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Malignant ureteral obstruction:  
effectiveness of current management  



Malignant ureteric obstruction (MUO) 
: Extrinsic ureteral obstruction secondary to 
malignancy  



Malignant ureteric obstruction (MUO) 



MUO: pain 

Symptom of hydronephrosis  
 
Acute:  
Colicky pain comes and goes 
Its intensity may cause the person to 
writhe or roll around or pace in pain 
 
Chronic:  
unilateral dull aching loin pain 



MUO: renal failure 

Hydronephrosis 
 
→ Increased renal pelvis pressure 

 
→ Damage of nephrons and collecting tubule 
  
→ Decreased GFR  

short survival rate 
 

difficulty in CTx  



Urinary diversion for MUO 

Catheter 
 
• Double J ureteral stent 
• Percutaneous nephrostomy catheter (PCN) 
• Metal ureteral stent 

 
 

Operation  
 
• Ureter segmental resection and ureteroureterostomy 
• Ureteroneocystostomy 
• Ileal ureter 
• Ileal conduit, ureterocutaneostomy 
 



Double J ureteral stent 



Double J ureteral stent 

1. More difficult in male patients (d/t urethral length, angle, prostate) 
 

2. Regular exchange per 3 months (obstruction and infection) 
 

3. Hematuria 
• Hydration 
• Irrigation 
• PCN 

 
4. Irritation voiding Sx 

• Frequency, urgency, dysuria 
• Anticholinergics  
• A blocker 

 
5. Infection 

• Vesicoureteral reflux 
• Medication (voiding function) 
• PCN 

 



Percutaneous nephrostomy catheter (PCN) 



Percutaneous nephrostomy catheter (PCN) 

1. Management of PCN catheter and urine bag 
 
2. Back pain  

 
3. Infection (skin, APN) 

 
4. Catheter obstruction and dislodged tube 
 
5. Regular exchange per 3 months (obstruction and infection) 
 
6. Opportunity of antegrade DJ stent insertion 



Metal ureteral stent 



Metal ureteral stent 

1. Stent migration  
2. Hematuria 
3. Irritation voiding Sx 
4. Infection 
5. Fistula (ureteroenteric, vaginal, arterial) 



Malignant ureteric obstruction (MUO) 

All MUO must be treated? 
 

Which patient will be treated ? 



Decompression for MUO 

1. European Association of Urology (EAU) and the American 
Urological Association (AUA) guidelines recommend 
decompressing the urinary systems. 
 

2. Individualized consideration must be given to the risks and 
benefits of decompression. 
 

3. There is a lack of consensus of opinion as well as strong 
evidence to support the decision process. 
 

4. The National Institute for Health and Care Excellence 
guidelines concluded that patients should be offered 
decompression, but that the option of ‘no intervention’ 
should also be discussed. 



Palliative Tx for Prostate Cancer in EAU 
guideline 

Only one kidney  (better function) 
 
PCN is superior to a DJ stent   
 
Antegrade stenting can be attempted when the patient desires 

an internal diversion   



Malignant ureteric obstruction (MUO) 

Survival data 



J Clin Med. 2021 May 27;10(11):2354. 



J Obstet Gynaecol Res. 2011 Aug;37(8):1061-70 

Diversion not required 

Diverted 

Diversion required but not done  

Diversion not required 

Diverted 

Diversion required but not done  



• 86 patients with a non-urological MUO were treated by stenting. 
 
• Of the 86 patients, 54 (63%) died with a mean survival time of 

8.6 months, and 41 (48%) died within 1 year. 
 

• Upper ureteric obstruction and no chemotherapy after stenting 
were independently associated with a poor prognosis. 

BJU Int. 2007 Dec;100(6):1288-91 



• 208 patients with MUO were treated by stenting or PCN 
 
• Median survival was 144 (0–1084) days 

 
• The number of events related to malignancy (≥4) and ECOG index (≥2) were 

associated with short survival on multivariable analysis 

BJU Int. 2016 Feb;117(2):266-71. 



BJU Int. 2016 Feb;117(2):266-71. 



Ann Surg Oncol. 2021 Apr;28(4):2367-2373. 

