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Abstract: Bladder cancer (BC) is an important cause of premature mortality (PM, <75 years). Spain
has one of the highest BC mortality rates in Europe. The objective of this study was to analyse BC
mortality trends between 1999 and 2018 in Spain. The study was based on data from the National
Institute of Statistics (Instituto Nacional de Estadística—INE). Age-adjusted mortality rates (AAMRs)
were calculated by sex and age group. A trend analysis was performed using Joinpoint regression
models and years of potential life lost (YPLL). Mortality in men resulting from BC decreased in all age
groups studied. This was not observed in women, for whom mortality only decreased in the ≥75 age
group. Deaths due to BC occurred prematurely in 38.6% of men and in 23.8% of women, which
indicated a greater impact on YPLL in men compared to women. Over the last 20 years, there has
been a significant decrease in BC mortality rate, except in women under 75 years of age. Despite this
temporal trend of decreasing mortality, BC continues to have a significant impact on YPLL, mainly
in men. Given this context, it is important to direct more resources towards prevention and early
diagnosis strategies to correct this situation.

Keywords: bladder cancer; trends; cancer-specific mortality; premature mortality

1. Introduction

Bladder cancer (BC) is a disease in which tumours affect the urothelium of the bladder.
Urothelial carcinoma is the most common histological variant of bladder tumours. Bladder
cancers are classified as non-muscle invasive (superficial) or muscle invasive (infiltrative)
(MIBC) tumours based on whether or not they affect the muscular layer of the bladder. Non-
muscle invasive tumours account for 75% of cases, with a high recurrence rate but a low
rate of progression and mortality [1,2]. Muscle-invasive patients have a worse prognosis,
with a 5-year cancer-specific survival rate between 23.5% and 65% [1,3–5].

The main risk factor is tobacco (both in active and passive smokers), which is in-
volved in more than 50% of cases [1–3]. In Spain, anti-smoking legislation (Law 28/2005
and its modification by Law 42/2010) prohibits smoking in any type of closed space for
collective use.

Tobacco use in Spain has decreased (improving from 24th place in 2004 to 8th place
in 2016 in the Tobacco Control Scale Ranking) [6], although 22–29% of Spanish adults are
smokers and 19–25% are former smokers [7,8]. Exposure rates of passive smokers have
also decreased from 75% in 2004–2005 to 56.7% in 2011–2012 [6]. The proportion of active
male smokers has been decreasing progressively since data have been available; however,
there was an increase in female smokers in the 1980s and 1990s. From 2002 to 2006, the
proportion of female smokers began to slowly decrease [7,9].

Occupational exposure is responsible for 5–6% of the attributable risks of developing
BC, resulting from exposure to chemicals on the part of workers in contact with dyes, paints,
hydrocarbons, glues, rubber or aluminium, among other substances [3]. Exposure to these
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carcinogens and lack of worker protection measures could explain variations in incidences
between different geographic areas [10]. The Occupational Risk Prevention Law 31/1995
was enacted in Spain in 1995 and subsequently amended in 2014.

In terms of BC treatment, in recent decades, neoadjuvant chemotherapy (NAC) has
been implemented for radical cystectomy, new drugs have been developed and radical
cystectomies have been carried out on older patients [1,11]. The use of NAC for radical
cystectomy was proposed as far back as 1980. This method has had an impact on improving
cancer-specific survival rates as well as overall survival rates [12], and there has been an
increase in its use since 2010 [13,14]. In Spain, no studies of trends in the use of NAC
in MIBC exist; however, data can be extrapolated from different published series. These
data indicate that between 3.1 and 4.3% [15,16] of patients received NAC before 2010,
with a percentage increase in its current use varying between 29.7% and 60.7% [16–18].
The indication for surgery in geriatric patients have been increasingly positive as surgical
experience and life expectancy have improved [19], with cystectomy becoming established
as a safe procedure in selected elderly patients [20,21].

BC has a very prevalent pathology—it was the fifth most common cancer in Europe in
2020 [22,23]. In Spain, it is also the fifth most prevalent form of cancer, affecting 150 per
100,000 inhabitants, with 75% of these being men [24].

The age-adjusted rate (AAR) of BC incidence per 100,000 in Spain is high. The AAR in
men (39/100,000) is above the European average (29.1/100,000) and is among the highest,
with rates similar to those in Italy, Germany and Belgium. In women it is estimated to
be 5.5/100,000, which is below the European average (6.1/100,000) and is similar to rates
found in countries such as Finland, the United Kingdom and Italy [22,25].

In terms of mortality, BC is the second highest cause of death from urological tumours
(behind prostate cancer) and is responsible for at least 165,000 deaths/year worldwide [23,26].
In Spain, the crude mortality rate is 12/100,000, with significant differences in terms of
gender comparison [27]. In women, the age-adjusted mortality rate (AAMR) is 1.08/100,000
(which is the European average) compared to 8.1/100,000 in men, which is one of the highest
rates in Europe [24,28,29].

On the other hand, BC is an important cause of premature mortality (PM), which
is defined as any death before the average life expectancy at birth [30,31]; in Spain, the
average life expectancy is 75 years [32]. One of the methods for measuring premature
mortality is the years of potential life lost (YPLL). In the United States alone, it is estimated
that between 2002 and 2006, 254,540 YPLL were lost due to BC [33].

Increases in mortality due to BC have been observed in Spain since at least 1955, with
the highest increase being in men in the years after 1970 [34–36]. From 1993 to 2007, rates
of BC increased for both men and women; however, mortality rates for men remained
stable [24,28,37,38], while a slight decrease was recorded for women [38,39]. The projections
derived from these data [27] predicted a decrease in rates of BC incidence and mortality for
men and an increase in both rates for women. However, these projections have not been
analysed, and there have been no studies that investigated BC mortality trends in Spain
over the last 15 years.

Understanding the current PM situation resulting from BC is very important. Although
there are some areas of debate [40,41], BC is generally considered a potentially avoidable
cause of death [42,43]. The YPLL estimate and PM analysis alongside mortality trends from
the age of 75 could underpin and orientate health strategies as well as specific prevention
initiatives, along with early diagnostic protocols.

