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Aims and objectives : 1.To determine the impact on quality of life post trans-urethral resection
of ureteric orifice and retrograde DJ stenting in patients with obstructive uropathy secondary to
carcinoma cervix.

2. To compare the outcomes and quality of life of patients who underwent resection and DJ
stenting with patients who underwent PCN insertion using the available literature about PCN.

Materials and methods:- In this study, 40 patients were selected for palliative urinary diversion
by transurethral resection of ureteric orifice and internal drainage using DJ
stenting.77.5%ofpatientspresentedwithobstructive
uropathysecondarytorecurrenceofcarcinomacervix,20%presentedasprimarytumour and 2.5%
presented as VUJ stricture post radiotherapy. 90% had bilateral involvement of the ureteric
orifice and only 10% had unilateral involvement.

Results:-  Themeancreatininevalueamong40Opatientswas4.12mg/dlbeforetransurethralresection
andstenting.62.5%underwenttransurethralresectionofuretericorificeandbilateral DJstentingwhile3
7.5% underwent unilateral DJ stenting. Complete renal recovery was seen in 2 weeks with
creatinine values<1.5mg/d in 72.5%whereasinrestofthe27.5%patients mean creatinine was<
3.0mg/dl.

Conclusion:-
ThetechniqueoftransurethralresectionofuretericorificeandretrogradeDJstentingasapalliative
procedure was able to show better quality of life with respect to physical and mental functioning
in patients with obstructive uropathy secondary to carcinoma cervix. Also the renal recovery
wasgood and comparable to PCN.
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INTRODUCTION.

Carcinoma cervix is the most common cancer in developing countries and is a public health
concern worldwide. Renal failure is regarded as the most common cause of death by cervical
cancer. In cervical carcinoma, the incidence of ureteral obstruction at presentation varies from
14 to 34.5% ' with obstructive uropathy and raised serum creatinine™. Ureteral obstruction
from malignancy isanominoussign and maybe duetocompressionbytheprimary
ormetastatictumor,retroperitonealadenopathy,directtumorinvasion or by radiation induced
ureteric stricture.Mediansurvivalfor patientstreatedfor uropathyis3to7months.*®
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Acuteureteralobstruction associated withrenalfailure,painorfeverisaurologicalemergency requiring
prompt evaluation andtreatment.
Mostcommonlycurrentmanagementoptionsinvolvedecompressionbyacystoscopically placed
ureteral stent or percutaneous nephrostomy (PCN)tube. In the
pastdecade,therehasbeenaremarkableimprovementintheendoscopicand
percutaneoustechniquesusedtorelieveureteralobstructionandthesetechniqueshavebeen applied for
palliation in patients with advanced malignancy.®

Palliative techniques like percutaneous nephrostomy has been used in improving the renal
function but quality of life is debatable as this carries the morbidity of pain, tube blockade, urine
leakage, bad odour, accidental tube slippage, tube site infection and lack of patient compliance.
To overcome these problems associated with PCN, internal drainage in the form of stenting
should always be attempted. But stenting may not be possible in all the cases due to obstruction
of the ureteric orifices by tumour or radiation induced stricture.
Insuchcasestransurethralresectionofthetumorinvolvingtheuretericorificehasgood
chancesofstentingandrelievingtheobstruction. In these cases,
transurethralresectionofuretericorificeand stentingasapalliativeprocedurehasnotbeentried. Hence
in this study we attempted a novel technique of resection of ureteric orifice and retrograde
stenting to improve quality of life in patients with obstructive uropathy secondary to carcinoma
of cervix.

Primary objective: - To determine the impact on quality of life post trans-urethral resection of
ureteric orifice infiltrated by tumor and retrograde DJ stenting in patients with obstructive
nephropathy secondary to carcinoma cervix.

Secondary objectives: - 1.To compare the outcomes and quality of life of patients who
underwent resection and DJ stenting with available literature about PCNs.

