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Abstract  

Background: Tamsulosin is an α-1A-specific blocker  
which induces selective relaxation of ureteral smooth muscle  
with subsequent inhibition of ureteral spasms and dilatation  
of the ureteral lumen and facilitates stone expulsion.  

Aim of the Study:  In this prospective randomized study  
we aimed to assess the efficacy of use of alpha blocker  

(tamsulosin Hcl 0.4mg) on the outecome of ureteroscopic  
lithotripsy for distal ureteric stone.  

Patients and Methods:  In a prospective study by a rand-
omized controlled clinical trial, which was performed from  
September 2016 to March 2017, about 50 patients underwent  

ureteroscopic lithotripsy with the pneumatic wolf lithotripsy.  
The patients were randomly divided into 2 groups: The study  

group including 25 patients, received tamsulosin with our  
traditional treatment (hydration and analgesic when required),  
and the control group with 25 patients who received placebo  
with traditional treatment. Patients prospectively will be  
evaluated for stone clearing rate by imaging at morning of  
URSL and at the end of 2nd  week including: (KUB and pelvi  
abdominal ultrasound)and they will be evaluated for number  

of colic episodes, analgesic consumption and post-operative  
complications (haematuria and UTI).  

Results: The results showed that tamsulosin treatment  
group had short time of the procedure, easy extraction of the  
stone fragments, had low expulsion time, low urinary tract  
symptoms, least analgesic needs and low adverse effects.  

Conclusions: Administration of α -1A-specific antagon  
istmade the procedure of short time, easy extraction of the  
stone fragments reduced analgesic dosage and colic episodes,  
rate of adverse effects after ureteroscopic lithotripsy of lower  
ureteral stones and decreased gravel expulsion time after  
URSL.  

Key Words:  Ureteroscopy – Lithotripsy – α-1A-specific  
blocker – Tamsulosin – Ureteral calculi.  

Correspondence to:  Dr. Ali M. Ghoneim, The Department of  
Urology, Faculty of Medicine, Tanta University  

Introduction  

BOTH  α 1 A 
 and  α 1 D  adrenergic receptors are  

present more densely in the distal 1/3 of ureter  
(including intramural part) than other adrenergic  
receptors. When stimulated, they inhibit the basal  
tone, peristaltic wave frequency and the ureteral  
contractions even in the intramural part of lower  
ureter. Alpha one antagonists have a crucial impact  
in spontaneous painless elimination of the stones  
smaller than 8mm located in the distal part of the  

ureter [1] .  

They may work on the obstructed ureter by  
inducing an increase in the intraureteral pressure  
gradient around the stone by increasing the urine  
bolus above the stone (and consequently an increase  
in intraureteral pressure above the stone) as well  
as decreased peristalsis below the stone (and con-
sequently a decrease in intraureteral pressure below  
the stone) in association with the decrease in  
micturition pressure even at the bladder neck,  
thereby an increased chance of stone expulsion [2] .  

To facilitate ureteral stone expulsion and de-
crease post-operative complications, recent studies  
have recommended a Medical Expelling Therapy  
(MET) with calcium antagonists, corticosteroids  
and α -1 blockers [3,4] .  

The efficacy of minimally invasive therapies  
such as Extracorporeal Shock Wave Lithotripsy  
(ESWL) and ureteroscopy for distal ureter stones  
has been proven by recent studies [5] . However,  
these minimally invasive therapy modalities have  
some drawbacks; they are not risk free, sometimes  
they could even be problematic and also they are  
quite expensive [6] . Moreover the success rate of  
these techniques is affected by several factors such  
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as stone size and location, machinery type and  
operator's experience; in addition, secondary pro-
cedures and occasional re-treatments are necessi-
tated [7] .  

Based on these findings, we hypothesized that  
use of α -

1 A  blocker as apart of expulsive therapy  
for ureteric stones may facilitate any subsequent  
ureteroscopic manipulation for treatment of the  
stones that failed medical treatment.  

Objectives:  
In this prospective randomized study we aimed  

to assess the efficacy of use of alpha blocker  
(tamsulosin Hcl 0.4mg) on the outcome of ureter-
oscopic lithotripsy for distal ureteric stone.  