The objective of this study is to analyse temporal PM trends and rates among those
above the age of 75 due to BC in Spain according to gender, as well as the YPLL between
1999 and 2018.
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2. Materials and Methods

A study of temporal mortality trends in Spain due to BC was carried out for the years
between 1999 and 2018.

All patients who died from BC in Spain were included for the study period, and data
were obtained from registries in Spain’s National Institute of Statistics (Instituto Nacional
de Estadística—INE) database [19], which include mortality data and causes of death in the
Spanish population as a whole. The identification of BC as a cause of death was established
using the C67 code as set out in the tenth review of the International Classification of
Diseases (ICD10).

All causes of death were analysed, including specific mortality due to BC and propor-
tional mortality (percentage of deaths from BC compared to the total), after stratification
of the sample by sex and age (<75 years or ≥75 years). Age stratification allowed for PM
analysis (defined as happening at <75 years). AAMRs, YPLL and mortality rate trends
were calculated.

AAMR is an estimate of the risk of death in a given population and allows for control
of the effect of population age distribution for mortalities resulting from a specific cause.
Calculations for this study were carried out using a direct method with respect to a reference
population from the European standard population of 2013 published by Eurostat [44].
AAMR was calculated using five-year age bands for each year and separating each band
by gender with a 95% confidence interval (95% CI).

The YPLL was calculated for each year and for each age group separated by sex.
Mortality trends were analysed by using Joinpoint regression models, and the annual

percentage change (APC) in each segment and the average annual percentage change
(AAPC) for the entire period were estimated with a 95% CI. The selection of the models
was carried out using a permutation test, adjusting for autocorrelated errors based on the
data [45].

Statistical analysis was carried out using the SPSS V.26 statistical package [46] to
calculate rates, and the Joinpoint Regression Program V.4.8.0.1 [47] was used to determine
statistical regression and mortality trends.

This project has been accepted by our institution’s Ethics and Integrity in the Research
Committee (code 210713141516).

3. Results

During the study period, 4,382,650 male deaths and 3,930,815 female deaths were
recorded in Spain; of these, 81,282 (1.86%) and 17,500 (0.45%), respectively, were a result of
BC (Tables 1 and 2).

Mortality analysis shows that proportional mortality in males due to BC as compared
to total mortality was constant in both age groups (Table 1). PM AAMRs in men fell during
the period under study (AAPC of −2.8). In 2012, there was a significant trend change from
an annual APC of −1.4% to −5.9%. Despite the observed mortality trends, 28,953 deaths
in men (38.6%) occurred prematurely, amounting to 248,921 YPLL (Table 3, Figure 1). In
the ≥75 years age group, male mortality increased up to 2012 (APC + 0.46) until a trend
change occurred for that year with an APC of −3.8% (Table 3, Figure 1).

Proportional mortality in women with BC compared to total mortality saw a slight
increase in the group below 75 years of age (0.4% to 0.51%). However, statistical adjust-
ment by age shows that PM remained constant (APC −0.10 (−0.50, 0.30 IC)). Despite
this, 3996 deaths occurred prematurely (23.8% of deaths resulting from BC), resulting in
38,482 YPLL. After the age of 75, mortality does not change significantly until 2013, when
a significant decrease was observed with an APC of −4.1% per year. This decrease was
comparatively greater than that observed in men (Table 3, Figure 1).
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Table 1. Total mortality, mortality due to BC, proportional mortality, AAMRs related to BC per
100,000 inhabitants and YPLL by age group in men in Spain during the period 1999–2018. TM: total
mortality; BCM: bladder cancer mortality; AAMR: age-adjusted mortality rate per 100,000 inhabitants
(direct method, European standard population of 2013); 95% CI: 95% Confidence Interval; YPLL:
years of potential life lost.

<75 years ≥75 years

YEAR TM BCM BCM/TM (%) AAMR 95% CI YPLL MR BCM BCM/TM (%) AAMR 95% CI

1999 95944 1527 1.59 10.2 (9.6–10.7) 12629 99311 1702 1.71 170.5 (162.1–178.9)
2000 92934 1501 1.62 9.9 (9.4–10.5) 12822 96534 1692 1.75 163.9 (155.8–171.9)
2001 91535 1593 1.74 10.4 (9.9–10.9) 13661 98179 1781 1.81 167.2 (159.2–175.3)
2002 91100 1564 1.72 10.1 (9.6–10.6) 13148 102169 1929 1.89 173.7 (165.7–181.8)
2003 91646 1559 1.70 9.9 (9.4–10.4) 13728 108251 2009 1.86 176.7 (168.6–184.7)
2004 88397 1585 1.79 10.0 (9.5–10.5) 13645 106531 2127 2.00 179.4 (171.5–187.4)
2005 88825 1550 1.75 9.7 (9.2–10.2) 13550 112944 2123 1.88 172.3 (164.6–179.9)
2006 85326 1589 1.86 9.8 (9.3–10.3) 13883 108828 2153 1.98 170.8 (163.3–178.4)
2007 85680 1502 1.75 9.2 (8.8–9.7) 13289 115456 2253 1.95 174.9 (167.3–182.5)
2008 82954 1444 1.74 8.8 (8.3–9.2) 13178 116693 2383 2.04 175.1 (167.7–182.5)
2009 80691 1489 1.85 9.1 (8.6–9.5) 13038 118404 2365 2.00 168.2 (161.0–175.3)
2010 78521 1471 1.87 8.9 (8.5–9.4) 13032 119600 2562 2.14 176.5 (169.3–183.7)
2011 77541 1528 1.97 9.1 (8.6–9.5) 13751 122313 2626 2.15 176.7 (169.6–183.8)
2012 77101 1470 1.91 8.7 (8.2–9.1) 13255 128819 2850 2.21 183.2 (176.2–190.2)
2013 75165 1417 1.89 8.4 (7.9–8.8) 11824 124669 2774 2.23 173.6 (167.0–180.3)
2014 75813 1278 1.69 7.4 (7.0–7.8) 10576 125758 2621 2.08 163.3 (156.8–169.7)
2015 77543 1246 1.61 6.9 (6.5–7.3) 10587 135766 2614 1.93 160.6 (154.3–166.9)
2016 77183 1278 1.66 7.0 (6.7–7.4) 10271 131810 2640 2.00 156.9 (150.7–163.0)
2017 77798 1215 1.56 6.5 (6.2–6.9) 9795 136438 2517 1.84 148.4 (142.5–154.4)
2018 78934 1147 1.45 6.0 (5.7–6.4) 9259 137508 2367 1.72 137.3 (131.7–142.9)

Table 2. Total mortality, mortality due to BC, proportional mortality, AAMRs related to BC per
100,000 inhabitants and YPLL by age group in women in Spain during the period 1999–2018. TM:
total mortality; BCM: bladder cancer mortality; AAMR: age-adjusted mortality rate per 100,000
inhabitants (direct method, European standard population of 2013); 95% CI: 95% Confidence Interval;
YPLL: years of potential life lost.

