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INTRODUCTION

Lifetime risk of  developing renal stones is estimated to be 
1–5% in Asian countries.1,2 The incidence of  renal stones 
is increasing off  late, mainly due to changes in lifestyle and 

diet combined with environmental factors, with urolithiasis 
being more prevalent in warm regions.3

Before the development of  endourologic techniques, open 
surgery was the treatment of  choice for renal stones.4 
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pain and analgesic dose requirement, number of ESWL sittings and shockwaves required, 
steinstrasse, urinary tract infection (UTI), and hematuria. Patients were followed up for 
3 months after stone clearance to look for any recurrence. Results: There was a significant 
difference (P<0.05) in the two groups with smaller number of ESWL sittings and number 
of shockwaves required, low frequency of colicky pain episodes and mean pain score, less 
analgesic dose requirement, lower incidence of hematuria, and UTI in non-DJ stent group. 
The overall stone clearance was higher in the non-DJ stent group (96.4%) as compared to 
the DJ stent group (89.3%). The incidence of steinstrasse was higher in the DJ stent group 
(10.7%) as compared to none in the non-DJ stent group. Conclusions: There is no additional 
benefit of DJ stent on stone clearance, rather stenting further increases the morbidity due 
to associated complications. DJ stenting should not be performed in patients undergoing 
ESWL for renal and upper ureteric calculus up to 2 cm size.
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Endourologic techniques for the treatment of  urolithiasis 
were introduced around 40  years ago, and since their 
advent, they have become an important modality for the 
treatment of  renal and ureteric stones, largely because of  
higher stone free rates combined with lower complication 
rate.3

Extracorporeal shock wave lithotripsy (ESWL) was first 
introduced by Chaussy et  al., in 1980 for the treatment 
of  urolithiasis, which has revolutionized the treatment 
of  urinary stones.5 ESWL is one of  the commonly used 
modalities of  the treatment and is considered as the first 
line treatment for renal and upper ureteric calculus up to 
2 cm.6 Renal colic, urinary tract obstruction, uremia, and 
renal failure can occur because of  the stone fragments 
obstructing the ureter during the post-ESWL period.7 
Steinstrasse or stone street refers to the formation of  
column of  stones in the ureter following ESWL. It is a 
well-known complication reported in 2–20% of  cases 
within the first 48 h following ESWL.8 Steinstrasse is a 
morbid complication of  ESWL and can be associated with 
irreversible loss of  renal function and urethral stricture.9 
Other common complication post-ESWL is urinary tract 
infection (UTI).10,11

The role of  double-J (DJ) stents in ESWL is controversial. 
It is thought to aid in prevention of  steinstrasse and 
prevention of  renal colic by facilitating passage of  stones 
distally as is reported by some studies;2-14 w hereas other 
studies have reported increased incidence of  lower urinary 
tract symptoms (LUTS), UTI, hematuria, and a lower stone 
free rate.15-17 The present study was designed to evaluate 
the role of  DJ stenting in patients with renal and upper 
ureteric calculus undergoing ESWL and aims to provide a 
snapshot of  the treatment findings in a tertiary care hospital 
setting in India.

Aims and objectives
The aim of  the study was to evaluate the role of  DJ stent in 
patients with renal and upper ureteric calculus undergoing 
extracorporeal shockwave lithotripsy.

MATERIALS AND METHODS

The present study was conducted in the Department of  
Surgery, Maulana Azad Medical College and Lok Nayak 
Hospital, New  Delhi-110002. The study population 
consisted of  200 patients who presented with renal and 
upper ureteric calculus and subsequently underwent 
ESWL after fulfilling the inclusion criteria. It was a 
prospective and randomized control study and was pre-
approved by the Institutional Ethics Committee for the 
final permission.

Inclusion criteria
Solitary calculus located in renal pelvis, upper and middle 
calyx, and upper ureter measuring between 5 mm and 2 cm 
as visualized on computed tomography (CT) urography

Exclusion criteria
The following criteria were excluded from the study:
•	 Inferior calyx stones, multiple stones, or staghorn 

calculus
•	 Proximate calcified abdominal aortic aneurysm or renal 

artery aneurysm
•	 Distal ureteric obstruction
•	 Pregnancy
•	 Untreated UTIs
•	 Decompensated Coagulopathy
•	 Uncontrolled arrhythmia.

