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ABSTRACT

Introduction: Recurrent cystitis (RC) impacts
both individual and societal levels due to the
associated antibiotic prescriptions. However,
the diagnosis is sometimes made incorrectly.
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The aim of this study was to evaluate the final
diagnosis retained and the effectiveness of spe-
cific management through urinary behavioral
therapy (UBT) in a cohort of women consulting
for urinary tract infections (UTI).

Methods: This was an observational, retro-
spective, bi-centric study including women
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consulting for UTI between March 2019 and
August 2024. A total of 255 patients were iden-
tified, excluding men and pyelonephritis cases,
while including 176 women consulting for RC.
In the event of an acquired functional lower
urinary tract dysfunction, treatment was man-
aged by means of UBT (voiding volume <400 ml,
interval between two voids < 4 h, 24-h voided
volume > 1.5 Land <2 L).

Results: A total of 77 patients (45%) had a con-
firmed diagnosis of RC with no other associated
diagnosis. Urethral burning during urination
was found in 66 (86%) patients diagnosed with
“isolated RC.” Among the patients diagnosed
with isolated RC, 52 were followed for 4 months
or more, and therapeutic UBT was proposed to
30 of these patients, with complete disappear-
ance of RC in 17 (5§6.7%) and partial recovery
in 11 (36.7%). Among the patients (n = 109) fol-
lowed for at least 4 months (median: 7 months),
regardless of diagnosis, 92 (84.4%) achieved
complete or partial recovery after appropriate
management of the pathology.

Conclusion: In our cohort, 55% of patients
consulting for RC ultimately had an alterna-
tive diagnosis. In cases of functional RC, UBT
resulted in complete or partial improvement
in 93% of the women followed for more than
4 months.

Trial Registration: Approved by the French
Data Protection Authority (CNIL, Commission
Nationale de I'Informatique et des Libertés) and
registered under number 30802498.

Keywords: Urinary tract infection; Recurrent
cystitis; Antimicrobial resistance; Urinary
behavioral therapy

Why carry out this study?

Acute recurrent bacterial cystitis affects many
women, negatively impacts quality of life,
generates substantial healthcare costs, and
represents a potential driver of antimicrobial
resistance.

However, the diagnosis is sometimes made
incorrectly. In cases of true acute recur-
rent bacterial cystitis, management can be
achieved without antibiotics.

What was learned from the study ?

The diagnosis of recurrent acute bacterial
cystitis is often incorrectly established.In
cases of confirmed acute recurrent bacterial
cystitis, urinary behavioral therapy appears to
allow recovery in patients with an acquired
functional lower urinary tract dysfunction. It
has the advantage of being cost-effective and
free of adverse effects, particularly by reduc-
ing repeated antibiotic prescriptions.

INTRODUCTION

Recurrent urinary tract infections (rUTIs) consti-
tute a public health issue at both the individual
and societal levels. Each year, more than 150
million people worldwide experience at least
one episode of UTI [1, 2]. UTIs predominantly
atfect women, with nearly one out of two expe-
riencing at least one episode during their life-
time, and 25-30% develop recurrent infections
(rUTIs) [3, 4], which negatively impact quality
of life, generate substantial healthcare costs,
and represent a potential driver of antimicro-
bial resistance.

Acute recurrent bacterial cystitis (RC) in
women is defined as recurrent, according to the
SPILF-AFU guidelines, when at least four epi-
sodes of cystitis occur per year [S]. If the patient
experiences more than one episode per month,
continuous antibiotic prophylaxis may be con-
sidered. Otherwise, management is individual-
ized or based on patient-initiated therapy [5].
The situation frequently leads to repeated anti-
biotic prescriptions.

While the relevant pathophysiology remains
poorly understood, repeated antibiotic prescrip-
tions may induce long-term alterations of the
microbiota, leading to dysbiosis that can con-
tribute to various disorders, including functional
gastrointestinal symptoms, food sensitivities,
autoimmune diseases, and overactive bladder
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(OAB) [6-9]. Recurrent antibiotic use may also
promote the development of multidrug-resistant
microorganisms [10]. In a context where anti-
microbial resistance has been identified by the
WHO as one of the top ten global public health
threats, with an estimated 1.91 million deaths
projected by 2050 [11, 12], the need for alterna-
tive therapeutic strategies is becoming increas-
ingly crucial.