<75 years ≥75 years

YEAR TM BCM BCM/TM (%) AAMR 95% CI YPLL MR BCM BCM/TM (%) AAMR 95% CI

1999 44559 178 0.40 1.0 (0.9–1.2) 1406 131288 514 0.39 29.1 (26.5–31.6)
2000 43433 190 0.44 1.1 (0.9–1.3) 1595 127490 531 0.42 29.2 (26.7–31.7)
2001 42733 204 0.48 1.1 (1.0–1.3) 1748 127684 531 0.42 27.7 (25.4–30.1)
2002 42103 174 0.41 1.0 (0.8–1.1) 1303 133246 530 0.40 26.9 (24.6–29.1)
2003 42763 189 0.44 1.0 (0.9–1.2) 1848 142168 536 0.38 26.5 (24.3–28.8)
2004 41014 185 0.45 1.0 (0.9–1.2) 1385 135992 599 0.44 28.8 (26.5–31.1)
2005 40883 199 0.49 1.1 (0.9–1.2) 1803 144703 558 0.39 26.0 (23.9–28.2)
2006 39255 194 0.49 1.1 (0.9–1.2) 1788 138069 590 0.43 26.6 (24.4–28.7)
2007 39534 202 0.51 1.1 (0.9–1.2) 2119 144691 614 0.42 27.0 (24.8–29.1)
2008 38853 200 0.51 1.1 (0.9–1.2) 2020 147824 677 0.46 28.7 (26.5–30.9)
2009 37876 196 0.52 1.1 (0.9–1.2) 1907 147962 682 0.46 27.9 (25.8–30.0)
2010 36687 213 0.58 1.1 (1.0–1.3) 2131 147239 690 0.47 27.1 (25.1–29.2)
2011 36693 214 0.58 1.1 (1.0–1.3) 2468 151364 717 0.47 27.3 (25.3–29.4)
2012 36169 202 0.56 1.1 (0.9–1.2) 2049 160861 731 0.45 27.2 (25.2–29.1)
2013 36247 212 0.58 1.1 (1.0–1.3) 2154 154338 750 0.49 27.2 (25.3–29.2)
2014 36737 168 0.46 0.9 (0.7–1.0) 1701 157522 733 0.47 25.9 (24.0–27.8)
2015 37512 231 0.62 1.1 (1.0–1.3) 2592 171747 708 0.41 24.4 (22.6–26.2)
2016 37512 218 0.58 1.1 (0.9–1.2) 2221 164106 725 0.44 24.7 (22.8–26.5)
2017 38715 229 0.59 1.1 (1.0–1.2) 2283 171572 659 0.38 22.0 (20.3–23.8)
2018 38831 198 0.51 0.9 (0.8–1.1) 1961 172448 688 0.40 22.4 (20.7–24.2)
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Table 3. Annual percentage change (APC) and average annual percentage change (AAPC) in mor-
tality due to BC estimated by Joinpoint regression in Spain by gender during the period 1999–2018.
* p < 0.05; APC: annual percentage change for the corresponding segment; AAPC: annual average
percentage change for the entire period; 95% CI: 95% confidence interval.

Segment 1 Segment 2 Total
Age Period APC (95% CI) Period APC (95% CI) AAPC (95% CI)

p Value p Value p Value

Men < 75 1999–2012 −1.38 (−1.78; −0.97) 2012–2018 −5.95 (−7,37; −4,51) −2.84 (−3.34; −2.34)
<0.001 * <0,001 * <0.001 *

≥ 75 1999–2012 0.46 (0.11; 0.82) 2012–2018 −3.83 (−4.83; −2.82) −0.91 (−1.29 −0.54)
0.015 * <0.001 * <0.001 *

Women < 75 1999–2018 −0.10 (−0.50; 0.30) - - −0.10 (−0.50; 0.30)
0.606 0.606

≥ 75 1999–2013 −0.23 (−0.62; 0.16) 2013–2018 −4.14 (−5.98; −2.26) −1.27 (−1.80; −0.74)
0.225 <0.001 * <0.001 *
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4. Discussion

Analysis of the data showed a decrease in the mortality rate due to BC in Spain
between 1999 and 2018, except in women under 75 years old.

Similar decreases in BC mortality have been observed in most advanced economies
across different continents in both men and women, while in countries such as Cuba, China,
Slovenia, Croatia and Bulgaria, this has not been the trend [22,25].

Compared to other countries that showed decreases in BC mortality rates, the annual
percentage changes (APC) for Spain from 2012 onward (at between −3.8 and −5.9) present
some of the bigest declining trends in mortality related to BC identified worldwide [24,28].
Despite these declines in mortality rates, BC continues to have a significant impact on YPLL
in Spain, particularly in men.

According to data from the Spanish Cancer Registry Network (Red Española de
Registros de Cáncer—REDECAN) [25,48,49], incidences of BC in Spain have increased
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in men and even doubled in women over the last 20 years. Therefore, we believe that
decreases in mortality cannot be attributed to declining numbers of cases. Demographic
variations, the natural history of the disease (and exposure to risk factors), health services
and changes in health information systems are probable explanations for the observed
decreases in mortality rates.

Of the four groups of factors that may have influenced trends in BC mortality rates,
there are two that are modifiable: exposure to risk factors and quality of health services.
On the other hand, the impact of demographic variations and health information systems
may restrict the interpretation of the results. These aspects are developed further below.