Sampling method
Informed written consent was obtained from all patients 
who were included in the study. Sample of  convenience 
was taken on the basis of  patient load as per previous 
records in the hospital. Patients were given the option to 
opt out of  the study without compromising their right of  
the treatment. Patients were randomized into two groups, 
either test or control group, each consisting of  100 patients 
based on computer generated random numbers which were 
kept in a sealed envelope. The sealed envelope was opened 
by a nurse who was not involved in the study.

Group A (n=100) – Control Group: ESWL done after 
inserting a 5Fr, one end open, and DJ stent. Group  B 
(n=100) – Test Group: ESWL done without any DJ stenting.

Pre-procedure work up
•	 Clinical history and physical examination
•	 All patients underwent the following pre-operative 

investigations:
•	 Complete blood count
•	 Kidney function tests, that is, blood urea and serum 

creatinine
•	 Serum electrolytes
•	 Urine for routine microscopy
•	 Urine for culture/sensitivity
•	 Blood sugar – fasting
•	 X-ray abdomen kidney ureter bladder region
•	 CT urography
•	 Non-contrast CT (NCCT) in patients with known 

allergy to contrast media or impaired renal function.

ESWL technique
The lithotripter used was Dornier Compact Sigma. Patients 
were injected with an intramuscular injection of  Diclofenac 
sodium 50mg before the start of  the procedure. The 
session was started with Level 1 which delivered maximum 
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pressure of  6–7 MPa and gradually increased to Level 5 
delivering maximum pressure of  52 MPa depending on 
patient tolerance and stone density as measured on CT 
urography. Triggering was kept at a constant rate of  90–100 
shock waves/min, to avoid complications of  ESWL, for 
example, perirenal hematoma.

Post-procedure, patients were counseled about the post-
ESWL symptoms. Patients were followed with NCCT 
2 weeks after every session and depending on the residual 
stone load, further ESWL sessions were planned, with an 
interval of  2 weeks between subsequent sessions. Patients 
were also evaluated for pain and analgesic requirement using 
the visual analog scale immediately after the procedure and 
then at 24 h, 48 h, and 72 h telephonically. Stone analysis 
was not performed, as no facilities were available for the 
same at the institute. Patients were followed up for a period 
of  3  months after stone clearance. Patients were given 
oral Diclofenac 50 mg on sos basis for flank pain, while 
those who developed ureteric colic after ESWL were given 
intramuscular Diclofenac injection 50 mg.

Failure of ESWL
No/Negligible stone fragmentation after 3 sittings was 
treated as failure of  ESWL.

UTIs
Patients with significant pain and LUTS not relieved by 
analgesics underwent urine routine microscopy and urine 
culture with an X-ray KUB. Patients having a UTI were 
treated with appropriate culture sensitivity antibiotics 
before ESWL sessions.

Steinstrasse
Patients with symptoms of  persistent pain underwent X-ray 
KUB for confirmation of  steinstrasse. Once confirmed, 
ESWL sessions were withheld and patients were treated 
conservatively with a period of  observation, hydration, 
and Tamsulosin hydrochloride 0.4 mg daily. For patients 
who developed steinstrasse in the DJ stent group, the stent 
was removed and patients were kept on daily Tamsulosin 
therapy for 6 weeks.

Parameters evaluated
•	 Stone Clearance – Which is defined as absence of  

stone on X-ray KUB/NCCT or residual single stone 
fragment of  size ≤i mm

•	 Steinstrasse
•	 UTI
•	 Post-lithotripsy colicky pain or flank pain and analgesic 

requirement
•	 Any stent related complication, for example, hematuria 

and stent migration
•	 Recurrence with/without DJ stent.

Statistical analysis
To see the difference between means for quantitative data, 
Student “t” test/non-parametric/Wilcoxan Mann–Whitney 
rank sum test was used. To see the difference between 
means for qualitative data, Chi-square/Fischer’s exact 
test was used. P<0.05 was the cutoff  point for statistical 
significance.