Severance Data 



Methods:  

 
We retrospectively reviewed 778 patients with non-urological 
malignancies who underwent ureteral stenting or percutaneous 
nephrostomy for ureteral obstruction between 2006 and 2014. 
The variables for predicting overall survival were identified by Cox 
regression analysis. 

Inclusion 
 
 >18 yrs  
 MUO  
 inoperable non urologic cancer  
 DJ stent or PCN  

Exclusion 
 
 Previous urological surgery 
 Bladder metastases 
 Urinary stones or urinary fistula 
 Incomplete follow up  

Ann Surg Oncol. 2021 Apr;28(4):2367-2373. 



Results:  

• ascites 
• pleural effusion 
• metastasis 

Ann Surg Oncol. 2021 Apr;28(4):2367-2373. 



Results:  

Ann Surg Oncol. 2021 Apr;28(4):2367-2373. 



Results:  

• Renal function was recovered 
immediately and at 2 weeks 
after urinary diversion (p<0.001). 

Figure 1. Change in estimated glomerular filtration 
rate according to each time point before and after 
urinary diversion 

Figure 2. Kaplan-Meier curve of overall survival 

• The median survival was 5 months 
(IQR 2-12) and 708 patients died. 
 

Ann Surg Oncol. 2021 Apr;28(4):2367-2373. 



Results:  

• Patients who have performed 
chemotherapy after diversion 
had a survival gain of 7 months 
compared to patients without 
chemotherapy (p<0.001). 
 

• Type of diversion (stent or PCN) 
was not related with survival 
(p=0.451). 

Figure 3. Survival curve according to 
chemotherapy following urinary diversion 

Ann Surg Oncol. 2021 Apr;28(4):2367-2373. 



Results:  
Table 2. Cox regression analysis of predictors for OS 

Ann Surg Oncol. 2021 Apr;28(4):2367-2373. 



Malignant ureteric obstruction (MUO) 

Complications  



Malignant urinary obstruction 

BJU Int. 2007 Dec;100(6):1288-91 

• The risk of failure for stent insertion significantly increased with 
male gender and the presence of bladder invasion. 



대한비뇨기과학회지 제 49 권 제 1 호 2008 



• The overall complication rate was 41%. 
 

• 25% of patients spent remaining lifetime in hospital. 
 
• 26% (439/1658) of patients with PCN developed UTI.  

 
• 14% (26/180) of patients with stents placed developed UTI. 

 
• 10% (173/1658) of patients experiencing dislodged nephrostomies 

 
• 7% (113/1658) of patients developed blocked nephrostomies. 

 
• In the 3 papers that reported mortality, the overall rate was 5% (4/82). 

J R Soc Med. 2018 Apr;111(4):125-135 



Malignant ureteric obstruction (MUO) 

Quality of life 



J R Soc Med. 2018 Apr;111(4):125-135 

• 60% of patients achieved a ‘useful life’ post decompression 

Grabstald ‘useful life’ 
 
(i) little or no pain 
(ii) full mental capacity 
(iii) few complications  
(iv)the ability to return home for 

at least 2 months prior to death  



Cardiovasc Intervent Radiol. 2013 Oct;36(5):1355-63. 

QoL: PCN vs. Stent 
 
• 46 Pts 
• FACT-BL scores 

 
• Stent: urinary symptoms and pain 
• PCN: more frequent tube changes  

→ No significant difference in QOL  



J Endourol. 2007 Nov;21(11):1297-302. 

QoL: pre vs. post PCN 
 
• 270 Pts 
• EORTC QLC-C30  

→ No significant difference in QOL (exception of prostate cancer)  



Take Home Message 

• In cases of malignant ureteral obstruction, OS was poor.  
 

• Patients who received chemotherapy after diversion had a survival 
gain of 7 months.  

 
• There was no difference in the QoL for patients with or without PCN. 

 
• The method of diversion should be carefully discussed with male 

patients or if there is bladder invasion. 
 
• The overall complication risk is 41% and up to 25% of a patient's 

remaining life is spent in hospital. 
 

• Patients with the poor prognostic factors should be discussed the 
option of “no intervention”. 



Thank you 


