below the
inferior border of the sacroiliac joint.

Technique

All procedures were performed under general anaes-
thesia by the same experienced surgeon (S.A.).
Intravenous antibiotics were given to all patients at
the time of anaesthesia induction and maintained
throughout the hospital stay. Patients were then
switched to oral antibiotics for another 3 days.

URSL consisted of cystoscopy, insertion of a safety
guidewire (0.097 cm [0.038 inch]) into the ureter under
fluoroscopic guidance, passage of a semi-rigid uretero-
scope (8.9 F; Richard Wolf GmbH, Knittlingen,
Germany) into the ureter next to the guidewire with-
out ureteric dilatation. Stones were extracted under
vision using a Dormia stone basket (1.9 F, 90-cm
length) and, if required, intracorporeal pneumatic
lithoclast (EMS LithoClast, Bern, Switzerland) was used
to fragment the stones. At the end of the ureteroscopy,
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the ureter was inspected to exclude the presence of
residual stones or ureteric injury.

URSL was defined as uncomplicated if the stone was
fragmented and extracted without ureteric injury,
which included ureteric perforation or severe mucosal
injury. This was assessed visually by the operating
urologist (S.A.) during ureteroscopy. If obvious muco-
sal injury or ureteric perforation was present, the pro-
cedure was considered complicated. Therefore,
a double pigtail ureteric stent was inserted, and the
case was excluded from the study.

For those patients randomised to Group 1, a double
pigtail ureteric stent was inserted via cystoscopy under
fluoroscopic guidance. For patients in Group 2, a double
pigtail ureteric stent was inserted in the same manner,
but with an extraction string fixed to the external geni-
talia. For patients in Group 3, the ureter was left without
a double pigtail ureteric stent. The double pigtail ure-
teric stents were Percuflex™ Plus from Boston Scientific
(Marlborough, MA, USA; 4.8 F, 28-cm length).

Operating times were calculated starting with the
insertion of the cystoscope until the final removal of all
endoscopes. For patients in Group 1, the double pigtail
ureteric stent was left in situ for 2 weeks, and then the
patients were readmitted to day surgery for stent
removal under general anaesthesia. For patients in
Group 2, the double pigtail ureteric stent with extrac-
tion string was left in for 48 h, and then removed on or
before discharge.

Outcome measures and follow-up

All patients were evaluated at 5 h after the procedure
and on the first and second postoperative days during
inpatient treatment. Patients were also evaluated at 1
and 4 weeks, and 3 months in the outpatient clinic. The
outcomes of interest were flank pain, dysuria, urgency,
frequency, suprapubic pain, haematuria, need of
analgesia, and readmission to the hospital.

Preoperative and postoperative flank pain and dys-
uria scores were assessed using a 10-cm visual analo-
gue scale (VAS) from 0 to 10, in which 0–3 represented
mild pain, 4–6 represented moderate pain, and 7–10
represented severe pain. Frequency, urgency, suprapu-
bic pain, and haematuria were assessed using face-to-
face direct questions. Flank pain score, dysuria score,
frequency, urgency, suprapubic pain, haematuria, and
need for analgesia were measured during the hospital
stay and after discharge. Postoperative imaging,
including KUB and renal ultrasonography, was per-
formed at 1 week and at 3 months in the clinic.

Statistical analysis

Continuous variables were presented as means ± stan-
dard deviations (SDs), while categorical variables were
presented as numbers and percentages. For

continuous variables, the Kruskal–Wallis H-test was
used to compare variables among the three arms of
the study and the Mann–Whitney U-test was used to
compare variables within each pair of arm. The chi-
square test was used to compare categorical variables.
All tests were two-sided, and statistical significance
was set at a P ≤ 0.05. The analysis was carried out
using the Statistical Package for the Social Sciences
(SPSS®), version 22 (SPSS Inc., IBM Corp., Armonk, NY,
USA). The sample size was determined based on α level
of 0.05, 90% power and expected difference between
any study groups and controls are around 30% (pain
score of ≥7 in study group and ≤4 in control group).

Results

A total of 123 patients were included. After URSL, we
excluded 18 patients due to mucosal injury, impacted
stones, failure of access, or stone migration. After that,
Group 1 included 34, Group 2 included 35, and Group 3
included 36 patients (Figure 1).

The patients in the three study groups were compar-
able in their characteristics and methods of stone retrie-
val (Table 1). The mean operating time was statistically
different among the groups (P < 0.001) (Table 1). All
patients were discharged 2 days after the procedure.
Two patients from Group 3 required re-hospitalisation
3 days after discharge due to severe flank pain with
elevated serum creatinine; they were managed conser-
vatively with antibiotics and analgesia. The stone-free
rate was 100% at 3 months for all groups. We did not
observe any case of hydronephrosis during follow-up.