RESULTS

Patient demographics, stone size, and stone location 
are summarized in Table  1. There was no statistically 
significant difference between the two groups. Objective 
and subjective data were obtained from 200 patients.

The overall stone clearance rate was 93% (186 out of  
200 patients) with individual clearance of  89% in the DJ 
stent group and 97% in the non-stent group. The difference 
was statistically significant. The mean number of  sittings 
and number of  shockwaves required for stone clearance 
was significantly lower in non-stent group. Patients in the 
DJ stent group experienced more frequent pain episodes 
and the mean visual analog scale score was higher as 
compared to non-stent group Figure 1.

The overall analgesic requirement for post-lithotripsy 
colicky pain and flank pain was significantly lower in non-
stent group. Three patients experienced steinstrasse, all 
belonging to DJ stent group, contradicting the role of  DJ 
stent. The incidence of  UTI and hematuria was higher in 
the DJ stent group. The different parameters evaluated 
and their statistical significance are recorded in Table 2.

DISCUSSION

Controversy exists on the use of  ureteral stents before 
ESWL. Although routine placement of  ureteral stents 
was preferred previously, recent studies have advocated 
against the routine usage of  ureteral stents as they offer 
no added advantage in stone clearance and prevention of  

Table 1: Patient demographic and stone details
Parameter DJ Stent Non‑DJ stent
Mean age 34.5 36.79
Sex distribution (%)

Males 16 (57.1) 17 (60.7)
Females 12 (42.9) 11 (39.3)

Stone size 11 12.07
Stone location

Renal Pelvis 9 11
Upper Calyx 4 5
Middel Calys 9 6
Upper Ureter 6 6

P‑value‑ (DJ~Non DJ stunt)=0.26 is insignificant



Shirale, et al.: Role of stent in renal and upper stones before ESWL

Asian Journal of Medical Sciences | Jul 2022 | Vol 13 | Issue 7	 219

steinstrasse.6,12,18 The European Association of  Urology 
recommends pre-ESWL stenting for renal stones with a 
diameter >20 mm and patients with solitary kidney wherein 
a DJ stent is inserted to reduce obstructive and infective 
complications after the use of  ESWL.12,19

The utility of  pre-procedure ureteric stenting needs to be 
evaluated as stenting is an invasive procedure, associated 
with increased chances of  introducing infection into a 
non-infected system. In addition, the presence of  stent 
itself  poses a multitude of  problems such as hematuria, 
UTIs, and LUTS such as dysuria, nocturia, frequency, 
and pain.12

Number of ESWL sittings
The minimum number of  sittings required in Group A 
was 2 and maximum 6 with a mean of  5.0 sittings. The 
minimum number of  sittings required in Group B was 2, 
with maximum being 7 and a mean of  3.54 sittings, which 
showed a significant difference between the two groups. 
ESWL sessions were conducted every 2–3 weeks. Similar 

findings of  more number of  ESWL sittings in stent 
group were observed by Ghoneim et al.,14 (mean number 
of  sittings 1.97 in the non-stent group, whereas it was 
2.0 sessions in DJ stent group) and Mohayuddin et al.,20 
(mean ESWL sittings of  1.55 in non-stent group and 1.63 
in stent group).

Number of shockwaves required
The range of  shockwaves received in Group A varied from 
6000 to 19000 with a mean of  14900 shockwaves. The 
range of  shockwaves required in Group B was 6000–16000 
with a mean of  10000 shockwaves. In comparison to 
the literature, Ghoneim et al.,14 reported similar findings 
(average number of  shock waves required for stent group – 
7425, while in non-stent group – 6511.67). The difference 
was, however, not statistically significant. Sharma et al.,15 in 
their study divided patients into three groups, one without 
DJ stent, second with DJ stent and third group, which had 
DJ stent for a brief  period of  time. The results showed 
that average shockwave requirement was 3859 in patients 
without DJ stent, in contrast to patients who harbored a 
DJ stent whose mean shockwave requirement was 3872 
and 3155 for Groups 2 and 3, respectively; w hereas other 
studies do not show any significant difference between the 
shockwave requirement of  the two groups stent versus 
no stent. There was a significant difference in our study. 
Increased number of  shockwaves in DJ stent group are 
associated with enhanced incidence of  local complications, 
for example, perirenal hematoma. Although studies with 
a large sample size would be needed to ascertain this fact. 
Patients without DJ stent required less number of  sittings 
and less number of  shockwaves in comparison to patients 
with DJ stent, which has two aspects:

•	 Less number of  sittings imply smaller number of  
ESWL related complications. (Medically efficient)

•	 Less number of  sittings help in better utilization of  
machine and more number of  patients can be treated. 
(Economically efficient).