4.1. Exposure to Risk Factors

The introduction of the Anti-Smoking Law (Law 28/2005) and its subsequent amend-
ment (Law 42/2010), as well as the consequent decrease in smoking in Spain, could explain
the improvements in mortality figures. According to the data analysed, changes in mor-
tality trends related to BC can be observed in men and women aged over 75 at 2 and
3 years, respectively, following the enactment of the law. Clearly, the variable latency
period between exposure to tobacco, subsequent development of BC and mortality from the
disease make it difficult to assess the direct impact of the Anti-Smoking Law. In addition,
this study was not designed to evaluate the impact of the Anti-Smoking Law on changes in
smoking habits.

It is difficult to know the true impact of the Law for the Prevention of Risk at Work
and also to know the true impact of the different subsequent modifications to this law,
as these have not been evaluated. Additionally, it is difficult to attribute occupational
exposure to carcinogens as the sole cause of BC [3,10]. Although the incidence of BC related
to occupational exposure increased in the decade between 2000 and 2010, mortality risk
declined for both sexes [50]. Furthermore, a reduction in risk over time has been observed
in several occupations, such as for drivers and for mechanics [50,51].

Other risk factors, such as infection by Schistosoma haematobium [1], are rare in Spain;
therefore, these are not considered to have influenced the significant variations observed in
the numbers of deaths.

4.2. Health Services: Diagnosis and Treatment

BC is considered an avoidable cause of death, both by primary prevention and by early
detection and treatment, as well as by improvements in treatments and medical care [42].

BC prognoses are dependent on their stages and their grades. Delays in diagnoses and
treatments affect overall survival. BC diagnoses are initially made based on symptoms, and
in this context, primary care training is very important, along with advances in radiological
tests (and having access to these).

Based on these findings, we believe that a reorientation of health systems towards
prevention, as well as an establishment of rapid diagnostic and treatment circuits, could
be expected to contribute to a reduction in BC mortality rates and the disease’s impact on
YPLL without incurring excessive additional costs.

The risk of recurrence is high for non-muscle-invasive BC patients; hence, the use of
biomarkers, cystoscopy surveillance and intravesical treatments can reduce its progression
and, thus, its mortality [52].

New treatments such as PD-1/PD-L1 inhibitors have shown to decrease mortality
in patients with metastatic BC. However, their impact on the mortality trends analysed
here should not be considered significant, as recommendations for their use are relatively
recent [1]. More time is probably needed to observe changes in mortality resulting from
these treatments.

The extension of the indications for radical cystectomy to elderly patients [20,21]
and the progressive incorporation of neoadjuvant chemotherapy [13,14] into treatment
protocols in Spain may have contributed to the decrease in mortality observed in the trend
analysis, particularly in the group aged 75 and older. For this reason, it is important to
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continue implementing bladder-sparing treatments and systemic treatments and to perform
cystectomies in fit patients regardless of their age [53]. All of these treatments contribute to
reducing bladder cancer-specific mortality.

4.3. Demographic Variations and Impact According to Sex

According to the data analysed, PM has not decreased in the women’s group under
the age of 75. The mortality rate in this group is very low (age adjusted mortality rate of
1–1.1 per 100,000 inhabitants), which makes demonstrating a decrease in mortality very
complicated in contrast to the situation involving men or women over the age of 75. Other
conditioning factors, such as increased incidences in this group or social and health aspects
that confer worse prognoses, must also be considered.

As women present more advanced diseases and have lower survival rates, gender is
considered an independent risk factor for BC mortality [54]. Women with BC are considered
to be at excess risk of mortality compared to men [55–57]. This can be explained by delays in
diagnoses; for example, symptoms such as microhematuria or irritative voiding symptoms
may be initially misidentified as benign pathologies (usually urinary infections), thus
delaying diagnoses of BC [57].

On the other hand, changes in lifestyle and environmental exposure may increase
BC incidences in women. An increase in the incidence rate of BC related to occupational
exposure has been observed in women compared to men, which may contribute to the fact
that there has not been a decrease in the mortality rate in younger women [50]. The increase
in female smokers in the 1980s and 1990s (especially in young women) could be responsible
for the rise in incidences and the consequent absence of declines in mortality [7,9]. If the
BC incidence continues to increase, maybe in the next few years, there will be an increase
in mortality in women.

In the literature, a decrease in mortality has been described in European women [24], but
a stratified analysis by age allows us to affirm that premature mortality in women has not
decreased, and this is probably the group that can benefit the most from specific interventions.

New studies are needed in order to analyse whether delayed diagnosis is a factor and
whether there have been changes in levels of exposure to risk factors based on gender;
moreover, there is a need to plan specific campaigns for early diagnosis and prevention of
smoking in the population group of women under the age of 75.

4.4. Strengths and Limitations

To our knowledge, this is the first study to analyse BC mortality trends in Spain in
the last 15 years. The length of the period under study and the methodology used in the
analysis underpin the reliability of the conclusions, accurately establishing whether the
data observed in mortality due to BC were random or not.

Despite the fact that the population database provided by the INE is an official and
objective source with standardised coding methods, a possible variation in coding the cause
of death due to BC could be a limitation when interpreting the results. In order to try to
reduce the scope of this possible bias, data were selected following the implementation of
the ICD-10 coding system in 1999. On the other hand, despite the reliability of the data
obtained, a possible limitation of this study could be the absence of individual variables.
This makes it impossible to identify individual factors that may be associated with changes
in mortality detected, meaning that hypotheses can be generated but not confirmed. More
research is needed to confirm the hypotheses developed in the present study.

Another limitation of the study relates to the possible impacts of demographic factors.
Migratory flows or an ageing population may impact the variation of mortality trends ob-
served; moreover, these variations may be a result of other modifiable health determinants.
In order to reduce possibilities of these biases, AAMRs adjusted to the European standard
population were used in addition to crude mortality rates.



J. Clin. Med. 2022, 11, 930 9 of 11

4.5. Application to Clinical Practice

Based on the analysis of the data obtained, we consider it possible that the BC mortality
rate will continue to improve. A reduction in the mortality rate and YPLL could be achieved
by directing efforts towards smoking prevention and health education in people under
75 years of age. As far as early diagnosis is concerned, specific strategies are needed, such
as training in early BC detection for primary care physicians and improvements in referral
protocols for both men and women.