The results of the VAS pain score for flank pain and
dysuria showed a significant difference at all time-points
of follow-up, with a higher mean VAS score in groups 1
and 2 compared to Group 3. Further analysis showed
that scores for groups 1 and 2 were similar, except that
Group 2 experienced less pain and dysuria at 1 week
and at 1 month compared to Group 1 (Table 2).

LUTS, namely, urgency, frequency, haematuria, and
suprapubic pain, were less frequent in Group 3 compared
to groups 1 and 2. Furthermore, these symptoms were
significantly less frequent in Group 2 at 1 week and at
1 month compared to Group 1 (Table 3). There were
statistically significant differences in the need for analge-
sia at all time-points of follow-up, with groups 1 and 2
requiring more analgesia than patients in Group 3
(Table 3).

Within 7 days of the procedure, 26 patients (91.7%) in
Group 1, 33 (94.3%) in Group 2, and 35 (97.2%) in Group 3
returned to normal physical activity, and, within 1month,
all 105 patients returned to normal physical activity.

Discussion

Ureteric stent placement after URSL is common clinical
practice. It is traditionally encouraged to prevent
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complications, such as ureteric stricture, flank pain and
renal failure due to ureteric oedema or passage of
stone fragments and clots [20]. On the other hand,
the insertion of a ureteric stent after URSL may result
in symptoms such as flank pain, urgency, dysuria, hae-
maturia or other rare complications such as stent

migration or urosepsis. In addition, routine ureteric
stent placement may be associated with prolonged
operating time and costs [17,21–23].

Ureteroscopy and intracorporeal lithotripsy are
becoming less invasive, resulting in decreased morbidity.
Postoperative stenting has become the most frequent

123 patients were eligible and 

underwent URSL

Group 3

36 patients

Group 2

35 patients

Group 1

34 patients

Excluded (n=18) because: 

Mucosal injury

Impacted stone

Failure of access

Stone migration 

105 patients were eligible and 

were enrolled

Figure 1. The flow of participants through the study.

Table 1. Patients demographic and clinical characteristics.

Variable
Group 1 Double pigtail

ureteric stent
Group 2 Double pigtail ureteric

stent with string
Group 3 No

stent P*

Number of patients 34 35 36
Age, years, mean (SD) 46.2 (12.7) 40.8 (12.8) 43.8 (10.3) 0.2
Gender, n (%)
Female
Male

7 (20.6)
27 (79.4)

9 (25.7)
26 (74.3)

7 (19.4)
29 (80.6)

0.8

Education, n (%)
Primary or secondary
Bachelor or graduate

13 (38.2)
21 (61.8)

11 (31.4)
24 (68.6)

10 (27.8)
26 (72.2)

0.6

BMI, kg/m2, mean
(SD)

27.8 (3.5) 27.1 (4.3) 28.8 (4.1) 0.2

Stone size, mm, mean
(SD)

7.5 (2.4) 7 (1.5) 6.7 (1.6) 0.2

Stone location, n (%)
Upper
Middle
Lower

12 (35.3)
19 (55.9)
3 (8.8)

16 (45.7)
14 (40)
5 (14.3)

14 (40)
17 (48.6)
4 (11.4)

0.8

Laterality, n (%)
Right
Left

16 (47.1)
18 (52.9)

15 (42.9)
20 (57.1)

23(63.9)
13(36.1)

0.2

Opacity, n (%)
Opaque
Lucent

7 (20.6)
27 (79.4)

7 (20)
28 (80)

4 (11.1)
32 (88.9)

0.5

Method of extraction,
n (%)

DB
DB + PL

16 (47.1)
18 (52.9)

15 (42.9)
20 (57.1)

24 (66.7)
12 (33.3)

0.1

Operating time, min,
mean (SD)

22.2 (9.1) 20.2 (6) 15.1 (7.1) <0.001

BMI: body mass index; DB: Dormia basket; PL: pneumatic lithotripsy; * Kruskal–Wallis H-test for continuous
data and chi-square test for categorical data.
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cause of morbidity in ureteroscopic stone removal. Joshi
et al. [24] andUcuzal et al. [25] reported that patients with
stents had undesirable consequences and a significantly
negative impact on patients’ quality of life. Therefore,
whether it is necessary to routinely insert a stent after
ureteroscopy for ureteric calculi remains controversial.

This ongoing controversy has prompted the use of
stents with extraction strings to prevent early compli-
cations of the stone removal, particularly ureteric
obstruction. This would also allow non-invasive stent
removal and reduction in stent dwell time, ultimately
leading to decreased morbidity, physical burden, and
overall procedural costs [26,27].