Table 2: Comparing the different parameters 
between the two groups
Parameter DJ Stent Non‑DJ 

Stent
P‑value

Total number of sittings 5.00 3.43 <0.001
Total number of 
shockwaves received

14900 10000 <0.001

Stone clearance 89.3% (25) 96.4% (27) 0.611
Percentage (n)

Frequency of Colicky 6.72 3.14 <0.001
Pain episodes

Mean pain score 3.53 2.06 <0.001
Mean analgesic 1283.93 837.50 <0.001

Requirement (mg) (%)
Steinstrasse 
percentage (n)

10.7 (3) 0 0.236

UTI 75 (21) 3.6 (1) <0.001
Hematuria 42.9 (12) 14.3 (4) 0.037

UTI: Urinary tract infection, DJ: Double‑J

Mean pain score,
Immediate, 4.493

Mean pain score,
24 hours, 4.5

Mean pain score,
48 hours, 3.19

Mean pain score,
72 hours, 1.96

Mean pain score,
Overall, 3.53423Mean pain score,

Immediate, 3.404
Mean pain score,

24 hours, 2.79

Mean pain score,
48 hours, 1.49

Mean pain score,
72 hours, 0.56

Mean pain score,
Overall, 2.06173
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Figure 1: Comparing mean pain scores at different time intervals post lithotripsy
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Stone clearance
Stone clearance was calculated by regular follow-up of  
patients with NCCT. The overall clearance achieved in our 
study was 92.86% with residual stones in four patients. Out 
of  the four patients, three were in DJ stent group and one 
was in non-DJ stent group. While comparing individual 
groups, stone clearance in DJ stent group was 89.3% 
while in non-DJ stent group, it was 96.4%. Although this 
difference was not statistically significant, it depicts higher 
rates of  stone clearance in non-DJ stent group, implying the 
fact that DJ stent offers no additional benefit with respect 
to stone clearance.

Our findings are in confirmation with those reported by 
Sfoungaristos et al.,17 (stone clearance of  68.6% in DJ stent 
group as compared to 83.7% in non-stent group), Mustafa 
et al.,13 (overall stone clearance rate of  92.1%, 81.8% in 
DJ stent group versus 96.3% in non-stent group) and 
Chandhoke et al.,21 (overall stone clearance rate of  80%, 
84% in non-stent group while 80% and 77% for DJ stent 
groups) implying the fact that DJ stent offers no advantage 
in stone clearance.

Pain score
The frequency of  patients experiencing colicky pain in our 
study was 57.1% (32/56), of  which 25  (89.3%) were in 
DJ stent group and 7 (25%) were in non-DJ stent group. 
The frequency of  colicky pain episodes experienced in 
each group was 6.72 in DJ stent group, compared to 3.14 
in the non-stent group. This difference was statistically 
significant, implying that more number of  patients with DJ 
stent experienced colicky pains at an increased frequency.

This was further supported by Wang et al.,22 who reported 
a higher incidence of  flank pain among DJ stent group 
patients (Odds ratio 2.45) in their meta-analysis, the 
difference being statistically significant. The increased 
incidence of  colicky pain in the DJ stent group may be 
due to lumen compromise of  ureter by the DJ stent, and 
hence, less space is available for passage of  stones.