Patients and Methods  

This study was performed on 50 patients with  
distal ureteric stone presented to Tanta University  
Hospital, Urology Department in whome uretro-
scopic lithotripsy was chosen for treatment of the  
distal ureteric stones from September 2016 to  
March 2017. The study was approved by the Ethics  
Committee of Tanta University.  

According to the inclusion criteria, all patients  
had radiolucent or radio opaque distal ureteric  
stone with Stone size up to 1 cm ( ≤ 1 cm), where  
as patients with active urinary tract infections,  
major medical conditions (i.e un controlled diabe-
tes), history of hypersensitivity to ct -blockers,  
ureteral stricture, previous ureteric surgery, spon-
taneous passage of the stones, childeren or pregnant  
women were excluded.  

Stone presence and its characteristics were  
diagnosed by Kidney-Ureter-Bladder X-ray (KUB),  
pelvi-abdominal ultrasonography Computed Tom-
ography (C.T) and Intravenous Urography (IVU)  
when indicated.  

All patients were randomely divided into 2  
group using a coin toss. In GroupA, alpha blocker  
(tamsulosin Hcl 0.4mg) was taken at least 2 weeks  
before the procedure and Group B, no alpha blocker  
was taken before the procedure. All patients re-
ceived traditional treatment (hydration and analge-
sic when required).  

The total number of patients for this study was  
50 patients underwent ureteroscopic lithotripsy  
with the pneumatic wolf lithotripsy. (25 patients  
for each group).  

All patients that met the inclusion criteria were  
subjected to URSL after providing an informed  
written consent. The operation was performed with  

spinal or general anesthesia. All patients underwent  
ureteroscopic lithotripsy with a 8.5 Fr semi-rigid  
ureteroscope and a 1.9 Fr pneumatic probe until  
fragments were smaller than about 2mm in diameter  
which allowed for spontaneous passage.  

During URS procedure, all patients were eval-
uated for, time of the procedure starting from  
localization of ureteric orifice till stenting of the  
ureter (if needed), need for dilatation of ureteric  
orifice, size of fragment extracted by ureteric stone  
forceps and how many trials for each fragment and  
need to post-procedure stenting based on the status  
of the ureteral wall at the end of the procedure.  

Patients follow-up:  

After the procedure, all patients were asked to  
filter their urine to detect any possible fragments  
or stone expulsions and the first assessment of  
stone clearing rate was performed by imaging  
during the morning after URSL and then the pa-
tients were evaluated at the end of the first and  
second week after the procedure, with a clinical  
visit that included KUB and pelvi abdominal ultra-
sonography. The number of colic episodes, lower  
urinary tract symptoms, amounts of analgesic  
consumption and adverse effects of medical therapy  
were evaluated.  

The URS complications were reported accord-
ing to the modified Clavien grading system. Grade  
I (events without adverse consequences for the  
patient), grade II (complications comprising blood  
transfusions or urinary tract infection), grade IIIa  
(complications requiring intervention under local  
anaesthesia), grade IIIb (complications requiring  
intervention under general anaesthesia), grade IVb  
(single organ dysfunction, such as myocardial  
infarction and renal failure), grade IVb (urosepsis  
or multi organ dysfunction) and grade V (death)  
[8] .  

Statistical analysis:  

Data were collected, presented and statically  

analyzed using graph pad computer program. Sta-
tistical presentation and analysis of the present  

study was conducted, using the mean, standard  
deviation, and chi-square test by SPSS V.20.  
Significance was considered as a p-value <0.05.  

The used tests were:  
1- Chi-square test:  For categorical variables, to  

compare between different groups.  

2- Fisher's exact or monte carlo correction:  Cor-
rection for chi-square when more than 20% of  
the cells have expected count less than 5.  
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3- Student t-test:  For normally quantitative varia-
bles, to compare between two studied groups.  

Results  

A total of 50 patients met the inclusion criteria;  
were included and underwent URSL using semi-
rigid Wolf ureteroscope (8.5fr) with pneumatic  
lithotripter (Swiss Lithoclast) with 25 patients in  
each group.  

The results of the study included:  
1- Pre-operative data: There were no statistically  

significant differences between patients in the  
two groups in regard to their demographic and  
stone characteristics (Tables 1,2).  

Table (1): Comparison between the two studied groups ac-
cording to demographic data.  