5. Conclusions

The last 20 years observed a decrease in BC mortality rates, except in women under
75 years of age. Despite this temporal trend towards decreasing mortality, BC continues to
have a significant impact on YPLL, especially in men. In order to address this, resources
should be allocated towards targeted prevention and early diagnosis strategies.

Author Contributions: P.S.-S., L.M.-C., V.F.G.-G., J.A.Q. and L.G.-P. contributed to the conceptu-
alization, methodology, formal analysis, investigation, data curation and writing—original draft
preparation. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declara-
tion of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of Miguel
Hernandez University (protocol code 210713141516, 15 June 2021).

Informed Consent Statement: Patient consent was waived because this are anonymized data from
an official source.

Data Availability Statement: Data were downloaded from the Instituto Nacional de Estadística
(INE) website at https://www.ine.es (accessed on 27 January 2021).

Acknowledgments: The authors thank John Maher for his help with the English version of the text.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Witjes, J.A.; Bruins, H.M.; Cathomas, R.; Compérat, E.M.; Cowan, N.C.; Gakis, G.; Hernández, V.; Linares Espinós, E.; Lorch, A.;

Neuzillet, Y.; et al. European Association of Urology Guidelines on Muscle-Invasive and Metastatic Bladder Cancer: Summary of
the 2020 Guidelines. Eur. Urol. 2021, 79, 82–104. [CrossRef] [PubMed]

2. Burger, M.; Catto, J.W.F.; Dalbagni, G.; Grossman, H.B.; Herr, H.; Karakiewicz, P.; Kassouf, W.; Kiemeney, L.A.; La Vecchia, C.;
Shariat, S.; et al. Epidemiology and Risk Factors of Urothelial Bladder Cancer. Eur. Urol. 2013, 63, 234–241. [CrossRef] [PubMed]

3. Cumberbatch, M.G.K.; Jubber, I.; Black, P.C.; Esperto, F.; Figueroa, J.D.; Kamat, A.M.; Kiemeney, L.; Lotan, Y.; Pang, K.; Silverman,
D.T.; et al. Epidemiology of Bladder Cancer: A Systematic Review and Contemporary Update of Risk Factors in 2018. Eur. Urol.
2018, 74, 784–795. [CrossRef] [PubMed]

4. Yang, Z.; Bai, Y.; Liu, M.; Hu, X.; Han, P. Development and Validation of a Prognostic Nomogram for Predicting Cancer-specific
Survival after Radical Cystectomy in Patients with Bladder Cancer:A Population-based Study. Cancer Med. 2020, 9, 9303–9314.
[CrossRef]

5. Sonpavde, G.; Pond, G.R.; Rosenberg, J.E.; Choueiri, T.K.; Bellmunt, J.; Regazzi, A.M.; Mullane, S.A.; Necchi, A.; Raggi, D.; Lee,
J.-L.; et al. Nomogram to Assess the Survival Benefit of New Salvage Agents for Metastatic Urothelial Carcinoma in the Era of
Immunotherapy. Clin. Genitourin. Cancer 2018, 16, e961–e967. [CrossRef]

6. Sureda, X.; Martínez-Sánchez, J.M.; Fu, M.; Pérez-Ortuño, R.; Martínez, C.; Carabasa, E.; López, M.J.; Saltó, E.; Pascual, J.A.;
Fernández, E. Impact of the Spanish Smoke-Free Legislation on Adult, Non-Smoker Exposure to Secondhand Smoke: Cross-
Sectional Surveys before (2004) and after (2012) Legislation. PLoS ONE 2014, 9, e89430. [CrossRef]

7. Evaluación de Las Políticas de Control Del Tabaquismo En España (Leyes 28/2005 y 42/2010) Revisión de La Evidencia; Grupo
de Trabajo Sobre Tabaquismo de la Sociedad Española de Epidemiología. 2017. Available online: https://www.seepidemiologia.
es/documents/dummy/V9.0%20-%20Libro%20Tabaquismo%202017%20-%20Abierto%20Final.pdf (accessed on 22 June 2021).

8. World Health Organization (WHO). Report on the Global Tobacco Epidemic 2019: Offer Help to Quit Tobacco Use; World Health
Organization: Geneva, Switzerland, 2019; p. 219.

9. Villalbi, J.; Suelves, J.; Martínez, C.; Valverde, A.; Cabezas, C.; Fernández, E. El Control Del Tabaquismo En España: Situación
Actual y Prioridades. Rev. Esp. Salud Pública 2019, 93, e1–e6.

https://www.ine.es
http://doi.org/10.1016/j.eururo.2020.03.055
http://www.ncbi.nlm.nih.gov/pubmed/32360052
http://doi.org/10.1016/j.eururo.2012.07.033
http://www.ncbi.nlm.nih.gov/pubmed/22877502
http://doi.org/10.1016/j.eururo.2018.09.001
http://www.ncbi.nlm.nih.gov/pubmed/30268659
http://doi.org/10.1002/cam4.3535
http://doi.org/10.1016/j.clgc.2018.03.016
http://doi.org/10.1371/journal.pone.0089430
https://www.seepidemiologia.es/documents/dummy/V9.0%20-%20Libro%20Tabaquismo%202017%20-%20Abierto%20Final.pdf
https://www.seepidemiologia.es/documents/dummy/V9.0%20-%20Libro%20Tabaquismo%202017%20-%20Abierto%20Final.pdf


J. Clin. Med. 2022, 11, 930 10 of 11

10. Cogliano, V.J.; Baan, R.; Straif, K.; Grosse, Y.; Lauby-Secretan, B.; El Ghissassi, F.; Bouvard, V.; Benbrahim-Tallaa, L.; Guha, N.;
Freeman, C.; et al. Preventable Exposures Associated With Human Cancers. JNCI J. Natl. Cancer Inst. 2011, 103, 1827–1839.
[CrossRef]

11. Mir, M.C.; Marchioni, M.; Zargar, H.; Zargar-Shoshtari, K.; Fairey, A.S.; Mertens, L.S.; Dinney, C.P.; Krabbe, L.M.; Cookson, M.S.;
Jacobsen, N.E.; et al. Nomogram Predicting Bladder Cancer-Specific Mortality After Neoadjuvant Chemotherapy and Radical
Cystectomy for Muscle-Invasive Bladder Cancer: Results of an International Consortium. Eur. Urol. Focus 2020, 7, 1347–1354.
[CrossRef]