Analgesic requirement
The mean analgesic requirement in our study was 
1283.93 mg in DJ stent group as compared to 837.50 mg 
in the non-stent group. The difference between the two 
groups was statistically significant, implying higher dose 
of  analgesic requirement in the DJ stent group. Sharma 
et al.,15 reported the total duration of  analgesic requirement 
in their study to be 1.9 days in non-stent group compared 
to 3.2 days and 1.7 days in DJ stent groups. Musa23 had 
reported the need for analgesic requirement to be 23.3% 
(28 patients out of  120) in his study, of  which 12 (20%) 
were in the stent group and 16 (26.7%) in non-stent group.

Patients without DJ stent had lower frequency of  colicky 
pain and mean pain score and less analgesic requirement 
than DJ stent group, implying that ESWL without DJ stent 
is a much more patient friendly experience.

Steinstrasse
Sfoungaristos et  al.,17 had reported the incidence of  
steinstrasse to be 6.4% (10 patients out of  156). Mustafa 
et  al.,13 reported two cases of  steinstrasse (5.26%), one 
each in DJ stent group and non-stent group. Chandhoke 
et al.,21 found out the incidence of  steinstrasse to be 4 in 
31 (13%) in non-stent group as compared to 1 in 60 (2%) 
in DJ stent group.

El-Assmy et al.,16 reported the incidence of  steinstrasse to 
be two times more frequent in DJ stent group (4 of  93, 
4.3%) as compared to non-stent group (2 of  93, 2.1%). 
Conventionally, DJ stents were used to prevent the risk 
of  steinstrasse as they were thought to enhance stone 
clearance; however, no convincing data exist supporting 
this fact. Although published data show a slightly reduced 
risk of  steinstrasse in patients with DJ stent, the results are 
not statistically significant.

The overall incidence of  steinstrasse in our study was 
3  (5.35%). All the three patients belonged to the DJ 
stent group (10.7%). This difference was, however, not 
statistically significant. On correlating steinstrasse with 
stone size, it was observed that two patients with stone 
size 10–15 mm developed steinstrasse while one patient 
with stone size more than 15 mm developed steinstrasse. 
The higher incidence of  steinstrasse in the DJ stent group 
was associated with severe UTI, for which the stent was 
removed, though stenting overall neither prevented 
steinstrasse formation nor resulted in enhanced clearance.

Our findings are contrary to the reported literature. This 
can be explained by the fact that, due to presence of  DJ 
stent, there is luminal compromise of  the ureter and 
ureteric peristalsis is reduced, and hence, stone fragments 
are not propelled distally.

UTI
The overall incidence of  UTI was 22 (39.3%) with 21 in 
28 patients (75%) in DJ stent group and 1 in 28 patients 
(3.6%) in non-stent group. The difference was highly 
significant, implying stenting increased the risk of  
developing UTI. These findings are further supported by 
El-Assmy et al.,16 who reported UTI in 30 patients out of  
93 (32.2%) in stented group versus 6 patients (6.5%) in the 
non-stented group. Ghoneim et al.,14 recorded the incidence 
of  UTI with DJ stent as 26.7%, compared to 10% without 
stent, the difference being statistically significant. Musa23 
also reported similar findings (incidence with stent-5% 
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compared to non-stent, 1.67%). Higher incidence of  UTI 
in the DJ stent group can be explained by the fact that DJ 
stent acts as a foreign body and promotes colonization of  
bacteria over it.

Hematuria
The overall incidence of  hematuria in our study was 
28.6% (16 out of  56 patients). Out of  these 16 patients, 
12 were from DJ stent group (42.9%) and four were from 
non-DJ stent group (14.3%). This difference came out to 
be statistically significant. Mohayuddin et  al.,20 reported 
the overall incidence of  hematuria to be 80% (64 of  
80  patients) with 67.5% (27) in non-stent group and 
92.5% (37) in stent group. El-Assmy et al.,16 reported 5.4% 
incidence of  hematuria (10 patients out of  186) of  which 
one belonged to non-stent group (1.1%) and the remaining 
9 (9.6%) belonging to the stent group. This difference was 
statistically significant as is confirmed in our study too. The 
increased incidence of  hematuria in the DJ stent group 
can be multifactorial, namely, due to increased incidence 
of  UTI, steinstrasse, and colicky pain.