2.Todeterminetheoutcomeandcomplicationsassociatedwithtrans-urethralresection and
retrogradestenting.
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STUDY DESIGN
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MATERIALS AND METHODS:

ThisstudywasconductedatJSShospital, Mysore,Karnataka,IndiafromSeptember2012 to
March2020.60patients with obstructive uropathy secondary
tocarcinomacervixwhoseconditionwarranted urinary diversion were considered for the
study.Outof60patients20patients hadnormalrenalfunction andnormalVU]J. Hence these patients were
excluded from the study. 40 patients with involvement of VUJneedingtransurethral resection
ofuretericorifice andDJstentingwereconsidered for the
study.Samplesizewascalculatedas36,whichwereroundedoffto40.
Samplesizewascalculatedbasedonassumptionthatpre-surgeryphysicalfunctioningmean
scorewouldbe25andwouldincreaseto30aftersurgerywithSD1as10,andSD2as10,alpha error as
5%, power as 90%. Sampling technique was non-random sampling technique.

Cases of CarcinomaCervixwithobstructiveuropathysecondarytoobstructionatthelevelof
uretericorifice and post radiotherapy stricture involving the VUJ with or without residualtumor
met the inclusion criteria. Exclusion Criteria included External lymph node compression with
VUIJ beingnormal, urinary Fistulae(Vesico-Vaginal), normal renalfunction, not fit for
anaesthesia, and patients who did not give consent for theprocedure.
Awrittenconsentasapprovedbytheinstitutionalreviewboardofthumansubjectexperiments were
obtained prior to the surgicalprocedure. Pre-operative evaluation included completehemogram,
RFT, Urine microscopy and culturesensitivity, Arterial blood gas analysis(optional), ECG, 2D
Echo, Ultrasound KUB, plain CT/ MRI KUBregion.

Underspinalanesthesia, patient was putonlithotomy position and cystoscopic assessment done
using 22Fr cystoscope .Bladder assessed for capacity and anatomical
locationofboththeuretericorificesandanygrowthinthebladderintheregionoftrigone.
Duringcystoscopywhen uretericorificewasnotvisualized those caseswereincludedin the study.
Under aseptic precaution sterile methylene blue injected by ultrasound guidanceinto the
kidneys. Trans-
urethralresectionisdoneusingcontinuousirrigationrotatable26Frresectoscopesheath
alongwithworkingelementand30 degree telescope.Bladderisfilledtohalfitsmaximumcapacity.
Layeredresectionofthebladderisdoneat8 0Wusingmonopolarcurrenttilluretericorificeis identified.
Duringtransurethralresectiononcetheeffluxofmethyleneblueisseenguidewireisdeployed
andDlJstentrailroadedovertheguidewireusingcystoscopeunderfluoroscopicguidance. The depth
and amount of resection is assessed according to site and size of tumor near UVJ.

Patients were assessed with respect to serum creatinine values pre-operatively and in post
operative period day 7, 14 and 90. and thequalityoflifepreoperativelyand
theninpostoperativeperiod day7 &day90usingstandardqualityofquestionnaireform(SF- 36). The
quality of life is then scored using the SF-36 calculator available in the website; www.sf-
36.org.
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The following components in QOL were assessed;

1. PhysicalHealth(PCS):PhysicalFunctioning(PF),Role-Physical(RP),BodilyPain (BP), &
General Health(GH)
2. MentalHealth(MCS):Vitality(VT),SocialFunctioning (SF),Role-Emotional(RE), & Mental
Health(MH)
The associated stent complications were also assessed with respect to flank pain, dysuria,
hematuria, and fever
secondarytourinarytractinfection.Thecomplicationsrequiringadmissionwereconsidered
assignificant.

STATISTICAL ANALYSIS:
Descriptive statistics was done by calculating mean, standard deviation, proportions.
Inferentialstatisticswasdonebyusingrepeatedmeasureanalysisofvariance(RMANOVA).
Pvalue<0.05isconsideredsignificant. AllthecalculationsweredoneusingSPSSsoftware 19.0
version.