12. Yin, M.; Joshi, M.; Meijer, R.P.; Glantz, M.; Holder, S.; Harvey, H.A.; Kaag, M.; Fransen van de Putte, E.E.; Horenblas, S.; Drabick, J.J.
Neoadjuvant Chemotherapy for Muscle-Invasive Bladder Cancer: A Systematic Review and Two-Step Meta-Analysis. Oncologist
2016, 21, 708–715. [CrossRef]

13. Booth, C.M.; Karim, S.; Brennan, K.; Siemens, D.R.; Peng, Y.; Mackillop, W.J. Perioperative Chemotherapy for Bladder Cancer in
the General Population: Are Practice Patterns Finally Changing? Urol. Oncol. 2018, 36, 89.e13–89.e20. [CrossRef]

14. Reardon, Z.D.; Patel, S.G.; Zaid, H.B.; Stimson, C.J.; Resnick, M.J.; Keegan, K.A.; Barocas, D.A.; Chang, S.S.; Cookson, M.S. Trends
in the Use of Perioperative Chemotherapy for Localized and Locally Advanced Muscle-Invasive Bladder Cancer: A Sign of
Changing Tides. Eur. Urol. 2015, 67, 165–170. [CrossRef]

15. Del Pozo Jiménez, G.; Herranz Amo, F.; Subirá Ríos, D.; Rodríguez Fernández, E.; Bueno Chomón, G.; Moralejo Gárate, M.; Durán
Merino, R.; Escribano Patiño, G.; Carballido Rodríguez, J.; Hernández Fernández, C. Mortality Prediction Model for Patients with
Bladder Urothelial Tumor after Radical Cystectomy. Actas Urol. Esp. 2020, 44, 215–223. [CrossRef]

16. Domínguez, A.; Muñoz-Rodríguez, J.; Martos, R.; Parejo, V.; Prera, Á.; Tremps, C.; Bonfill, T.; Del Pino, C.; Augé, A.; Prats, J.
Progressive Perioperative Benefits of Laparoscopy in Combination with an ERAS (Enhanced Recovery After Surgery) Protocol in
Radical Cystectomy with Ileal Conduit. Actas Urol. Esp. 2021, 45, 289–299. [CrossRef]

17. Ferran-Carpintero, A.; Domínguez-García, A.; Muñoz-Rodríguez, J.; Barquero-López, M.; Prera-Vilaseca, Á.; Bonfill-Abella, T.;
Gallardo-Díaz, E.; Hannaoui-Hadi, N.; García-Rojo, D.; Prats-López, J. Impact of Anemia on the Survival of Patients Undergoing
Radical Cystectomy for Bladder Cancer. Actas Urol. Esp. 2020, 44, 489–496. [CrossRef]

18. Carrion, A.; Piñero, A.; Raventós, C.; Lozano, F.; Díaz, F.; Morote, J. Comparison of Perioperative Outcomes and Complications of
Robot Assisted Radical Cystectomy with Extracorporeal vs Intracorporeal Urinary Diversion. Actas Urol. Esp. 2019, 43, 277–283.
[CrossRef]

19. Instituto Nacional de Estadística. 2021. Available online: https://www.ine.es/ (accessed on 27 January 2021).
20. March Villalba, J.A.; Martínez Jabaloyas, J.M.; Pastor Hernández, F.; Günthner Stefan, F.J.; Rodríguez Navarro, R.; Chuan Nuez,

P. Radical cystectomy as a muscle-invasive bladder cancer treatment in elderly patients. Actas Urol. Esp. 2008, 32, 696–704.
[CrossRef]

21. Trulson, J.J.; Sharma, P.; Haden, T.; Kheterpal, E.; Pokala, N. Comparative Survival Following Different Treatment Modalities for
Stage T2 Bladder Cancer in Octogenarians. World J. Urol. 2014, 32, 425–429. [CrossRef]

22. Ferlay, J.; Colombet, M.; Soerjomataram, I.; Mathers, C.; Parkin, D.M.; Piñeros, M.; Znaor, A.; Bray, F. Estimating the Global
Cancer Incidence and Mortality in 2018: GLOBOCAN Sources and Methods. Int. J. Cancer 2019, 144, 1941–1953. [CrossRef]

23. European Comission. ECIS—European Cancer Information System From. Available online: https://ecis.jrc.ec.europa.eu/
(accessed on 19 June 2021).

24. Antoni, S.; Ferlay, J.; Soerjomataram, I.; Znaor, A.; Jemal, A.; Bray, F. Bladder Cancer Incidence and Mortality: A Global Overview
and Recent Trends. Eur. Urol. 2017, 71, 96–108. [CrossRef]

25. REDECAN. Estimaciones de La Incidencia y La Supervivencia Del Cáncer En España y Su Situación En Europa; La Red Española de
Registros de Cáncer (REDECAN): Fenwick, ON, Canada, 2014.

26. Fernández, M.I.; Brausi, M.; Clark, P.E.; Cookson, M.S.; Grossman, H.B.; Khochikar, M.; Kiemeney, L.A.; Malavaud, B.; Sanchez-
Salas, R.; Soloway, M.S.; et al. Epidemiology, Prevention, Screening, Diagnosis, and Evaluation: Update of the ICUD–SIU Joint
Consultation on Bladder Cancer. World J. Urol. 2019, 37, 3–13. [CrossRef] [PubMed]

27. Bernal-Pérez, M.; Souza, D.L.B.; Romero-Fernández, F.J.; Gómez-Bernal, G.; Gómez-Bernal, F.J. Estimación de las proyecciones
del cáncer de vejiga en España. Actas Urol. Esp. 2013, 37, 286–291. [CrossRef] [PubMed]

28. Bosetti, C.; Bertuccio, P.; Chatenoud, L.; Negri, E.; La Vecchia, C.; Levi, F. Trends in Mortality From Urologic Cancers in Europe,
1970–2008. Eur. Urol. 2011, 60, 1–15. [CrossRef] [PubMed]

29. Chavan, S.; Bray, F.; Lortet-Tieulent, J.; Goodman, M.; Jemal, A. International Variations in Bladder Cancer Incidence and Mortality.
Eur. Urol. 2014, 66, 59–73. [CrossRef]