Tamsulosin  
(n=25)  

Non tamsulosin  
(n=25)  

Test  
of  

sig.  
p 

 

No. %  No.  %  

• Gender:  
Male  15 60.0  15  60.0  χ

2
= 

 

0.774  
Female  10 40.0  10  40.0  0.082  

• Age (years):  
Min.-max.  21.0-70.0  21.0-64.0  t=0.654  0.516  
Mean ±  SD.  41.68±10.36  39.64± 1 1.66  
Median  43.0  36.0  

• Episodes of stone:  
No  15 60.0  17  68.0  χ

2
= 

 
0.556  

Yes  10 40.0  8  32.0  0.347  

• Previous passage of  
stone:  
No  18 72.0  20  80.0  χ

2
=  0.508  

Yes  7 28.0  5  20.0  0.439  

• Previous URS:  
No  22 88.0  22  88.0  χ

2
= 

 
FEp=  

Yes  3 12.0  3  12.0  0.000  1.000  

• Time since diagnosis:  
2w  10 40.0  7  28.0  0.806  0.668  
3w  9 36.0  11  44.0  
4w  6 24.0  7  28.0  

Table (2): Comparison between the two studied groups ac-
cording to stone criteria (side, size and radio-
opacity).  

Tamsulosin  
(n=25)  

Non tamsulosin  
(n=25)  

Test  
of  

sig.  
p 

 

No.  %  No.  %  

Side:  
Right  17  68.0  12  48.0  χ

2
=  MCp=  

Left  8  32.0  13  52.0  3.362 0.160  

Size (cm):  
Min.-max.  0.60 -1.0  0.60 -1.0  t= 0.165  
Mean ±  SD.  0.88 ±0.14  0.82 ±0.14  1.411  
Median  0.90  0.80  

Stone radio-opacity:  
Radio-opaque  15  60.0  17  68.0  0.347  0.556  
Radiolucent  10  40.0  8  32.0  

2-  Intra-operative data:  
A- Access the ureter and need for dilatation of  

UO: There was statistically significant difference  
between both groups as regard the dilatation of  
UO (p-value=0.031) (Table 3).  

Table (3): Comparison between the two studied groups ac-
cording to dilatation of UO.  

Non tamsulosin  
(n=25)  

No.  % No.  %  

   

Dilatation of UO:  
No  
Yes  

B- Need for a stent: There was statistically  
significant difference between both groups as  
regard the use of a stent (p-value=0.022) (Table  
4).  

Table (4): Comparison between the two studied groups ac-
cording to stent or not.  

Non tamsulosin  
(n=25)  

No.  %  No.  %  

Stent or not:  
NO  16  64.0  7  28.0  6.521*  0.022*  
Open tip  6  24.0  7  28.0  
JJ  3  12.0  11  44.0  

C- Operative time: There was statistically sig-
nificant difference between both groups as regard  
the operative time (p-value=<0.001) (Table 5).  

Table (5): Comparison between the two studied groups ac-
cording to time of procedure.  

Tamsulosin  Non tamsulosin  
(n=25) (n=25)  t p 

 

Time of procedure  
(minutes):  

Min.-max.  20.0-45.0  30.0-50.0  5.005*  <0.001*  
Mean ±  SD.  30.60±6.97  40.0±6.29  
Median  30.0  40.0  

3-  Complications rate: There were statistically  
significant difference between both groups as  
regard post-operative complications (colic epi-
sodes, analgesic consumption, fever and haema-
turia) (p-value=<0.001, <0.022, 0.047 & 0.047  
respectively) (Table 6).  

As regard the hospital stay in our study, it was  
ranged from 2.0-4.0 days with a mean of 3.01 ±0.97  
& 3.03±0.88 days for both groups (A & B) respec-
tively (Table 7).  

Tamsulosin  
(n=25)  

χ2 p 
 

21  
4  

84.0  
16.0  

14  
11  

56.0  
44.0  

4.666  0.03 1*  

Tamsulosin  
(n=25)  

χ
2 p 
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Table (6): Comparison between the two studied groups ac-
cording to complication rate.  