Comparative studies between stent, no stent, and
stent with an extraction string in patients who under-
went uncomplicated URSL are lacking. The definition
of uncomplicated URSL used in our present study is

simple and based principally on visual assessment by
the operating urologist. The results of the present
study cannot be generalised to patients undergoing
complicated URSL, as they were excluded.

In our present prospective, randomised controlled
study, flank pain scores were lowest for patients in
Group 3 at all time-points. Flank pain scores for
patients in Group 2 dropped to levels comparable to
those in Group 3 by the end of the first week. These
scores were significantly lower than those in Group 1.
In our present study, the pain score results in stented
and unstented groups were in agreement with some
previous studies, although some studies reported con-
tradictory results [28,29].

These discrepant results may be due to the use of
different methods for pain assessment; few studies
used categorical assessments of pain (mild, moderate,
or severe), while others used a more detailed scale (10-
cm VAS). In addition, time intervals for pain assessment
varied among these studies.

Similarly, dysuria scores were the lowest for patients
in Group 3 at all time-points. Dysuria for patients in
groups 1 and 2 were comparable in the first 48 h.
However, by the end of first week, dysuria scores for
patients in Group 2 dropped significantly in comparison
to those in Group 1. At 1 month, patients in groups 2
and 3 had comparable dysuria scores and still reported
significantly less dysuria than patients in Group 1.

As expected, patients in Group 3 reported less
urgency, frequency, suprapubic pain, and haematuria
compared to those in groups 1 and 2 at all time-points.
The presence of these symptoms dropped significantly
for patients in Group 2 after the stent with extraction
string was removed. LUTS were likely related to the
presence of the stent and irritation induced by pre-
sence of a foreign body [19]. Reduction in LUTS is the
most significant advantage of the stent with a string
approach. These findings are concordant with a study
by Djaladat et al. [30], who used short-term ureteric
stents attached to a Foley catheter, allowing early and
easy stent removal.

Patients in Group 3 required less analgesia than
patients in other groups at all time-points. It was also
found that there was a sharp decline in analgesia
requirements for Group 2 patients after stent removal
(82.9% of patients required analgesia at 24 h, and only
22.9% at 7 days). Meanwhile, 76.5% of patients in
Group 1 continued to require analgesia at 1 week.

The exact aetiology of symptoms related to ureteric
stent insertion is unknown. It has been postulated that
the intravesical portion of the stent results in increased
pressure in the renal pelvis during micturition, as well
as increased bladder mucosa irritation [31,32].

As shown in Table 3, the presence of these symp-
toms was observed more often in Group 2 patients for
the first 48 h. We believe that foreign body irritation
(i.e. the extraction string) adds to the LUTS.

Table 2. Score of flank pain and dysuria at different time points.

Variable

Group 1
Double
pigtail
ureteric
stent

(n = 34)

Group 2
Double pig-
tail ureteric
stent with
string
(n = 35)

Group 3
No stent
(n = 36) P

Flank pain score (0–
10*), mean (SD)

At baseline 8.8 (1.5) 9.0 (1.6) 8.8 (1.5) 0.5a

1 vs 3: 0.8b

2 vs 3: 0.3b

1 vs 2: 0.4b

At 5 h 5.4 (2.1) 5.8 (2) 3.1 (1.9) <0.001
1 vs 3: <0.001
2 vs 3: <0.001
1 vs 2: 0.5

At 24 h 4.8(2.1) 4.6 (2) 1.7 (2) <0.001
1 vs 3: <0.001
2 vs 3: <0.001
1 vs 2: 0.6

At 48 h 4.2 (1.9) 3.1 (1.8) 0.8 (1.1) <0.001
1 vs 3: <0.001
2 vs 3 < 0.001
1 vs 2 0.007

At day 7 4.6 (2.1) 0.9 (1.6) 0.6 (1.7) <0.001
1 vs 3: <0.001
2 vs 3 0.4
1 vs 2 0.001

At 1 month 1.4 (1.7) 0.14 (0.49) 0.02 (0.2) <0.001
1 vs 3 < 0.001
2 vs 3 0.03

1 vs 2 < 0.001
Dysuria score (0–

10a), mean (SD)
At 5 h 6.8 (1.9) 7.3 (1.8) 4.4 (2.5) <0.001

1 vs 3 0.001
2 vs 3 < 0.001
1 vs 2 0.4

At 24 h 6.3 (1.9) 6.4 (1.8) 2.1 (1.7) <0.001
1 vs 3 < 0.001
2 vs 3 < 0.001
1 vs 2 0.9

At 48 h 5.6 (1.5) 4.7 (1.6) 1.0 (1.1) <0.001
1 vs 3 < 0.001
2 vs 3 < 0.001
1 vs 2 0.3

At 7 days 5.6 (1.7) 1.7 (2) 0.4 (1.1) <0.001
1 vs 3 < 0.001
2 vs 3 0.001
1 vs 2 < 0.001

At 1 month 1.6 (1.7) 0.09 (0.4) 0.06 (0.3) <0.001
1 vs 3 0.001
2 vs 3 0.6

1 vs 2 < 0.001

*No pain (0) to extreme pain (10); a: Kruskal–Wallis H-test; b: Mann–
Whitney U-test.
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The success of URSL is usually measured by the
stone-free rate at follow-up. None of our patients was
found to have any residual stone at 3 months, meaning
that the success rate of URSL was identical in all three
groups (100%).