Although all physicians learn about manage-
ment of acute bacterial cystitis early in their
medical training, the diagnosis is not always
straightforward. Current guidelines provide lim-
ited specificity regarding initial management [5,
13, 14]. Diagnostic assessment can at times be
challenging, and some patients may be incoz-
rectly labeled as having recurrent cystitis [15].

Moreover, among women with true recurrent
cystitis, a functional cause is often identified,
frequently involving an acquired functional
lower urinary tract dysfunction [15]. The nor-
mal voiding cycle implies regular bladder emp-
tying while avoiding excessive bladder filling.
However, many patients exhibit prolonged void-
ing intervals, unbalanced urine output (either
low or, conversely, excessive), as well as large
bladder capacities suggestive of reduced bladder
sensation.

The objective of this study was to assess the
final diagnosis established in patients initially
referred for rUTIs, and to evaluate the effective-
ness of urinary behavioral therapy (UBT) in this
cohort when indicated.

METHODS

We conducted a retrospective, descriptive obser-
vational, bicentric study (at the university hospi-
tals of Poitiers and Nimes) between March 2019
and August 2024. The inclusion criteria were all
patients consulting a senior urologist or infec-
tious disease specialist for a complaint of rUTIs.
The exclusion criteria were men and persons
with febrile UTIs.

We collected patient demographic data (age,
comorbidities, medical history, etc.), along with
the symptoms reported during cystitis episodes.
Data from voiding diaries, clinical examination

findings, and cystoscopy were also recorded
when available.

Patients were classified according to the final
diagnosis established after evaluation by a sen-
ior infectious disease specialist or urologist. Two
groups were defined: patients with an isolated
final diagnosis of recurrent cystitis, and patients
with a diagnosis other than recurrent cystitis or
with recurrent cystitis associated with at least
one additional diagnosis. No specific or prede-
fined criteria were established to assign patients
to either group. Classification was based on the
expert clinical judgment of the attending urolo-
gist or infectious disease specialist, after clinical
and paraclinical analysis.

In cases of recurrent cystitis with an identified
functional etiology, management consisted in
UBT. Developed by one of the authors (MV), this
therapeutic approach, aims to teach a new void-
ing pattern based on the following recommen-
dations: a voided volume not exceeding 400 mL,
a maximum daytime voiding interval of 4 h, and
a target of 24-h voided volume between 1.5 L
and 2.0 L [15].

We focused on the final diagnosis, in conjunc-
tion with patients’ symptoms and characteristics
according to diagnosis. In addition, we evalu-
ated the outcomes of UBT in cases of recurrent
cystitis of functional origin. To optimally assess
UBT and to ensure appropriate implementation
of the intervention, the monitored patients had
to use voiding diaries. Complete resolution was
defined as the absence of cystitis episodes dur-
ing follow-up, while partial improvement was
defined as a reduction in cystitis episodes of at
least 50%.

Quantitative data were described using means
or medians, as appropriate. Qualitative data were
expressed as percentages. For statistical analy-
ses, Fisher’s exact test was used for qualitative
variables, the Mann-Whitney U test for unpaired
quantitative variables, and the Wilcoxon test for
paired quantitative variables. The level of statis-
tical significance was set at 5%.

Ethical Approval

The study was approved by the French Data Pro-
tection Authority (CNIL, Commission Nationale
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de I'Informatique et des Libertés) and registered
under number 30802498. It was also approved
by the French Urology Research Ethics Commit-
tee (CERU, Comité d’Ethique de la Recherche en
Urologie). A consent was not needed and was
waived by the committee.

RESULTS

We identified 255 patients who met the inclu-
sion criteria, among whom 79 were excluded
due to their meeting the exclusion criteria
(25 men and 54 patients consulting for recur-
rent acute pyelonephritis or another reason).
In total, 176 patients consulting for recurrent
acute bacterial cystitis were included, among
whom 77 (45%) were ultimately diagnosed
with isolated recurrent cystitis. The remaining
patients received either an alternative diagno-
sis or a diagnosis of recurrent cystitis associ-
ated with another one (Fig. 1). The main iden-
tified differential diagnosis was OAB, with 36
patients (21%) having an isolated diagnosis of
OAB and 14 (8%) having OAB associated with
recurrent cystitis.