Complication rate  

Tamsulosin  Non tamsulosin  
(n=25) (n=25)  

Test  
of  

sig.  
p 

 

No. % No. % 

Analgesics (opioid):  
No  18 72.0  10 40.0  χ

2
=  <0.022*  

Yes  7 28.0  15 60.0  5.195*  

Colic episodes:  
Min.-max.  0.0-2.0  0.0-5.0  U=  <0.001*  
Mean ±  SD.  0.72±0.74  2.32± 1.38  104.50*  
Median  1.0  3.0  

Fever:  
No  22 88.0  16 64.0  χ

2
=  0.047*  

Yes  3 12.0  9 36.0  3.947  

Haematuria:  
No  22 88.0  16 68.0  χ

2
=  

Yes  3 12.0  9 32.0  3.94  0.047*  

There was no statistically significant difference  

between both groups as regard the hospital stay  
(p-value=0.390) (Table 7).  

Table (7): Comparison between the two studied groups ac-
cording to hospital stay.  

Non tamsulosin  
(n=22)  

Hospital stay:  
Min.-max.  
Mean ±  SD.  
Median  

2.0-4.0  
3.01±0.97  
3.0 

2.0-4.0  
3.03±0.88  
3.0  

0.868  0.390  

4- The overall success rate (stone free rate and  
retreatment rate):  
A- Failure of the procedure:  Reported only in  

one patient (4%) in group B which was due to  
trauma to the ureter and bleeding during fragmen-
tation of the stone which treated with stent place-
ment for 2 weeks and 2 nd  URSL (Table 8).  

B- Migration of the stone or part of stone:  
Reported only in 1 patient (4%) in group A and 2  

patient (8%) in group B and they were treated with  

ESWL (Table 8).  

As regard stone free rate in group A, it was  
(96%) and in group B was (88%) and there was  

no significant difference between both groups ( p-
value=0.740) (Table 8).  

In the current study, regarding the modified  
Clavien classification system, mild and moderate  
complications (Grades I, II and III) were reported  

in both groups, consisting of mucosal injuries,  

haematuria, fever and colic episodes required  

opioids which significantly decreased in the group  

prepared with tamsulosin (Table 9).  

Failed procedure was reported only in one  
patient (4%) in group B which was due to trauma  
to the ureter and bleeding during fragmentation of  

the stone which treated with stent placement for  

2 weeks and 2 nd  URSL (Table 9).  

Stone migration was seen in one patient (4%)  

in group A and two patients (8%) in group B and  

they were treated with ESWL (Table 9).  

Table (8): Comparison between the two studied groups ac-
cording to stone free rate and retreatment rate.  

Tamsulosin  
(n=25)  

Non tamsulosin  
(n=25)  

χ
2  MCp  

No.  % No. % 

Stone free rate:  
Failed  0  0.0  1 4.0  1.955  0.740  
Yes  24 96.0  22  88.0  
Migrated  1 4.0  2  8.0  

Retreatment rate:  
No  24  96.0  22  88.0  2.197  0.743 
ESWL  1 4.0  2 8.0  
URS  0  0.0  1 4.0  

Table (9): The complications and their grades according to  

the MCCS.  

Grade Complications  
Tamsulosin  

group  
(n=25)  

Non  
tamsulosin  

group  
(n=25)  

Overall p- 
(n=50)  value  

Minor:  
Grade I • Fever  3 9 12  0.047  

• Mucosal injury  1 1 2  0.505  
• Hematuria  3  9  12  0.047  

Grade II • Colic needed  
opioids  

7  15  22  0.020  

Major:  
Grade IIIa • Proximal stone  

migration  
1  2 3 0.551  

Grade • Failed  0  1 1 0.024  
IIIb procedure  

needed 2nd  
URSL 

MCCS: Modified Clavien Classification System.  

Discussion  

The urolithiasis is a common and increasing  
condition with the global prevalence of urinary  

tract stones has been estimated to be between 2%  

to 20% and affecting 15% of men and 5% of women  

with a total ratio about 3:1 between males & fe-
males [9] . The life time recurrence rate is approx-
imately 50%, and about 33-54% of whole urinary  

stones are ureteral stones, where 70% of these  

ureteral stones are located in the distal part of the  

ureters [9] .  

Tamsulosin  
(n=24)  U p 

 



Ali M. Ghoneim, et al. 2885  

The incidence of stones in the current study  
was varying regarding the gender with a percentage  
of 60% in men & 40% in women with a total ratio  
about 3:2 between males & females and there was  
a slightly increased incidence of stones in females  
that may be due to changes in the life style &  
environment or may be due to the small sample of  
our study.  

