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Radical nephroureterectomy with excision of a bladder cuff
is the gold standard 



Why these differences in the surgical management?

UUTCBC



• Low Incidence and prevalence:

• 2 cases per 100,000 hbts.

• 5% to 10% of urothelial tumors

• 6–10% of kidney and ureteral malignancies

• 60% of the UTUCs are invasive at diagnosis

• Multifocal UTUC in 10% to 20% of cases. 

• Tumor stage is the single most important factor

Biopsy stage can not reliably predict definitive histopathological stage



Biopsy grade may be the stronger surrogate predictor of pathological
stage due to the concordance of high-grade with high-stage disease
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Open Surgery Minimal Invasive Surgery



1. Open RNU with bladder cuff excision is the standard treatment of

high-risk UTUC, regardless of tumour location (LE: 3) 

2. Laparoscopic RNU is safe in experienced hands when adhering to

strict oncological principles. There is a tendency towards equivalent

oncological outcomes after laparoscopic or open RNU (LE: 3). 

3. Several precautions may lower the risk of tumour spillage: 

• Avoid entering the urinary tract and contact between instruments and the tumour

• Perform the procedure in a closed system. 

• The kidney and ureter must be removed en bloc with the bladder cuff

• Invasive or large (T3/T4 and/or N+/M+) tumours are contraindications for

minimal-invasive: the outcome is worse compared to an open approach



A meta-analysis identified significant predictors for bladder recurrence

after nephroureterectomy (Seisen et al., 2015). 

1. Patient-specific factors: male gender, previous bladder cancer, smoking, 

and preoperative chronic kidney disease. 

2. Tumor-specific factors: positive preoperative urinary cytology, ureteral 

location, multifocality, invasive pT stage, and necrosis.

3. Treatment-specific factors: laparoscopic approach, extravesical

bladder cuff removal, and positive surgical margins (Roupret et al., 

2018; Seisen et al., 2015) 



VS



Radical nephroureterectomy with excision of a bladder cuff





Revolution in endoscopic instruments and lasers







Equivalent disease- specific and overall survival in those being treated for low grade disease

M. Farrow, et. al. Investig Clin Urol 2021;62:389-398. 





Conclusions
Conservative management for UUTC, in selected cases, is a
feasible and a safe alternative to RNU in the long term.
Recurrence may be rescued with RNU as a safe oncological
option. Despite the high rate of multifocality, local and vesical
recurrence, 76.5% of patients maintained the kidney at 48
months. The use of endourologic (vs ureterectomy) is
associated with recurrence. Close endoscopic follow-up of the
UUT and the bladder is mandatory

Follow up: 98ms



Upper urinary tract instillation of
topical agents ?

Rates of salvage IQX: Low-grade: 16,7% and High- grade UC: 28.6%

Single-arm phase III trial showed that the use of mitomycin-containing

reverse thermal gel (MitoGel) response rate 59% (low-grade UTU)



*

*



Appears to have prognostic and therapeutic value in patients with invasive disease (T2-T4), especially in 
the setting of tumors of renal pelvis and proximal ureter. 



• Bladder recurrence after RNU for UTUC is 22–47%

• Single post-operative dose of intravesical chemotherapy (mitomycin C, 

pirarubicin) 2–10 days after surgery reduces the risk of bladder tumour

recurrence within the first years post-RNU 

• Prior to instillation, a cystogram might be considered in case of any

concerns about drug extravasation. 



* In case not amendable to endoscopic management

Location?

Risk?



Conclusions
1. Use prognostic factors to risk-stratify patients for therapeutic guidance. 

2. Offer kidney-sparing management:

1. As primary treatment option to patients with low-risk tumours.

2. (Distal ureterectomy) to patients with high-risk tumours limited to the distal ureter. 

3. Patients with solitary kidney and/or impaired renal function

3. Perform radical nephroureterectomy in patients with high-risk non-metastatic upper tract

urothelial carcinoma.

4. Perform a template-based lymphadenectomy in patients with high-risk non-metastatic

5. Deliver a post-operative bladder instillation of chemotherapy to lower the intravesical 

recurrence rate. 