RESULTS

In this study of 40patients,minimumagewas33yearsandmaximumagewas77yearswithamean
ageof48years. Theaveragedurationofhospitalstaywas10.3dayswithminimumandmaximumbeing3
days and 20 daysrespectively. The most common presentation was oliguria and pain abdomen
which was seen in 20 (50%) and 21 (52.5%) patients respectively. Out of 40 patients, 4
(10%)had diabetes mellitusand 10(25%) had hypertension. 8 patients (20%) underwent Radical
hysterectomy and 32 patients (80%) received chemoradiation or radiotherapy alone. 36 patients
(90%) had bilateral ureteric involvement and 4 patients (10%) had unilateral ureteric
involvement. Among40 patients, 15 (37.5%) had hemo-dialysis priortotreatmentand 25 (62.5%)
did not undergo dialysis. The cystoscopic findings showed growth involving both ureteric
orifices in 30 patients (75%), left ureteric orifice involvement in 5 patients (12.5%), right
ureteric orifice involvement 4 patient (10%), bilateral VU] stricture in 1 patient (2.5%) as
shown in the graph 1.0
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Site of involvement

M B/L Ureteric involvement by growth M Lt Ureteric orifice involvement by growth

W Rt Ureteric orifice invovement by growth m B/L VUJ stricture

Graph 1.0 — Site and nature of obstruction.

Outof40patients,25 (62.5%)underwentTURofuretericorificeand bilateralDJstentingand 15
(37.5%) underwent unilateral DJ stenting respectively as shown ingraph 2.0.

22 (55%)patientsunderwent6Frstentplacementfollowedby 16 (40%) with SFrand 2 (5%) with
TFrrespectively.
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Graph 2.0 — TUR and DJ stenting .
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The mean decrease in serum creatinine post TUR and DJ stenting on repeated measure using
ANOVAbetweendaylandday7wasnotsignificant. Howeverbetweenday1,14and90it was
statistically significant with P value<0.05 as depicted in Graph 3.0
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Table 1.0 Parameters depicting quality of life post TUR of ureteric orifice and DJ stenting

QUALITY OF LIFE DAY 1 DAY 7 DAY 90
MEASUREMENT MEAN (SD) | MEAN (SD) | MEAN (SD) | P value
Physical functioning 26.81 (6.50) | 30.34(9.37) |35.01(9.76) <0.05
Role physical 37.94 (37.84) | 33.89 (8.14) | 38.65(10.44) | >0.05
Bodily pain 36.22 (5.66) | 38.17 (5.48) | 42.09 (7.89) <0.05
General health 34.68 (5.39) | 35.04 (6.30) | 37.84 (3.77) <0.05
Physical component health 30.75 (5.06) | 32.96 (5.43) | 37.38 (6.86) <0.05
score

QUALITY OF LIFE DAY 1 DAY 7 DAY 90

SCORING MEAN (SD) | MEAN (SD) | MEAN (SD) | P VALUE
Mental health 28.30 (6.35) | 34.79 (6.23) | 37.78 (8.48) <0.05
Role emotional 25.54 (7.60) | 30.44 (12.26) | 33.70 (13.44) | <0.05
Social functioning 33.61 (6.33) | 35.35(4.88) | 38.62(8.37) <0.05
Vitality 38.94 (7.15) | 43.19 (6.86) |44.15(6.09) <0.05
Mental component health scale | 32.29 (5.65) | 37.45(6.84) | 40.77 (7.57) <0.05

P, repeated measure ANOVA, <0.05

The quality of life with respect to physical and mental functioning after TUR of ureteric orifice and
DJ stenting has been depicted in table 1.0
Physical functioning, bodily pain, general health and physical component health score showed

significant improvement with p value <0.05 except role physical which was not significant with p

value >0.05.