The most common component of urinary calculi  
is calcium, which is a major constituent in nearly  
75% of stones. Calcium oxalate makes up about  
60% of all stones; mixed calcium oxalate and  
hydroxyapatite, 20%; and brushite stones, 2%.  

Both uric acid and struvite (magnesium ammonium  
phosphate) stones occur approximately 10% of the  
time, whereas cystine stones are rare (1%). Stones  
associated with medications and their by-products  
such as triamterene, adenosine, silica, indinavir  
and ephedrine are very uncommon and usually  
preventable [10] .  

Opacity implies the presence of substantial  
amounts of calcium within the stone. Calcium  
phosphate stones are the most radiodense stones,  
being almost as dense as bone. Calcium oxalate  
stones are slightly less radiodense [11] .  

In the current study regarding the stone radio-
opacity detected in the pre-operative plain film;  
the incidence of radio-opaque stones was about  
64% and radiolucent stones about 36%.  

Due to recent advances in the field of endou-
rology and miniaturisation of the new instruments,  
there was a large shift in the active treatment of  
ureteral stones away from open surgery to mini-
mally invasive methods (e.g. ESWL and URS).  

The choice of the ideal type of therapy is largely  
related to the type of equipment available, the type,  
size, site, degree of impaction of the stone, patient  
preference and experiences of the surgeon [12,13] .  

Current guidelines recommend ureteroscopy  
over other treatment modalities for the majority  
of ureteric stones [14] .  

Ureteoscopy (URS) is one of the most common  
procedures performed for upper and lower ureteral  
disorders. However, URS is associated with poten-
tial risks and complications [15] .  

Ureteroscopic complications are well known,  
but the predictive factors remain unclear. Careful  
attention to the selection of instruments and tech-
niques is important to reducing complications  
related to URS procedures [15] .  

Substantial advances in URS have resulted in  
the procedure being incorporated into routine uro-
logical practice in many centres worldwide. An  
abundance of clinical data and technological pro-
gression has enabled the development of new  
solutions, which have increased the efficacy of  
URS and reduced associated morbidity and costs  
[16] .  

Although ureteral stones less than 5mm could  
pass in up to 98% of cases, fragmented stones  
following lithotripsy interventions cause some  
degree of ureteral wall congestion and oedema,  
interfering with straight gravel passage and even  
leading to stone impaction.  

Thus, the use of MET may facilitate stone  
passage and decrease the time for spontaneous  
stone passage as well as reducing possible risks of  
renal damage due to prolonged partial ureteral  
obstruction (greater than 4-6 weeks) and persistent  
pain or UTI [17,18] .  

Many studies have demonstrated excellent re-
sults of MET use for treatment of distal ureteric  
stones. In terms of stone expulsion and control of  
ureteric colic, drugs (e.g. calcium channel blockers,  
corticosteroids, a 1 ARblockers) that can modulate  
the function of the ureter, which may be obstructed  
by a stone, can be used. Alpha-1 blockers, in  
particular α 1 A  blockers (e.g. tamsulosin), are pre-
ferred due to the prevalence of a specific adreno-
ceptor subtype in the distal part of the ureter.  
Tamsulosin acts by relaxation the ureteral wall  
muscle, facilitating gravels expulsion after the  
procedure and aiding the advancement of instru-
ments through the ureter for improved access of  
the ureter and stones [12] .  

URSL has high efficacy and success rates for  
distal ureteric stones, but it is more expensive and  
more invasive [13] . So, if adjunct therapy such as  
MET is used before or when the ureteroscope is  
advanced prior to accessing the stone, these com-
plications can be reduced.  

The research group prospectively analysed  
different factors that might affect the success and  
complications of management of ureteric stones  
with URS. We found that endoscopic interventions  
without preparation with tamsulosin were associ-
ated with increased complications.  

Although routine ureteral dilatation was neces-
sary for ureteroscopy using the early model larger  
(>10 Fr) ureteroscopes, this has been brought into  
question with the advent of smaller caliber rigid  
and flexible ureteroscopes. Prior to the advent of  
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balloon dilators, ureteral dilatation was performed  

with serial dilators. The shearing forces applied  

by these dilators often resulted in linear tears of  
the mucosa, significant tissue trauma and VUR  
(vesico ureteral reflux).  

