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Percutaneous nephrostomy in malignant urinary
tract obstruction

Watkinson AF, A'Hern RP, Jones A, King OM, Moskovic
EC. (Departments of Diagnostic Radiology, Computing!
Statistics and Medical Oncology, Royal Marsden Hospital,
London, UK.) The role of percutaneous nephrostomy in
malignant urinary tract obstruction. Clin RadioI1993;47:32-5.

SUMMARY
Urinary diversion by percutaneous nephrostomy is a simple pro-
cedure for relieving upper urinary tract obstruction. However,
it is not easy to decide whether one should divert urine through
the kidney in patients with ureteric obstruction due to advanced
abdomino-pelvic malignancy. This retrospective study of 50
patients with ureteric obstruction secondary to malignancies of
the bladder, cervix, colon, lymphoid tissue, ovary, synovial
membrane, testis, lungs and cartilage is an attempt to establish a
protocol for selection of patients most likely to benefit from
percutaneous nephrostomy.

The patients were divided into four groups. Group I consisted
of 8 patients with ureteric obstruction due to previous surgery or
radiotherapy. Group II comprised 16 patients whose primary
presentation was ureteric obstruction and who had not under-
gone any treatment for their primary disease. Group III patients
(n=8) had disease relapse where there were viable treatment
options for their primary disease still available. Group IV had
18 patients with moribund disease without any conventional
treatment option.

All the patients in Group I were alive after a median follow up
period of 300 days and none required long term nephrostomy
drainage. In Group II, 31% of the patients were alive at a
median follow up of 1545 days and 25% required long term
nephrostomy drainage. In Group III, 63% were alive at a
median follow up of 1096 days and 38% had died. In Group IV
all 18 patients died with a median survival time of 38 days:
89% required long term nephrostomy drainage and 61%
remained in the hospital until the time of death.

The authors conclude that the decision to perform a nephros-
tomy in patients with abdomino-pelvic malignancy should
involve an accurate assessment of the type and stage of the
malignant process as well as the prospects for treating the primary
disease. Refusal to perform a nephrostomy in patients with no
available treatment option for their primary disease is justified,
both in the interest of the patient as well as to prevent wastage of
hospital resources.

COMMENT
Ureteric obstruction consequent to abdomino-pelvic
malignancy is an indication of a poor prognosis and if bilateral,
is life-threatening and demands immediate relief. The deci-
sion to perform a percutaneous nephrostomy is usually taken
as a desperate measure at the insistence of the physicians
(radiotherapists, gynaecologists and surgeons) treating the
patient's primary disease as well as the patient's family.
The urologist is thus faced with the dilemma of predicting
whether the nephrostomy is likely to increase the overall
survival or improve the quality of life or whether it is likely
to add to the misery of an already sick patient.
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The definition of a good quality of life after percutaneous
nephrostomy is debatable. A minimum of 8 weeks at home
with minimal pain, few complications and satisfactory mental
status has been considered to be acceptable.' In this study
patients in Group IV, i. e. those who were moribund without
any available treatment option for their primary disease, did
very poorly. For them death from uraemic coma would pro-
bably have been the better option. The patients in whom the
disease is progressing in spite of treatment, who have life-
threatening medical problems needing a prolonged stay in
hospital, uncontrolled pain? or an obtunded mental status
unrelated to uraemia should not undergo nephrostomy. In
patients with carcinomatosis the results of nephrostomy- are
poor with over 60% of them failing to leave hospital.

The state of the primary disease should thus influence
the decision to do a nephrostomy. The average survival time
following diversion was longest in patients with prostatic
carcinoma (119 weeks) and shortest in those with bladder
carcinoma (32 weeks); although larger numbers need to be
studied to draw more definite conclusions.' There seems
to be no relation between the degree of renal dysfunction at
diversion and survival.

The authors make no mention of whether retrograde
stenting was tried. Although retrograde stenting has an
initial success rate of only 39%, it is associated with a lower
incidence of urinary sepsis (0.5 febrile infections per year
diverted against 1.9 for nephrostomy) and obstruction
(1.4 per year diverted against 1.9 for nephrostomy). 4 If
stenting had failed in the present study it would automatically
imply that the patients had more advanced disease. The
authors do not make clear what their approach is in a patient
with bilateral obstruction and do not suggest whether diver-
sion should be done. In our experience maintenance of
bilateral long term nephrostomies is extremely difficult and
we prefer to perform a single nephrostomy on the side with
better function.

The morbidity following nephrostomy is becoming pro-
gressively lower and the survival longer in patients with
ureteric obstruction due to pelvic diseases.t= This study
identifies those patients in whom such a procedure should be
withheld both on humanitarian grounds and for the sensible
use of hospital facilities.
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