Mental health, role emotional, social functioning, vitality and mental component health scale showed

significant improvement with p value <0.05.
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DISCUSSION

Malignantureteralobstruction canpresentwithurosepsis,renalfailureandlocalized
painordiagnosedduringstaging of malignancy orevaluationofimpairedrenalfunction. The
primary siteof neoplasiaisafactorthatcansignificantlyinfluencepatientsurvival rates.” Ureteral
obstruction associated with uterine cervix cancer usually have better outcome than other types
of neoplasia'®'"""*with an increment of 1 year or more in approximately 60% of patients™.
Manydifferenttechniqueshavebeendescribedaspalliativeurinarydiversionproceduresto
minimizethecomplications ofobstructiveuropathysecondarytoinvolvementofuretersby
carcinomacervix.Thetechniquesdescribedhavebeenfocusedonreducingtheobstruction
andtherebyimprovingthecreatinineclearanceandalsoprovidebetterqualityoflife.
Theonsetofpoorrenalresidualsinadditiontoausuallycompromisedphysicalstatusbecause of
cancer and cancer-related treatments may immediately provoke decisions to relieve the
obstructioninalmosteverycase.Inearlieryears,opensurgicalplacementofnephrostomy
tubesforthemanagement ofmalignantureteriCobstmctionwascommonpmctice13 % The open
procedure was associated with high complication and mortalityrates.

Goodwin et al reported the first percutaneous puncture in 1955. Since then PCN has been
indicatedforpatientswithunilateralorbilateraluretericobstructioninseveralbenigndiseases
whereretrogradeurinarystent is difficult especiallyinthepresenceofinfectionorsepsis'>. This
procedure is usually relatively safe, simple, and fast and presents low morbidity and
mortalityrates.

PCN is tolerated well by patients where it is kept for short duration like in obstructive
uropathy secondary to benign causes. However in malignant obstructive uropathy, patient
need to keep the PCN tube lifelong where antegrade stenting was not possible. Maintaining
the PCN tube for longer duration has its own disadvantages like pain, foul smelling discharge,
tube dislodgement and decrease in quality of life. This significantly increases morbidity
resulting in poor compliance.
Retrogradeureteralstentingisalessmorbidformofurinarydiversionandiscomfortablefor
patientsbutoccurrenceofanatomicdeformities,bleeding,ureteralcompressionassociatedwith
malignancy can prevent its accomplishment.‘l’16 Ganatra and Soper et al reported
failureratesrangingfr0m40.6%t0m0rethan80%.17’18.Failuretostentwasmainlydueto
difficultyinlocatingtheuretericorificewhenthegrowthwasinvolvingthe VUJ.

Incaseswhere there was difficultyinlocatingtheuretericorificeforretrogradestenting,
antegradestentingwastried. Howeverantegradestentingisatwostageprocedurerequiring
anaesthesia with an increased risk of hemorrhage at the point of insertion, and requires an
experiencedinterventionalradiologist. ThesuccessrateasreportedbyHarding  etal — is82 -
90%incasesofstricturesinvolvingtheVUJorureterswithexternalcompressionbylymph
nodes.AntegradestentingfailedinpatientswhohadgrowthatVUJ.Thesetechniqueshave high
chances of ureteric injury as well as bowel injuries.lg’ 20

Newer techniques were developed alternative to retrograde stenting and PCN tube insertion
with respect to complications associated with it and also address the quality of living.
Subcutaneous nephrovesical urinary diversions were developed starting before 1994 by
Lingam and
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colleagueszl’zz’23 .Nephrovesicalbypasscanbedoneinonestageortwostageandrequires
generalanaesthesia,requirestrainingandhasalearningcurve.Changeofstents are required every
4months.

