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1. Introduction

Background: Upper urinary tract transitional cell carcinoma (UUT-TCC) is traditionally
managed with nephroureterectomy as the gold standard treatment. However, less invasive
approaches such as retrograde ureteroscopic laser ablation may be considered in selected
patients. External beam radiotherapy can also serve as an adjunctive or alternative option
in non-surgical candidates. Case Presentation: A 94-year-old female patient presented
with synchronous pathologies, including a ureteral and bladder tumor on one side and a
ureteral stone on the contralateral side. She underwent emergency intervention due to
acute postrenal renal failure. Although nephroureterectomy is the standard of care for
ureteral tumors, it was not feasible in this patient due to advanced age and clinical
condition. Therefore, ureteroscopic laser ablation was performed. As complete remission
could not be achieved, adjuvant external beam radiotherapy was subsequently
administered. The bladder tumor was monitored with cystoscopic follow-up, and the
patient has been managed with long-term ]]J stenting. Conclusion: There is no
standardized treatment algorithm for UUT-TCC in cases where nephroureterectomy is not
a viable option for the patient. Minimally invasive approaches such as ureteroscopic
ablation may be effective in low-grade and small tumors, while radiotherapy may
represent a viable option in high-grade or larger lesions. Individualized, multimodal
management should be considered in such complex cases.

2. Case Presentation

Transitional cell carcinoma (TCC) is the
fourth most commonly occurring malignancy
worldwide [1]. Upper urinary tract transitional
cell carcinoma (UUT-TCC) accounts for only 5-
10% of cases within this group [2]. The gold
standard treatment is nephroureterectomy.
However, with advances in technology, minimally
invasive approaches have increasingly been
preferred in contemporary practice. Retrograde
ureteroscopic laser ablation has been successfully
applied in selected cases. In this case report, we
present the clinical management of a patient in
whom nephroureterectomy could not be
performed.

A 94-year-old female presented with a 5-
day history of right flank pain. Her medical history
was notable for intermittent hematuria and
decreased urine output. She had a history of
coronary angiography but no prior urological
interventions. The patient was evaluated in the
emergency department. Non-contrast abdominal
computed tomography revealed a 5 mm calculus
at the level of the left proximal ureter,
accompanied by grade 2 hydroureteronephrosis.
Additionally, grade 3 hydroureteronephrosis was
observed on the right side, along with a segment
of mural thickening in the right proximal ureter
causing obstruction. (Figure 1)
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Figure 1. Preoperative non-contrast abdominal
computed tomography demonstrates the site of
ureteral wall thickening, indicated by the arrow,
with a dilated proximal ureteral segment.

Serum creatinine level was 4.5mg/dL. As
there were no significant electrolyte imbalances,
the patient was diagnosed with acute postrenal
kidney failure and underwent bilateral
ureterorenoscopy. During the procedure, an
approximately 10 mm papillary mass was
identified on the posterior wall of the bladder.
Following resection of the lesion, the right
ureteral stone was endoscopically fragmented. A
ureteral catheter was not placed due to the risk of
tumor seeding.

In the left proximal ureter, papillary
tumoral lesions approximately 2 cm in length
were observed, completely obstructing the
ureteral lumen. Retrograde pyelography was
performed, which showed no filling defects in the
kidney. After advancement of a guidewire into the
renal pelvis, partial ablation of the tumor was
achieved using a Ho:YAG laser. Complete resection
was not feasible due to the high tumor burden. A
left-sided J] stent was placed.

Histopathological evaluation revealed Ta
low-grade carcinoma in the bladder and T1 high-
grade carcinoma in the ureter. Since complete
ablation could not be achieved, the presence of
muscularis propria invasion could not be
evaluated. As renal function returned to normal,
intravesical BCG therapy was not administered.
Due to the patient's advanced age and
comorbidities, nephroureterectomy could not be
performed. Instead, the patient received external
beam radiotherapy at a dose of 30 Gy in 10
fractions.

During follow-up, four cystoureteroscopic
evaluations at 3-month intervals demonstrated
millimetric recurrences in the bladder, which
were resected, and a gradual reduction in the
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ureteral tumor burden. All recurrent bladder
lesions were reported as Ta low-grade carcinoma.
No evidence of metastasis was detected. The
patient’s refusal of nephrostomy placement led to
follow-up with a long-term JJ stent.

3. Discussion

In this case, acute renal failure occurred as a
result of obstruction from a ureteral tumor on one
side and a kidney stone on the opposite side.
Additionally, a concomitant bladder tumor was
present. To manage the patient’s acute condition,
treatment options such as percutaneous
nephrostomy, ureteroscopy, and hemodialysis
could have been considered. Taking into account
the patient’s advanced age and overall clinical
status, ureteroscopy was preferred for both
diagnostic and therapeutic purposes. Upon
detection of a bladder mass during cystoscopy, the
lesion was resected initially. The ureteral tumor
was subsequently managed with partial
endoscopic ablation.

Performing ureteroscopy and placing a JJ
stent in the same session to avoid tumor seeding
into the upper urinary tract remains controversial
and is generally not recommended. However, in
this case, stenting was performed to relieve renal
failure.

Nephroureterectomy, = which  involves
removing the intramural segment of the ureter,
continues to be the gold standard for treating
upper urinary tract TCC. [1]. As this patient was
not a suitable candidate for such an approach,
alternative treatment strategies were pursued.
Segmental ureterectomy may be considered as a
nephron-sparing surgical option; however, most
studies have focused on tumors located in the
distal ureter, and data regarding its use in
proximal ureteral tumors remain limited [2].

With the development of both rigid and
flexible ureterorenoscopes, retrograde endoscopic
interventions have become increasingly practical
and efficient. In individuals diagnosed with
tumors of low stage and low grade, ureteroscopic
management may  be preferred over
nephroureterectomy due to favorable success
rates [3]. Furthermore, laser ablation is widely
used as a treatment option in patients in whom
preservation of renal function is desired, such as
those with a solitary kidney, renal insufficiency,
significant comorbidities, or those who decline
radical surgery [4].

In low-grade tumors, the success rates of
ureteroscopic treatment are comparable to those
of endoscopic resection of similar bladder tumors.
However, recurrence rates are higher compared



International Journal of Active & Healthy Aging - 2026, 4(1), 49-51

to nephroureterectomy [5]. In high-grade tumors,
this approach is generally considered palliative.

In this case, J] stent placement for relief of
obstruction likely contributed to early bladder
recurrence via tumor seeding from the ureter.
Placement of a nephrostomy tube was considered
as an alternative; however, this carried a potential
risk of tumor seeding to the kidney. In accordance
with the patient’s preference, follow-up was
continued with a J] stent.

Postoperative adjuvant radiotherapy in
patients with high-stage upper urinary tract TCC
has been demonstrated to lower the risk of
recurrence and disease progression compared to
treatment with nephroureterectomy alone [6]. As
curative surgical treatment was not feasible in this
case, radiotherapy was administered.
Radiotherapy can be considered as an alternative
treatment for patients who are unsuitable for
nephroureterectomy.

4. Conclusion

There is no established treatment strategy
for localized upper urinary tract TCC in patients
who are not candidates for nephroureterectomy,
as there is a lack of sufficient high-quality
scientific evidence to guide management.
Ureteroscopic ablation is increasingly important
for low-grade and small-volume tumors. In cases
of high-grade or sizable tumors, radiotherapy can
be administered with either curative or palliative
objectives.
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