Isolated Recurrent Cystitis

Overactive Bladder

The median age at first consultation in our
cohort was 62 years (range, 13-84). Patients
sought medical attention after an average dis-
ease duration of 5 years. Diabetes was more
prevalent in the recurrent cystitis group. Con-
versely, neurological and gynecological comor-
bidities, as well as prior pelvic surgeries, were
less frequent compared with the remainder of
the population (Table 1).

When examining the symptoms reported by
the patients, we observed a higher frequency of
urethral burning during micturition in the RC
group (86% vs. 57%). However, these patients
exhibited less urgency (40% vs. 65%) and pyu-
ria (14% vs. 31%) compared with the rest of the
population. (Table 2).

Within the RC group, a higher frequency
of urethral burning during micturition (91%
vs. 81%) and pollakiuria (88% vs. 65%) was
observed in the Poitiers subgroup compared
with Nimes, whereas urgency was less frequent
(23.5% vs. 53%) (refer to supplementary mate-
rial). The efficacy of antibiotic treatment was
similar in the two subgroups.

The main symptoms observed in the OAB
group were urgency (86%) and pollakiuria
(86%). Urethral burning during micturition was
reported by more than half of the patients in

45%

1%

Other (urinary colonization ...) ——] 14%

Recurrent cystitis +Overactive Bladder o
0

Chronic Pelvic Pain Syndrome o
0

Recurrent Cystitis + Chronic Pelvic Pain Syndrome -
A

Recurrent Cystitis + Chronic Pelvic Pain Syndrome +

Overactive Bladder F 1%

20 30 40 50 60 70 80 90

Fig. 1 Final diagnosis established by one of the two senior physicians consulted for “recurrent urinary tract infection”
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Table 1 Population characteristics

Variables Total, 7 (%) Isolated recurrent cystitis, Other than isolated

7 (%) recurrent cystitis, 7
(%)

Total 176 77 99

Age at first consultation 62 (13;84) 60 (18;79) 63 (13;83)

Living with a partner 118 (67) 50 (65) 68 (68.7)

Number of children 2(09) 2(0;7) 2(09)

Smoking (pack-years) 0 (0550) 0 (0;30) 0 (0;50)

Medical history

Pyelonephritis 59 (33,5) 25 (32,5) 34 (34,3)

Neurological 20 (11,4) 3(3,9) 17 (17,2)

Gynecological 95 (54) 39 (50,6) 56, (56,6)

Pelvic surgery 75 (42,6) 26(33,7) 49 (49.5)

Diabetes 19 (10,8) 10 (13) 9(9,1)

Thyroid disorder 30 (17) 14 (18) 16 (16,2)

Symptom duration (years) 5(0,5;58) 4(0,5;50) 5 (1;58)

Table 2 Symptoms reported by patients

Lower urinary tract symptoms Total, 7 (%) Isolated recurrent Other than isolated recur- P value
cystitis, 7 (%) rent cystitis, 7 (%)

Total 176 77 99
Urethral burning during micturition 122 (69) 66 (86) 56 (57) <

0.001
Urinary urgency 95 (54) 31 (40) 64 (65) 0.001
Increase urinary frequency 131 (74) 58 (75) 73 (74) 0.8
Pelvic heaviness 86 (49) 39 (51) 47(47) 0.7
Pyuria 42 (24) 11 (14) 31(31) 0.009
Hematuria 27 (15) 15 (19) 12 (12) 0.18
Dyspareunia 22 (12.5) 7(9) 15 (15) 0.28
Antibiotic efficacy 109 (62) 60 (78) 49 (49) <0.001

P values in bold indicate significance < 0.05
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Table 3 Clinical examinations data