30. Mackenbach, J.P.; Kulhánová, I.; Menvielle, G.; Bopp, M.; Borrell, C.; Costa, G.; Deboosere, P.; Esnaola, S.; Kalediene, R.; Kovacs,
K.; et al. Trends in Inequalities in Premature Mortality: A Study of 3.2 Million Deaths in 13 European Countries. J. Epidemiol.
Community Health 2015, 69, 207–217. [CrossRef]

31. Regidor, E.; Santos, J.M.; Ortega, P.; Calle, M.E.; Astasio, P.; Martínez, D. Decreasing Income Inequality and Emergence of the
Association between Income and Premature Mortality: Spain, 1970–2010. Health Place 2014, 27, 30–37. [CrossRef]

32. Indicadores Clave Del Sistema Nacional de Salud. Fichas Técnicas Del Sistema de Información Sanitaria. Agencia de Calidad
Del Sistema Nacional de Salud. Subcomisión de Sistemas de Información Del NS, Ministerio de Sanidad. Edición 2010.
Available online: Http://Inclasns.Mscbs.Es (accessed on 31 December 2020).

http://doi.org/10.1093/jnci/djr483
http://doi.org/10.1016/j.euf.2020.07.002
http://doi.org/10.1634/theoncologist.2015-0440
http://doi.org/10.1016/j.urolonc.2017.11.015
http://doi.org/10.1016/j.eururo.2014.01.009
http://doi.org/10.1016/j.acuro.2019.08.006
http://doi.org/10.1016/j.acuro.2020.10.008
http://doi.org/10.1016/j.acuro.2020.04.005
http://doi.org/10.1016/j.acuro.2019.01.006
https://www.ine.es/
http://doi.org/10.1016/S0210-4806(08)73917-2
http://doi.org/10.1007/s00345-013-1123-2
http://doi.org/10.1002/ijc.31937
https://ecis.jrc.ec.europa.eu/
http://doi.org/10.1016/j.eururo.2016.06.010
http://doi.org/10.1007/s00345-018-2436-y
http://www.ncbi.nlm.nih.gov/pubmed/30105454
http://doi.org/10.1016/j.acuro.2012.07.007
http://www.ncbi.nlm.nih.gov/pubmed/23260185
http://doi.org/10.1016/j.eururo.2011.03.047
http://www.ncbi.nlm.nih.gov/pubmed/21497988
http://doi.org/10.1016/j.eururo.2013.10.001
http://doi.org/10.1136/jech-2014-204319
http://doi.org/10.1016/j.healthplace.2014.01.010
Http://Inclasns.Mscbs.Es


J. Clin. Med. 2022, 11, 930 11 of 11

33. Kamel, M.H.; Moore, P.C.; Bissada, N.K.; Heshmat, S.M. Potential Years of Life Lost Due to Urogenital Cancer in the United States:
Trends From 1972 to 2006 Based on Data From the SEER Database. J. Urol. 2012, 187, 868–871. [CrossRef]

34. Gil Mary, A.; Alfonso Sánchez, J.L.; Cortés Vizcaino, C.; Saiz Sánchez, C.; Cortina Greus, P. Bladder cancer: Study of mortality in
Spain (1968–1982). Actas Urol. Esp. 1989, 13, 85–89.

35. Lopez-Abente, G. Bladder Cancer in Spain. Mortality Trends (1955–1975). Cancer 1983, 51, 2367–2370. [CrossRef]
36. Ruiz Cerdá, J.L.; Alfonso Gil, R.; Domenech Ferrando, E.; Pascual Bueno, J.; Vera Donoso, C.D.; Martínez Jabaloyas, J.; Jiménez

Cruz, J.F. The evolution over time (1960–1990) of mortality and the ratio of males in bladder cancer in Spain. Actas Urol. Esp. 1995,
19, 196–202.

37. Yako-Suketomo, H.; Katanoda, K. Comparison of Time Trends in Bladder Cancer Mortality (1990–2006) between Countries Based
on the WHO Mortality Database. Jpn. J. Clin. Oncol. 2010, 40, 483–484. [CrossRef]

38. López-Abente, G. Cancer surveillance in Spain: Regional inequalities and peculiarities of temporal trends. Bull. Cancer 2013, 100,
E11–E14. [CrossRef]

39. Santos Arrontes, D.; Fernández Arjona, M.; Valer López-Fando, M.P.; Pascual Mateo, C.; De Castro Barbosa, F.; Cortés Aránguez,
I.; Jiménez, I. Tobacco consumption and bladder cancer mortality in Spain. Arch. Esp. Urol. 2006, 59, 141–145. [CrossRef]

40. Nolte, E.; McKee, M. Measuring the Health of Nations: Analysis of Mortality Amenable to Health Care. Br. Med. J. 2003, 327,
1129. [CrossRef]

41. Nolte, E.; McKee, M. Variations in Amenable Mortality—Trends in 16 High-Income Nations. Health Policy 2011, 103, 47–52.
[CrossRef]

42. Simonato, L.; Ballard, T.; Bellini, P.; Winkelmann, R. Avoidable Mortality in Europe 1955–1994: A Plea for Prevention. J. Epidemiol.
Community Health 1998, 52, 624–630. [CrossRef]

43. Eurostat. Avoidable Mortality: OECD/Eurostat Lists of Preventable and Treatable Causes of Death. 2019. Available online:
https://www.oecd.org/Health/Health-Systems/Avoidable-Mortality-2019-Joint-OECD-Eurostat-List-Preventable-Treatable-
Causes-of-Death.Pdf (accessed on 19 June 2021).

44. Estadísticas de Población a Nivel Regional. Available online: http://ec.europa.eu/eurostat/en/web/products-manuals-and-
guidelines/-/KS-RA-13-028 (accessed on 28 January 2021).

45. Kim, H.J.; Fay, M.P.; Feuer, E.J.; Midthune, D.N. Permutation Tests for Joinpoint Regression with Applications to Cancer Rates.
Stat. Med. 2000, 19, 335–351. [CrossRef]

46. IBM SPSS Statistics for Windows, version 26.0IBM; IBM Corp.: Armonk, NY, USA, 2019.
47. Joinpoint Regression Program, version 4.8.0.1; Statistical Research and Applications Branch, National Cancer Institute: Bethesda,

MD, USA, 2020.
48. REDECAN. Estimaciones De La Incidencia Del Cáncer En España, 2019; Red Española de Registros de Cáncer (REDECAN). 2019.