Garvin and Clayman demonstrated a 20% inci-
dence of VUR after ureteral dilation to 24 Fr [19] .  
In 1999, Richter et al., found a 10% incidence of  

VUR after ureteral dilation to 13.5 Fr [20] . These  
authors followed their patients prospectively; the  

patients demonstrated complete resolution of reflux  

at 2 weeks postoperatively.  

Stoller et al., found that ureteral dilatation was  

necessary in 16% of their population using semi-
rigid ureteroscopes ranging from 9.5 to 12.5 Fr  
and concluded that routine dilatation of the ureteral  

orifice was not necessary [21] . Kourambas et al.,  
noted that 24% of their patients required dilation  

using 6.5-Fr semirigid and 7.5-Fr flexible uretero-
scopes [22] .  

Indeed, although ureteral dilatation was consid-
ered an essential step in ureteroscopy, the authors  
found that routine dilatation is infrequently neces-
sary in current clinical practice and therefore,  

routinely access the ureter atraumatically without  

ureteral dilatation in most cases.  

In the current study, it was noted that ureteros-
coy for patients received tamsulosin was more  

accessible as the ureteral orifice was easier to  

locate, distinsable, and easily intubated with no  
need for dilatation before the beginning of the  

procedure. Thus, the intramural ureter can be ap-
proached without ureteral dilatation which elimi-
nates the potential trauma and mucosal irritation.  

In patients received tamsulosin, the ureteric  
orifices were easily identified and dilatable infront  

of the fluid jet from the URS and the ureteroscope  
could be inserted easily without dilatation, primarily  

due to the muscle-relaxing effect of tamsulosin.  
In the current study, it was showed that the need  

of ureteric orifice dilatation varied significantly  

between the two groups as the ureteric orifice  

needed to be dilated in 4 patients (16%) in the  

tamsulosin group and in 11 patients (44%) in the  
non tamsulosin group. In twenty one (21) patients  

in tamsulosin group, the initial introduction of the  

URS was easy enough to continue the whole pro-
cedure without need to dilatation.  

On the other hand, in four [4] patients in the  
tamsulosin group, the advancement of the URS  
was not that easy to continue the procedure de-
pending on the hydrodistension alone. In this group  

of patients [4]  as well in another [11] patients in the  
non tamsulosin group; balloon dilatation of the  
UO was done using 7cm/15 Fr uromax ureteral  

dilatation ballon then the URS was performed  

uneventful.  

Regarding the size of extracted stone fragments  

in our study, there was no significant difference  
between both groups with the mean size of 4.46mm  
& 4.23mm respectively in group A and B. However,  
when we looked at the data of the groups of patients  
who underwent URSL without initial dilatation  

(21 patients in tamsulosin group & 14 patients in  

non tamsulosin group); we noticed that repeated  

insertion of the URS as well as extraction of the  

stone fragments was easier among the patients in  

tamsulosin group.  

The current standard of care regarding stenting  

after ureteroscopy is evolving. Clearly, a large  
number of patients undergoing uncomplicated  
diagnostic and/or therapeutic ureteroscopy may  

safely remain unstented. Nevertheless, common  

sense and clinical judgment should prevail. Patients  

undergoing complicated ureteroscopy with mucosal  
trauma, perforation, impacted stones, solitary kid-
neys and bilateral ureteroscopy should be stented  
[23-25] .  

In 2002, a randomized controlled trial evaluated  
60 patients, 30 stented, and 30 non-stented, after  

uncomplicated ureteroscopic lithotripsy with an  
electrohydraulic lithotripter. Patients without ure-
teral stents were found to have similar stone-free  

rates, renal function recovery, pain reduction, and  

less irritative voiding symptoms as compared to  

those patients in which stents were placed. The  

authors found it was not necessary to place a  

ureteral stent routinely after uncomplicated ureter-
oscopic lithotripsyn for stones smaller than 1cm  

[23] .  

In 2007, Nabi et al., published a meta-analysis  

of nine randomized controlled trials examining the  
outcomes with and without stenting after ureteros-
copy. The authors found a significantly higher  

incidence of dysuria and frequency or urgency in  

stented patients. They concluded that stenting in  
uncomplicated ureteroscopy leads to considerable  

morbidity [24] .  