Clinical examination Total, 7 (%) Isolated recurrent Other than isolated recur- P value
cystitis, 7 (%) rent cystitis, 7 (%)
Total 176 77 99
Gynecological abnormalities
No 95 (54) 40 (52) 55 (56) 0.75
Yes 81 (46) 37 (48) 44 (44) 0.75
Hymenal adhesions 6(4) 4(5) 2(2) 0.41
Vulvovaginal atrophy 20 (11) 12 (16) 8(8) 0.19
Lichen 7 (4) 2(3) 5(5) 0.47
Cystocele 27 (15) 10 (13) 17 (17) 0.58
Perineal sensory disorder 3(1.7) 1(1) 2(2) 1
Impaired perineal muscle contraction 18 (10) 3 (4) 15 (15) 0.022
Rectocele 17 (10) 7(9) 10 (10) 1
Stress urinary incontinence 20 (11) 13 (17) 7(7) 0.073
Vulvar inflammation 2(1) 0 2(2) 0.51
Urethral meatus ectropion 10 (6) 2(3) 8(8) 0.189
Cystoscopy (n) 145 70 75
Normal bladder 107 (74) 56 (80) 51 (68) 0.13
Von Brunn’s nest hyperplasia 24 (16) 4(6) 20 (27) 0.001
Hunner lesion 0 0 0 1
Inflammatory bladder 29 (20) 10 (14) 19 (25) 0.145
Trabeculated bladder 9(6) 6(9) 3 (4) 0.31
Diverticular bladder 6 (4) 3 (4) 3(4) 1
Uroflowmetry () 59 24 35
Median maximumflow rate (mL/s) 21 20 234 0.63
Monophasic bell-shape curve 37 (63) 12 (50) 25 (71) 0.11
Median post-void residual (mL/s) 0 0 0 1

P in bold indicate significance < 0.05

the OAB group (53%). In the chronic pelvic pain
syndrome (CPPS) group, the predominant symp-
toms were pelvic heaviness (69%), pollakiuria
(69%), and urethral burning during micturition
(61%).

Patients with RC reported greater efficacy of
antibiotics for symptom resolution, although

nearly 49% of the rest of the population like-
wise reported effectiveness of antibiotic therapy.
Few differences were observed on clinical
examination between the two groups (Table 3).
Patients in the RC group had fewer perineal con-
tractility disorders (4% vs. 15%, p = 0.022).
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In the RC group, the initial voiding diary
before management showed a median maxi-
mum voided volume of 500 mL (range,
200-950), a mean maximum interval between
voids of 5 h (range, 0-11), and a median 24-h
urine output of 1750 mL (range, 410-4500). In
the rest of the population, the median maxi-
mum voided volume was lower (estimated at
400 mL), as was the median maximum interval
between voids (4 h).

Within the RC group, no differences in void-
ing diary parameters were observed between
patients younger and those older than 45 years.

Among RC patients monitored for more than
4 months who were offered UBT, changes in

voiding diary parameters were observed during
follow-up (Table 4).

In the general population, 63 patients (36%)
achieved complete recovery during follow-up,
while 56 patients (32%) achieved partial recov-
ery, 25 patients (14%) were lost to follow-up,
and recovery data were unavailable for 20
patients (11%) (Table 5).

Overall, among patients monitored for more
than 4 months, 95 (85.6%) achieved either com-
plete or partial recovery. In the recurrent cystitis
group, 28 patients (93%) followed for more than
4 months and managed with UBT experienced
either partial or complete recovery.

Table 4 Voiding diary data in RC patients followed for more than 4 months with implementation of UBT (% = 30)

Voiding diary data Before UBT After UBT Pvalue
Mean maximum voided volume (mL) 537 482 <0.001
Mean maximum voiding interval (hours), excluding 4.8 4 0.38

noctural voids
Mean 24-h urine output (mL) 2110 1926 0.86
P values in bold indicate significance < 0.05
Table 5 Treatment outcomes
Variables Total, » (%) Isolated recur- Other thaniso- Isolated RC Isolated RC Other than

rent cystitis, 7  lated recurrent  patients fol- patients fol- isolated RC fol-
(%) cystitis, 7z (%)  lowed for more lowed for more lowed for more
than 4 months, than4 months than 4 months,
n (%) and managed n (%)
with TCU, »
(%)

Total 176 77 99 52 30 59
Lack of recovery 12 (7) 2(2.6) 10(10.1) 1(2) 0(0) 4(6.8)
Partial recovery 56 (31.8) 21(27.3) 35 (35.3) 16 (32) 11 (39.3) 29 (49.1)
Complete 63(358)  41(53) 22 (22.2) 31 (60) 17 (56.7) 19 (322)

recovery
Lost to follow-  25(14) 8 (10) 17 (17.2) 4(8) 2(7.1) 5(8.5)

up
Missing data 20 (11.4) 5(6.5) 15 (15.1) 0 0 2 (4.4)
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DISCUSSION

Our study confirms our initial hypothesis. The
diagnosis of recurrent acute bacterial cystitis
is often incorrectly established. In our popula-
tion, less than half of the patients had a final
confirmed diagnosis of isolated recurrent cysti-
tis (45%). In its 2019 guidelines [16], the AUA
highlighted the difficulty of distinguishing true
bacterial cystitis from lower urinary tract symp-
toms associated with asymptomatic bacteriuria.
The presence of lower urinary tract symptoms
in women, even when associated with bacteriu-
ria, should not automatically lead to a diagnosis
of cystitis. Numerous differential diagnoses can
also explain these symptoms (OAB, CPPS, ure-
thritis, and sexually transmitted infections ...).