Available online: https://redecan.org/storage/documents/c1e2997b-c0f2-4cdc-bb4a-b09662b6e009.pdf (accessed on 20 June 2021).
49. REDECAN. Estimaciones de La Incidencia Del Cáncer En España, 2020.; Red Española de Registros de Cáncer (REDECAN). 2020.

Available online: File:///C:/Users/Laura%20Grigoras/Downloads/Informe_incidencia_REDECAN_2020.pdf (accessed on 20
June 2021).

50. Cumberbatch, M.G.K.; Cox, A.; Teare, D.; Catto, J.W.F. Contemporary Occupational Carcinogen Exposure and Bladder Cancer: A
Systematic Review and Meta-Analysis. JAMA Oncol. 2015, 1, 1282–1290. [CrossRef]

51. Manju, L.; George, P.S.; Mathew, A. Urinary Bladder Cancer Risk among Motor Vehicle Drivers: A Meta-Analysis of the Evidence,
1977–2008. Asian Pac. J. Cancer Prev. 2009, 10, 287–294.

52. Sylvester, R.J.; Rodríguez, O.; Hernández, V.; Turturica, D.; Bauerová, L.; Bruins, H.M.; Bründl, J.; van der Kwast, T.H.; Brisuda,
A.; Rubio-Briones, J.; et al. European Association of Urology (EAU) Prognostic Factor Risk Groups for Non-Muscle-Invasive
Bladder Cancer (NMIBC) Incorporating the WHO 2004/2016 and WHO 1973 Classification Systems for Grade: An Update from
the EAU NMIBC Guidelines Panel. Eur. Urol. 2021, 79, 480–488. [CrossRef]

53. Ploussard, G.; Daneshmand, S.; Efstathiou, J.A.; Herr, H.W.; James, N.D.; Rödel, C.M.; Shariat, S.F.; Shipley, W.U.; Sternberg,
C.N.; Thalmann, G.N.; et al. Critical Analysis of Bladder Sparing with Trimodal Therapy in Muscle-Invasive Bladder Cancer: A
Systematic Review. Eur. Urol. 2014, 66, 120–137. [CrossRef]

54. May, M.; Bastian, P.J.; Brookman-May, S.; Fritsche, H.-M.; Tilki, D.; Otto, W.; Bolenz, C.; Gilfrich, C.; Trojan, L.; Herrmann, E.; et al.
Gender-Specific Differences in Cancer-Specific Survival after Radical Cystectomy for Patients with Urothelial Carcinoma of the
Urinary Bladder in Pathologic Tumor Stage T4a. Urol. Oncol. 2013, 31, 1141–1147. [CrossRef]

55. Micheli, A.; Ciampichini, R.; Oberaigner, W.; Ciccolallo, L.; de Vries, E.; Izarzugaza, I.; Zambon, P.; Gatta, G.; De Angelis, R.;
EUROCARE Working Group. The Advantage of Women in Cancer Survival: An Analysis of EUROCARE-4 Data. Eur. J. Cancer
1990, 45, 1017–1027. [CrossRef]

56. Micheli, A.; Mariotto, A.; Giorgi Rossi, A.; Gatta, G.; Muti, P. The Prognostic Role of Gender in Survival of Adult Cancer Patients.
EUROCARE Working Group. Eur. J. Cancer 1998, 34, 2271–2278. [CrossRef]

57. Grajales, V.; Bandari, J.; Hale, N.E.; Yabes, J.G.; Turner, R.M.; Fam, M.M.; Sabik, L.M.; Gingrich, J.R.; Davies, B.J.; Jacobs, B.L.
Associations Between Female Sex and Treatment Patterns and Outcomes for Muscle-Invasive Bladder Cancer. Urology 2021, 151,
169–175. [CrossRef]

http://doi.org/10.1016/j.juro.2011.10.142
http://doi.org/10.1002/1097-0142(19830615)51:12&lt;2367::AID-CNCR2820511234&gt;3.0.CO;2-B
http://doi.org/10.1093/jjco/hyq063
http://doi.org/10.1684/bdc.2013.1744
http://doi.org/10.4321/s0004-06142006000200004
http://doi.org/10.1136/bmj.327.7424.1129
http://doi.org/10.1016/j.healthpol.2011.08.002
http://doi.org/10.1136/jech.52.10.624
https://www.oecd.org/Health/Health-Systems/Avoidable-Mortality-2019-Joint-OECD-Eurostat-List-Preventable-Treatable-Causes-of-Death.Pdf
https://www.oecd.org/Health/Health-Systems/Avoidable-Mortality-2019-Joint-OECD-Eurostat-List-Preventable-Treatable-Causes-of-Death.Pdf
http://ec.europa.eu/eurostat/en/web/products-manuals-and-guidelines/-/KS-RA-13-028
http://ec.europa.eu/eurostat/en/web/products-manuals-and-guidelines/-/KS-RA-13-028
http://doi.org/10.1002/(SICI)1097-0258(20000215)19:3&lt;335::AID-SIM336&gt;3.0.CO;2-Z
https://redecan.org/storage/documents/c1e2997b-c0f2-4cdc-bb4a-b09662b6e009.pdf
File:///C:/Users/Laura%20Grigoras/Downloads/Informe_incidencia_REDECAN_2020.pdf
http://doi.org/10.1001/jamaoncol.2015.3209
http://doi.org/10.1016/j.eururo.2020.12.033
http://doi.org/10.1016/j.eururo.2014.02.038
http://doi.org/10.1016/j.urolonc.2011.09.011
http://doi.org/10.1016/j.ejca.2008.11.008
http://doi.org/10.1016/S0959-8049(98)00324-4
http://doi.org/10.1016/j.urology.2020.06.058

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Exposure to Risk Factors 
	Health Services: Diagnosis and Treatment 
	Demographic Variations and Impact According to Sex 
	Strengths and Limitations 
	Application to Clinical Practice 

	Conclusions 
	References