In 2008, a systematic review of the same nine  
randomized controlled trials, reported similar find-
ings to the previous meta-analysis study with  

respect to stent morbidity and lack of long-term  

advantages. However, the systematic review con-
cluded stenting in an uncomplicated patient is not  
mandatory [25] .  
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In our study, it was noted that the need for stent  

varied significantly between the two groups as,  

only 9 patients (36%) needed a stent (6 open tip  

urteric catheter for 48h [24%] and 3 double J stent  

[12%]) in tamsulosin group and 18 patients (72%)  

in the other group (7 open tip urteric catheter for  

48h [28%] and 11 double J stent [44%]) and all  
patients underwent double J stent insertion after  
the procedure in both groups developed some  

LUTS especially in group B and treated as usual.  

One of the important findings of this research  

was the short operative time which was observed  

among patients who received tamsulosin preoper-
atively.  

Regarding complications of ureteroscopy, the  

incidence of major and minor complications has  
decreased significantly with increased success rate  
since the inception of ureteroscopy especially with  

the advent of improved imaging, smaller diameter  

endoscopes, and increasing surgeon experience.  

Carter et al., reported a 67% success rate for  

ureteroscopic stone removal with a 15% open  
ureterolithotomy rate secondary to ureteroscopic  

failure [26] .  

The main complication was failure to access  
the ureter or reach the stone in 15% of patients.  

Major ureteric injury requiring open repair occurred  

in 2.4% of patients with additional perforations  
managed conservatively in 3.2%.  

Flam et al., subsequently reported an overall  
success rate of 78% for ureteroscopic stone removal  

with ureteral injury occurring in 4% of patients  

[27] .  

These studies uniformly employed rigid endo-
scopes larger than 10 Fr. Ureteral dilatation to 18  

Fr, using a balloon or serial dilators, was standard  

practice.  

Harmon et al., reported on the impact of tech-
nological advancement and surgeon experience on  

ureteroscopic outcomes with the overall complica-
tion rate decreased from 20 to 12% and the rate of  

significant ureteral injury decreased from 5.2 to  
1.5% and overall ureteroscopic success rate in-
creased from 86 to 96% [28] .  

In the current study, regarding the modified  
Clavien classification system, mild and moderate  
complications (grades I, II and III) were reported  

in both groups, consisting of mucosal injuries,  

haematuria, fever and colic episodes required  

opioids which significantly decreased in the group  

prepared with tamsulosin. All these complications  
were managed conservatively.  

Failed procedure was reported only in one  
patient (4%) in group B which was due to trauma  
to the ureter and bleeding during fragmentation of  

the stone which treated with stent placement for  

2 weeks and 2 nd  URSL.  

Stone migration was seen in one patient (4%)  

in group A and two patients (8%) in group B. Due  
to equipment failure (shortage of equipment for  

follow-up of the migrating stones, such as flexible  
ureteroscopy and laser lithotripsy for fragmenting  

or extracting the migrating stones), migrating stones  

were treated with ESWL.  

The overall success rate was (96%) in group A  
and (88%) in group B with no significant difference  

between both groups and it was found that endo-
scopic interventions without preparation with tam-
sulosin were associated with increased complication  

or failure rates.  

Our study had some limitations; first, relatively  

few patients were included in each group. Second,  

the exact timing of the endoscopic steps, such as  

bladder access, ureteral access, lithotripsy and  
ureteral stenting, as well as subjective experiences  

and stone factors such as stone composition, were  

not evaluated in the present study.  

Thus, the results of this study should be con-
sidered as preliminary data, which requires confir-
mation with a larger sample size in the future.  

Conclusions:  
From the early results we can conclude that:  

• The use of a - 1A  blocker as a part of expulsive  
therapy for ureteric stones may facilitate any  

subsequent ureteroscopic manipulation for treat-
ment of the stones that failed medical treatment.  

• The use of a - 1A  blocker prior to URS for distal  
ureteric stones is associated with less need for  

ureteral orifice dilatation as well as post procedure  
stenting using double J stent.  

• The URS procedure is considered overall easier  
among patients who received a - 1A  blockers before  
the procedur and enjoyed higher success rate.  
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