Another advantage of an unstented approach is faster
operating time (mean 15.1 min). Double pigtail ureteric
stent with an extraction string had a similar operation
time as double pigtail ureteric stent only, at a mean of
20.2 vs 22.2 min. However, patients with a stent with an
extraction string did not require a second admission for
stent removal; consequently, they experienced faster
total operating times, less anaesthesia, and lower costs.

The only disadvantage found for the unstented
approach was the readmission rate; two of our patients
were re-hospitalised 3 days after the procedure for
management of pain and an increased serum creati-
nine level. The two patients in Group 3 were managed
conservatively without insertion of a ureteric sent and
they were discharged after 3 days. However, this find-
ing should not discourage urologist from not stenting
patients after URSL, as the favourable outcomes of
unstented groups were higher compared to patients
with ureteric stents. None of the patients who had
a stent with a string had any spontaneous stent dis-
lodgment or urgent readmission.

Thepresent studyhas several limitations. First,wehave
not provided a validated assessment of cost, quality of life
and symptom score for the assessment of flank pain or
LUTS such as the Ureteric Stent Symptom Questionnaire.
Second, the type and amount of analgesic medications
were not standardised across study arms during the fol-
low-up affecting the interpretation of the results. Also, the

stone-free statuswas determinedmostly based on intrao-
perative visualisation rather than imaging studies, intro-
ducing potential biases. Nevertheless, and despite these
limitations, our present data represent a real-life patient
population that provide urologists with necessary infor-
mation that may help in decision making and patient
counselling.

Conclusion

The unstented approach resulted in the smoothest post-
operative course, and stent placement is not necessary in
procedures determined to be uncomplicated by operat-
ing urologists at the time of surgery. The advantages of
the double pigtail ureteric stent with extraction string
over the double pigtail ureteric stent only included earlier
relief of flank pain and dysuria, rapid relief of urgency,
frequency, suprapubic pain, and haematuria, and less
analgesia requirements. Furthermore, patients who had
a stent with extraction string did not require a second
procedure for stent removal, and none had spontaneous
stent dislodgment.
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Table 3. The presence of urgency, frequency, suprapubic pain, haematuria and need for
analgesia.

Time
Group 1 Double pigtail
ureteric stent, n (%)

Group 2 Double pigtail ure-
teric stent with string, n (%)

Group 3 No
stent, n (%) P*

Urgency 5 h 32 (94.1) 35 (100) 21 (58.3) <0.001
24 h 30 (88.2) 34 (97.1) 7 (19.4) <0.001
48 h 30 (88.2) 31 (88.6) 3 (8.3) <0.001
7 days 29 (85.3) 9 (25.7) 1 (2.8) <0.001
1 month 9 (26.5) 2 (5.7) 1 (2.8) <0.004

Frequency 5 h 32 (94.1) 35 (100) 21(58.3) <0.001
24 h 30 (88.2) 33 (94.3) 7 (19.4) <0.001
48 h 30 (88.2) 30 (85.7) 2 (5.5) <0.001
7 days 29 (85.3) 8 (22.9) 1 (2.8) <0.001
1 month 9 (26.5) 0 0 <0.001

Suprapubic
pain

5 h 32 (94.1) 33 (94.3) 15 (41.7) <0.001

24 h 29 (85.3) 32 (91.4) 4 (11.1) <0.001
48 h 26 (76.5) 22 (62.9) 2 (5.5) <0.001
7 days 27(79.4) 6 (17.1) 1 (2.8) <0.001
1 month 5 (14.7) 1 (2.9) 0 0.01

Haematuria 5 h 29 (85.3) 34 (97.1) 26 (72.2) 0.008
24 h 25 (73.5) 21 (60) 10 (27.9) <0.001
48 h 22 (64.7) 12 (34.3) 1 (2.8) <0.001
7 days 22 (64.7) 3 (8.6) 1 (2.8) <0.001-
1 month 1(2.94) 0 0

Analgesia 5 h 31 (91.2) 34 (97.1) 21 (58.3) <0.001
24 h 28 (82,4) 29 (82.9) 8 (22.2) <0.001
48 h 24 (70.6) 17 (48.6) 3 (8.3) <0.001
7 days 26 (76.5) 8 (22.9) 1 (2.8) <0.001

*Chi-square test.
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