In patients with carcinoma of bladder with ureteric obstruction, deep resection of the tumour
results in opening up of ureteric orifice and stenting has been done successfully wherever
indicated. Same technique of
transurethralresectionofuretericorificeincarcinomacervixpresentingwithobstructive
uropathyhasbeentried in our study with the aim of improving the quality of life of patients.
There is paucity of literatureontransurethral resection of ureteric orifice and stenting in
patients with carcinoma cervix.Thistechniqueiswellversed with endo urologists who have
been doing TURBT for carcinomabladder.

Fujikawaetal reporteda4.1%ureteralstenosisrateinthetreatmentofcervicalcancer
usingexternalbeamradiotherapy combinedwithremoteafterloadingbrachytherapy24.In
comparisontoFujikawa, ourstudy had30%uretericstricture secondary to radiotherapy.
Inourstudyall40patientsunderwenttransurethralresectionoftumorinvolvingtheureteric
orificeandDJstenting.25patients(62.5% )underwentB/LDJstentingand 1 5patients(37.5%)
underwentU/LDJstentingasapalliativeprocedure. AfterplacingDJstent,kidneyfunction
wasrestoredin29patients(72.5%)and1 1 patients(27.5%)hadcreatininevalueof <3mg/dl
atl4dayswhichnormalizedin7patientsand4patientshadstablerenalfunctionof<2mg/dl
whenfollowedforstentreplacement.Noneofthepatientsrequireddial ysispoststenting.

In a study done by Romero et al, of the 43 patients under assessment,
significantimprovementoccurredin28patients(65.1%),and17patients(39.5%)presented
normalization of their BUN and creatinine levels after PCN insertion”.
Inourstudy7patients(17.5%)hadstentsyndromeintheformofstorage LUTS, flank pain, suprapubic
discomfort and occasional hematuria none requiring blood transfusion.
Stentsyndromereducedafter 1 weekwithanticholinergicsandalphablockers.Noneofthe
patientswhounderwentstentingrequiredremoval of the stent
forseverestentsyndrome.2patients(5%) developedfeverrequiringantibiotics. One
patientunderwentreplacementfromSFrto7Frdueto stent
blockcausinghydronephrosiswhichsubsequentlyimproved.Noneofourpatientshadvesico-
vaginal fistula.

Inourstudy only5patients(12.5%) werelostforfollowupwhereastherest 35 patients
(87.5%)underwent
replacementofstentsat3monthfollowupresultinginagoodcompliancerateforstenting. Externaltub
e drainageisknowntohaveahighsuccessrateofupto98%butacomplication rateof>40%
causesfrequentre-hospitalisation®’ resulting in significant decrease in quality of life and poor
compliance. Besidesurinarytractinfections,catheterobstructionby debris, urinary leakage, and
inflammation of the skin at the point of insertion, along with cracking, twisting, or accidental
slippage of the percutaneous tube add on to the poor quality of life in these patients.

In the study by Romero et al, complications associated with PCN tube insertion was43%.
Loss of catheter was seen in 8 (30.7 %), urinary tract infection 5 (19.2 %), skin infection 1
(3.85%), hematuria 1 (3.85%) respectively.25
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Oneofthemajorconcernsinpalliativetreatmentforadvancedcancersistotakeintoaccount
thequalityoflifeissues.Qualityof lifeisthestateofcompletephysical,mental,and social well-being
and not merely the absence ofdisease.

Quality of life considerationplaysasignificantroleinexploringpertinentprecautionsandinevaluating
thequalityofmedicalhealthservice.SF36,whichwasusedinthisstudy,properlyintegratesthephysic
al,mental,functional,and subjective feelings of cancer patients. It has been widely recognized
due to its desirable
conciseness,easymanagement,credibilityandvalidity,andotherfavourablefactors*®
Inourstudyqualityoflifeissueswith respect to Physical Component Score
(PCS)whichincluded4domainsphysicalfunctioning
(PF),rolephysical(RP),bodilypain(BP),generalhealth(GH) and Mental Component Score (
MCS)whichalsoinclude4
domainsmentalhealth(MH),roleemotional(RE),socialfunctioning(SF),vitality(VT)were
addressed. Inourstudy,SF36outcomesindicatedthatPCSscoresdifferedsignificantly in patientspre
stenting and post stenting (<0.05). The PCS score before diversion was less comparedtohigher
score afterdiversionindicatingphysicalfunctioningimprovementafterrelieving theobstruction.
PatientsMCSscoresshowedsignificantimprovementafterrelievingtheobstruction(<0.05)
whowerealreadydiagnosedascancercervixanddidnotseemtoactasaconfoundingfactor in altering
thescore.