Limitations of the study
Multicentric trial is required to gather more insight into 
the subject. In view of  conflicting reports in the published 
literature regarding the use of  DJ stents in ESWL, there 
is a need for further studies with large sample size to 
delineate the precise role of  DJ stents. The utility of  
pre-procedure ureteric stenting needs to be evaluated 
as stenting is an invasive procedure, associated with 
increased chances of  introducing infection into a non-
infected system. We are also contemplating meta-analysis 
to get final answers.

CONCLUSIONS

In view of  the results of  this study, we would like to 
conclude that patients with renal and upper ureteric calculus 
of  size 5mm–20mm should undergo ESWL without DJ 
stenting.

ACKNOWLEDGMENT

We are grateful to all the members and staff  of  Lok Nayak 
Hospital, New  Delhi for their technical and laboratory 
assistance.

REFERENCES

1.	 Bartoletti R, Cai T and Mondaini N. Epidemiology and risk factors 
in urolithiasis. Urol Int. 2007;79:3-7.

	 https://doi.org/10.1159/000104434
2.	 Sorokin I, Mamoulakis C, Miyazawa K, Rodgers A, Talati J and 

Lotan Y. Epidemiology of stone disease across the world. World 
J Urol. 2017;3(9):1301-1320.

	 https://doi.org/10.1007/s00345-017-2008-6
3.	 Strohmaier WL. Recent advances in understanding and 

managing urolithiasis. F1000Res. 2016;5:2651.
	 https://dx.doi.org/10.12688%2Ff1000research.9570.1
4.	 Patel SR and Nakada SY. The modern history and evolution of 

percutaneous nephrolithotomy. J Endourol. 2015;29(2):153-157.
	 https://doi.org/10.1089/end.2014.0287
5.	 Chaussy C, Brendel W and Schmiedt E. Extracorporeally 

induced destruction of kidney stones by shock waves. Lancet. 
1980;2(207):1265-1268.

	 https://doi.org/10.1016/S0140-6736(80)92335-1
6.	 Türk C, Petřík A, Sarica K, Seitz C, Skolarikos A, Straub M, et al. 

EAU guidelines on interventional treatment for urolithiasis. Eur 
Urol. 2016;69(3):475-482.

	 https://doi.org/10.1590/S1677-5538.IBJU.2018.0163
7.	 Salem S, Mehrsai A, Zartab H, Shahdadi N and Pourmand G. 

Complications and outcomes following extracorporeal shock 
wave lithotripsy: A prospective study of 3,241 patients. Urol Res. 
2010;38(2):135-142.

	 https://doi.org/10.1007/s00240-009-0247-8
8.	 Resim S, Ekerbicer HC and Ciftci A. Role of tamsulosin 

in treatment of patients with steinstrasse developing after 
extracorporeal shock wave lithotripsy. Urology. 2005;66(5):945-8.

	 https://doi.org/10.1016/j.urology.2005.05.029
9.	 Grasso M, Loisides P, Beaghler M and Bagley D. The case for 

primary endoscopic management of upper urinary tract calculi: 
A  critical review of 121 extracorporeal shock wave lithotripsy 
failures. Urology. 1995;45(3):363-371.

	 https://doi.org/10.1016/S0090-4295(99)80003-X
10.	 Skolarikos A, Alivizatos G and de la Rosette J. Extracorporeal 

shock wave lithotripsy 25 years later: Complications and their 
prevention. Eur Urol. 2006;50(5):981-90; discussion 990.

	 https://doi.org/10.1016/j.eururo.2006.01.045
11.	 Lawler AC, Ghiraldi EM, Tong C and Friedlander JI. 