No symptom specific to RC was identified in
our study. However, urethral burning during
micturition was more frequently observed in
patients with RC compared with the rest of the
population. Nevertheless, this symptom is not
pathognomonic for recurrent cystitis, as it was
reported by more than half of the patients in the
rest of the population.

We observed greater antibiotic efficacy in the
RC group compared with the rest of the popula-
tion, which tends to support the appropriate-
ness of the patient classification into different
groups. This may also reflect an interpretative
bias, as the perceived efficacy of antibiotics
could have influenced the clinician’s confirma-
tion of bacterial cystitis.

The main differential diagnosis identified in
our study was OAB. This can be explained by
the fact that cystitis can induce transient blad-
der overactivity. The two pathologies share
common symptoms, namely urgency and pol-
lakiuria, although their prevalence is higher in
OAB, which is now a well-recognized condition,
but its initial management remains heterogene-
ous [17]. In their study, Gamé et al. [18] high-
lighted the challenges faced by physicians, par-
ticularly general practitioners, in managing this
condition.

In cases of lower urinary tract symptoms
associated with bacteriuria, many physicians
conclude that an infection is present and pre-
scribe antibiotics, fearing the development of

secondary acute pyelonephritis in the absence
of treatment. However, this situation is excep-
tional, and the absence of antibiotic therapy
does not appear to increase the risk [19]. A posi-
tive urine culture often leads to a preference for
a diagnosis of cystitis, even though the preva-
lence of urinary colonization is high in certain
populations [14, 20]. Antibiotic treatment for
cystitis has the purpose of reducing the dura-
tion of symptoms in an infection that resolves
spontaneously within AO days in nearly 90% of
cases [21].

While observed greater antibiotic efficacy in
the RC group, 49 patients (49%) in the other
group likewise reported a response. It can be
assumed that antibiotics transiently reduce local
inflammation. Response to antibiotic treatment
should not automatically lead to a diagnosis of
RC, particularly when the reported efficacy is
brief, lasting only a few days. Conversely, lack of
response should prompt the clinician to investi-
gate alternative diagnoses.

The complexity of diagnosing cystitis is also
reflected in our study. Indeed, we observed dif-
ferences between patients recruited in Poitiers
and those included in Nimes. The proportion
of symptoms reported by patients diagnosed
with RC varies by center, although antibiotic
efficacy was similar. Thereby, a diagnosis of cys-
titis cannot be based solely on symptomatology
but should be considered in the framework of a
comprehensive clinical evaluation. It should be
remembered that, even when recurrent, bacterial
cystitis is an acute phenomenon. The primary
symptom remains urethral burning during mic-
turition. Except in rare cases, a diagnosis of cys-
titis should probably not be made in the absence
of urethral burning.

In international guidelines [22], the diagno-
sis of CPPS requires a sterile urine culture. Our
study shows that this diagnosis can exist in
the presence of bacteriuria. Therefore, nuances
should be introduced into the guidelines to
clearly distinguish urinary colonization from
UTL

Among the defense mechanisms against infec-
tions, adequate fluid intake combined with reg-
ular bladder emptying appears to allow physi-
ological functioning of the urinary tract, which
may reduce UTIs by facilitating the elimination
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of non-adherent or weakly adherent microor-
ganisms from the bladder mucosa [23]. Further
studies are needed to confirm these hypotheses.
In their study, Hooton et al. demonstrated that
increased fluid intake (1.5 L in addition to usual
fluid intake) reduced the risk of RC in women
with a history of frequent cystitis who con-
sumed less than 1.5 L of fluids per day [24]. They
identified a population with insufficient urine
output (mean, 900 mL/day), which was not the
case in our study, as we sometimes included
women with excessive urine output or with an
insufficient number of voids relative to their
level of hydration.

Voiding disorders (dysuria, reduced or absent
bladder sensation) are consequently among
the main risk factors for UTI [25]. UBT allows
modification of voiding habits by promoting
adequate hydration (1.5-2 L), more frequent
voiding (not exceeding 4 h), and avoiding high
bladder volumes (maximum 400 mL).