The success of transurethral resection of ureteric orifice and stenting was evaluated by
comparingthescoresofphysicalhealthdomainslikePF,BP,GHbeforetreatmentandafter
treatmentatday 14and90,whichindicatedimprovedQOL.HowevertheRPdomaindidnot show any
significant change before and after treatment at day 14 and 90 which could be attributed to
the questionnaire being objectivetype.
TheMCSdomainslikeMH,RE,SFandVTshowedimprovementinthescoringvaluesbefore
andaftertransurethralresectionofuretericorificeandDJstentingindicatingimprovedQOL.
IncomparisontothestudydonebyShekarrizetalonoutcomesofpalliativeurinarydiversion
formalignantobstructionbetweenstentingandnephrostomy,QOLwasassessedusingKPS
scoringsystem.Thisscalewasusedasawaytoquantifyobjectivelythefunctionalstatusof cancer
patients after diversion rather than to assess their “quality of life,” which is more difficult.
The study suggests that the majority of patients with bilateral ureteral
obstructionsecondarytomalignancyhadapoorperformancestatusfortheremainderoftheir life
afterdiversion.”

CONCLUSION

1. Transurethral resection of ureteric orifice and retrograde DJ stenting in patients with
obstructive uropathy secondary to carcinoma cervix as palliative urinary diversion
techniqueiseffectivewhencomparedtoothertechniquesofurinaydiversionsandhas good
renalrecovery

2. It isatechnicalmodificationtoimprovethechancesofinternalstentingwithfocuson
providing of better QOL both physical as well as mentalhealth.

3. Complication of resection of ureteric orifice and retrograde stent placement are
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minimal which can be treatedconservatively.
4. Patients have better compliancerate.

Recommendations of the study

Incervicalcancer, patientspresentingwithadvancedmalignancywithobstructive
uropathyisover70%.Differentpalliativetechniqueshavebeen debated in improving the renal
function and quality of life in literature. In this studywe
developedanoveltechniqueofpalliativeurinarydiversioninpatientswhereretrograde
stentingwasnotpossibleeitherduetoprimary/recurrenttumorinvolvingtheuretericorifice or VUJ
stricture secondary toradiotherapy.

ThetechniqueoftransurethralresectionofuretericorificeandretrogradeDJstenting as a palliative
procedure was able to show better quality of life with respect to physical and mental
functioning and also the renal recovery was good.

So we would like to make the followingrecommendations:

1. Transurethral resection of ureteric orifice and DJ stenting as a palliative urinary
diversionisfeasibleand can be attempted inloweruretericstricturesinvolving
theVUJsecondarytoradiotherapyorprimary/recurrenttumourincarcinomacervix with a good
success rate and minimal complications.

2. Roleof TURandinternalDJstentinginmanagementofobstructiveuropathyincervical
cancersactuallyneedstobedefinedinlargesamplebasedprospectiverandomizedand
comparativestudy.

ABBREVIATIONS:

QOL- QUALTITY OF LIFE

PCS- PHYSICAL COMPONENT SCORE
MCS- MENTAL COMPONENT SCORE
PF- PHYSICAL FUNCTIONING

RP- ROLE PHYSICAL

BP- BODILY PAIN

GH- GENERAL HEALTH

MH- MENTAL

RE- ROLE EMOTIONAL

SF- SOCIAL FUNCTIONING
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VT- VITALITY

KPS- KARNOSKY PERFORMANCE SCORE
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