Extracorporeal shock wave therapy: Current perspectives and 
future directions. Curr Urol Rep. 2017;18(4):25.

	 https://doi.org/10.1007/s11934-017-0672-0
12.	 Shen P, Jiang M, Yang J, Li X, Li Y, Wei W, et  al. Use of 

ureteral stent in extracorporeal shock wave lithotripsy for upper 
urinary calculi: A systematic review and meta-analysis. J Urol. 
2011;186(4):1328-1335.

	 https://doi.org/10.1016/j.juro.2011.05.073
13.	 Mustafa M and Ali-El-Dein B. Stenting in extracorporeal 

shockwave lithotripsy; may enhance the passage of the 
fragments! J Pak Med Assoc. 2009;59(3):141-143.

	 https://dx.doi.org/10.1016%2FS1569-9056(08)60041-X
14.	 Ghoneim IA, El-Ghoneimy MN, El-Naggar AE, Hammoud KM, 

El-Gammal MY and Morsi AA. Extracorporeal shock wave 
lithotripsy in impacted upper ureteral stones: A  prospective 
randomized comparison between stented and non-stented 
techniques. Urology. 2010;75(1):45-50.

	 https://doi.org/10.1016/j.urology.2009.06.071
15.	 Sharma R, Choudhary A, Das RK, Basu S, Dey RK, Gupta R, 

et al. Can a brief period of double J stenting improve the outcome 
of extracorporeal shock wave lithotripsy for renal calculi sized 1 
to 2 cm? Investig Clin Urol. 2017;58(2):103-108.

	 https://doi.org/10.4111/icu.2017.58.2.103
16.	 El-Assmy A, El-Nahas AR and Sheir KZ. Is pre-shock wave 

lithotripsy stenting necessary for ureteral stones with moderate 



Shirale, et al.: Role of stent in renal and upper stones before ESWL

222	 Asian Journal of Medical Sciences | Jul 2022 | Vol 13 | Issue 7

or severe hydronephrosis? J Urol. 2006;176(5):2059-2062.
	 https://doi.org/10.1016/j.juro.2006.07.022
17.	 Sfoungaristos S, Polimeros N, Kavouras A and Perimenis P. 

Stenting or not prior to extracorporeal shockwave lithotripsy for 
ureteral stones? Results of a prospective randomized study. Int 
Urol Nephrol. 2012;44(3):731-737.

	 https://doi.org/10.1007/s11255-011-0062-3
18.	 Preminger GM, Tiselius HG, Assimos DG, Alken P, Buck C, 

Gallucci M, et al. 2007 guideline for the management of ureteral 
calculi. J Urol. 2007;178(6):2418-2434.

	 https://doi.org/10.1016/j.juro.2007.09.107
19.	 Türk C, Knoll T and Petrik A. Guidelines on Urolithiasis. Arnhem, 

The Netherlands: European Association of Urology; 2010.
	 https://ci.nii.ac.jp/naid/20001321149/#cit
20.	 Mohayuddin N, Malik HA, Hussain M, Tipu SA, Shehzad A, 

Hashmi A, et  al. The outcome of extracorporeal shockwave 
lithotripsy for renal pelvic stone with and without JJ stent--a 
comparative study. J Pak Med Assoc. 2009;59(3):143-146.

21.	 Chandhoke PS, Barqawi AZ, Wernecke C and Chee-Awai RA. 
A randomized outcomes trial of ureteral stents for extracorporeal 
shock wave lithotripsy of solitary kidney or proximal ureteral 
stones. J Urol. 2002;167(5):1981-1983.

	 https://doi.org/10.1016/S0022-5347(05)65067-7
22.	 Wang H, Man L, Li G, Huang G, Liu N and Wang J. Meta-

analysis of stenting versus non-stenting for the treatment of 
ureteral stones. PLoS One. 2017;12(1):e0167670.

	 https://doi.org/10.1371/journal.pone.0167670
23.	 Musa AA. Use of double-J stents prior to extracorporeal shock 

wave lithotripsy is not beneficial: Results of a prospective 
randomized study. Int Urol Nephrol. 2008;40(1):19-22.

	 https://doi.org/10.1007/s11255-006-9030-8

Authors’ Contributions:
VS – Prepared the draft of manuscript, statistical analysis, and interpretation; SKJ – Concept and design of the study and reviewed the literature; and 
RK- Coordination and patient study.

Work attributed to: 
Maulana Azad Medical College and Lok Nayak Hospital, New Delhi, India.

Orcid ID:
Dr. Vaishali Shirale -  https://orcid.org/0000-0002-7311-4338
Dr. Sudhir Kumar Jain -  https://orcid.org/0000-0003-0879-6878

Source of Funding: None, Conflicts of Interest: None.