In the RC population managed with UBT and
monitored for more than 4 months, we observed
57% complete recovery and 37% partial recov-
ery. Analysis of voiding diaries after UBT shows
that these results were achieved even though
patients had not yet fully implemented UBT. In
fact, despite improvements in voiding patterns,
the UBT targets had yet to be fully reached.
This may be explained by the relatively short
follow-up and the difficulty patients experi-
ence in modifying voiding habits, which have
been established since early childhood, making
behavioral changes particularly challenging.

The socialization of voiding, particularly in
young girls, appears to play a role in the estab-
lishment of these risky behaviors. Due to cultural
and societal constraints, achieving physiological
voiding in all circumstances is more difficult for
women than for men. Women voiding requires
a seated position to allow complete bladder
contraction and full relaxation of the urethral
striated sphincter and pelvic floor muscles.
However, access to clean toilets is sometimes dif-
ficult or limited (e.g., during work shifts). From
childhood, young girls learn to hold urine or
to adopt a “skying” position to avoid touch-
ing the toilet seat. Several studies have reported
that many adolescent girls avoid school toilets
due to lack of hygiene, privacy, or fear of being

stigmatized [26, 27]. This avoidance leads to vol-
untary retention, which, if chronic, can result in
vesico-sphincter dysfunction, reduced or absent
bladder sensation, or even chronic retention, all
factors that increase the risk of UTIs. UBT allows
modification of these risky behaviors by setting
clear, easily measurable goals for patients, the
adherence to which can be monitored through
voiding diaries.

Our study demonstrates that management of
patients consulting for recurrent cystitis can be
achieved without repeated antibiotic prescrip-
tions or antibiotic prophylaxis. All the patients
managed with UBT were recruited in Poitiers
by the same urologist (MV). When comparing
the RC populations from Nimes and from Poi-
tiers, we observed an identical rate of complete
recovery, despite a higher rate of antibiotic dis-
continuation in Poitiers. UBT allows for antibi-
otic sparing while achieving clinical recovery.

From an economic perspective, UBT appears
attractive insofar as it reduces the need for anti-
biotic prescriptions. For instance, prophylaxis
with fosfomycin-trometamol costs on average
€292 per patient per year, while trimethoprim
costs approximately €60 per patient per year.

Antibiotic use is not without consequences.
Beyond short-term adverse effects (e.g., gastro-
intestinal disturbances, etc.), it may promote
the development of conditions such as OAB,
particularly through alterations of the urinary
microbiota [28]. It is therefore important to
promote antibiotic sparing as much as possible,
particularly insofar as it contributes to the pre-
vention of antimicrobial resistance. UBT permits
the management of recurrent cystitis without
antibiotic prescriptions.

Our study has several limitations. First, itis a
retrospective observational study. Longer follow-
up could increase the recovery rate and confirm
these results over the long term, including the
maintenance of prolonged clinical recovery.
Indeed, modification of voiding behaviors that
have been established since childhood requires
time. The findings are also limited by the small
cohort, and the lack of a control group. In our
study, UBT was managed predominantly by a
single investigator without a comparator group.
A multicenter study involving a larger number
of urologists and infectious disease specialists
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would help reduce selection and interpreta-
tion biases, as well as center effects. In fact, we
observed some differences between our two
centers, both in the distribution of patients
among groups and in the proportion of symp-
toms reported within each group. A prospective
study using a standardized questionnaire to
include patient-reported outcomes assessing the
acceptability of UBT, its practical implementa-
tion challenges, and its impact on quality of life
could be of interest.

CONCLUSIONS

The diagnosis of recurrent acute bacterial cys-
titis is often incorrectly established. In our
cohort, only 45% of patients had a confirmed
diagnosis of isolated RC. In most cases, a diag-
nosis of acute bacterial cystitis should not be
made in the absence of urethral burning during
micturition.

In cases of confirmed RC, urinary behavio-
ral therapy seems to allow recovery in patients
with an acquired functional lower urinary tract
dysfunction. While this treatment requires con-
sultation time and active patient participation
in management, it has the advantage of being
cost-free and without adverse effects, especially
by avoiding repeated antibiotic prescriptions.
Although these findings are encouraging, further
prospective studies are warranted to confirm the
efficacy of this therapeutic approach.
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