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Ethambutol-800 mg and Pyridoxine 40 mg for initial 
three months to followed by Rifampicin and Isoniazide 
for nine months). Follow-up is going on.

In our case the involvement of the contra lateral lymph 
nodes can be explained by the facts that hematogenous 
spread from an obvious[5,6] or sub clinical focus can lead 
to the systemic spread and involvement of the other 
organs.[4] A possibility of tuberculosis should always 
be borne in mind especially in patients from endemic 
areas.[2] The simultaneous occurrence of carcinoma 
and tuberculosis can lead to many problems regarding 
diagnosis and treatment.[3] 
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Letters to Editor

It is estimated that 2,290 new cases will be reported in 
United States of America in 2008.[3]

A 70-year man presented with dull-aching flank pain 
of 4-months duration and a single episode of total 
hematuria. Evaluation revealed normal renal functions, 
left gross hydronephrosis on ultrasonography, and normal 
urine cytology. An intravenous urogram revealed normal 
right kidney while the left side was nonvisualized. 
Renal scintigraphy showed normal right kidney and 
nonfunctioning left kidney. Suspecting him as a case of 
left nonfunctioning kidney due to ueteropelvic junction 
obstruction (UPJO), transperitoneal laparoscopic 
nephrectomy was done. Six months later the patient 
again experienced hematuria. Repeat ultrasonography, 
urine cytology, and cystoscopy were normal. Suspecting 
benign prostatic enlargement as cause of hematuria, 
dutasteride and tamsulosin treatment was started. The 
patient experienced hematuria again after three months. 
Cystoscopy done at this time revealed bloody efflux 
from the left ureteric orifice. CT scan revealed left mid-
ureteric tumor [Figure 1a and 1b]. The patient was 
subjected to excision of the ureteric stump with cuff of 
bladder [Figure 2]. The biopsy revealed transitional cell 
carcinoma grade II with invasion of muscularis mucosa 
(stage T1N0M0). The patient is under regular follow-
up (two-year follow-up) and there is no evidence of 
recurrence or distant metastasis.

Primary UUTs are relatively uncommon[1] and sometimes 
difficult to diagnose. Urine cytology is useful for 
the diagnosis of UUT, although not very sensitive in 
low and moderate grade tumors. The sensitivity of 
voided urine cytology is related to tumor grade and 
overall accuracy estimates of the sensitivity of cytology 
have ranged from about 20% for grade 1 tumors 
to 45% and 75% for grade 2 and grade 3 tumors, 
respectively.[4] Intravenous urography has been the 
traditional method for diagnosing UUTs but as the 
kidney was nonvisualized, no filling defect could 
be demonstrated. Ultrasonography is generally not 
considered a sensitive tool for detecting ureteral 
pathology. A CT scan may miss small urinary filling 
defects (<5 mm) between the ‘cuts’. The greatest 
downside of CT or MRI is in the detection of small 
lesions that may be lost in volume averaging.[5] We 
did not perform CT scan as none of the investigations 
initially suggested malignancy. A retrograde pyelography 
(RGP) could have had been diagnostic but was not 
performed because of its invasive nature and because 
there was no other cue toward a diagnosis of UUT. 
As the patient was subjected to laparoscopic simple 
nephrectomy (only 2–3 cm of ureter below the 
ureteropelvic junction is removed with the kidney) 
the diagnosis of ureteric tumor was missed on 

Transitional cell cancer 
of ureter misdiagnosed 
as pelviureteric junction 
obstruction: Pitfalls of 
standard diagnostic tools

Dear Sir,
Upper urinary tract urothelial tumors (UUT) are 
uncommon, accounting for about 5–7% of all renal 
tumors and about 5% of all urothelial tumors.[1] 
Ureteral tumors are even more uncommon, occurring 
with one-quarter the incidence of renal pelvic tumors.[2] 
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histopathology also. Hematuria, either spontaneous or 
associated with otherwise minor trauma, may also be 
an initial symptom of UPJO. We misdiagnosed this case 
as UPJO giving rise to nonfunctioning kidney, as this 
condition is more common and frequently encountered 
by urologists. Upper tract urothelial cancers are often 
associated with a poor prognosis.[6] The thin muscle 
layer of the renal pelvis and ureter probably allows 
earlier penetration of UUT through the thinned muscle 
layer than is seen in bladder cancers.[6] Obstruction of 
the urinary tract is also considered a poor prognostic 
sign for tumor invasion.[6] This patient had a relatively 
benign clinical course which is unusual. 

This case highlights the pitfalls of the standard 
investigations all of which missed the diagnosis of 
UUT. We now feel that diagnostic suspicion for this 
uncommon condition with an initial CT scan or RGP 
could have diagnosed this case earlier. Any patient 
presenting with hematuria should warrant a through 
evaluation to rule out cancer, especially in elderly.

Goel A, Singh D, Goel A1

Department of Urology, King George’s Medical University, 
Lucknow – 226 003, India. 1 Wellcome Trust Center for Human 

Genetics, University of Oxford, Oxford, UK

Correspondence to: Dr Apul Goel, 
E-mail: goelapul1@rediffmail.com

References

Jemal A, Tiwari RC, Murray T, Ghafoor A, Samuels A, Ward E, 1. et al. 
Cancer statistics, 2004. CA Cancer J Clin 2004;54:8-29.
Huben RP, Mounzer AM, Murphy GP. Tumor grade and stage as 2. 
prognostic variables in upper tract urothelial tumors. Cancer 
1988;62:2016.
Jemal A, Siegel R, Ward E, Hao Y, Xu J, Murray T, 3. et al. Cancer sta-
tistics, 2008. CA Cancer J Clin 2008;58:71-96.
Konety BR, Getzenberg RH. Urine based markers of urology malig-4. 
nancy. J Urol 2001;165:600-11.
Flanigan RC. Urothelial tumors of the upper urinary tract. In: Wein 5. 
AJ, Kavoussi LR, Novik AC, Partin AW, Peters CA, editors. Campbell-
Walsh Urology. Philadelphia: Saunders Elsevier; 2007. p. 1638-52.
Richie JP. Carcinoma of the renal pelvis and ureter. In: Skinner DG, 6. 
Lieskovsky G editors. Diagnosis and management of Genitourinary 
cancer. Philadelphia: WB Saunders; 1988. p. 323.

Figure 2: Resected specimen with cuff of bladder showing ureteric 
tumor

Letters to Editor

Figure 1: CT scan pelvis shows dilated lower ureter with intraluminal 
mass lesion
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