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Abstract: Urothelial carcinoma of the bladder (UCB) and upper tracts (UTUC) used to share
management with similar principles. However, their genetic and epigenetic differences along with
different responses to immunotherapy were recently identified, which are reminiscent of their distinct
etiologies. Different from the variety of environmental factors relating to UCB, UTUC is best known for
its close relationship with exposure to aristolochic acid (AA). AA is believed to cause its carcinogenicity
through forming DNA adducts of deoxyadenosine-aristolactam, as well as A:T→ T:A transversions
in the TP53 tumor suppressor gene. Since recent findings suggested that cancers with higher somatic
mutations are associated with better treatment responses upon immune checkpoint blockade, UTUC
and AA-related biomarkers reasonably serve as good candidates, as well as a potential prognostic
predictor for the flourishing immunotherapy. This review covers the current state of the literature
on the clinical response of UTUC and UCB receiving immunotherapy and points out directions for
refinement regarding patient selection.

Keywords: upper tract urothelial carcinoma; urothelial carcinoma of the bladder; aristolochic acid;
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1. Introduction

Being the ninth most predominant malignancy worldwide [1], bladder cancer has an estimation of
about 430,000 new cases diagnosed a year globally [2], with urothelial carcinoma of the bladder (UCB)
being the most common histological type [3]. On the other hand, upper tract urothelial carcinoma
(UTUC) is a malignancy affecting the lining of the urinary tract from the calyces to the distal ureter.
Despite accounting for only 5% of all urothelial cancers [4], about 60% of UTUCs are invasive at
diagnosis [5]. Although UTUC and UCB shared tobacco exposure as one of their main risk factors [6,7],
the consumption of aristolochic acid (AA), which had been a common component of Chinese medicines
and certain weight-losing medications, was identified as a depictive environmental factor associated
more with UTUC rather than UCB [8]. In endemic areas, more than half of the UTUC cases were
considered to be related to AA exposure based on molecular epidemiological evidence [9,10]. However,
relatively little attention has been paid to address their prognosis in clinical scenarios.
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2. The Link between AA and UTUC

AA is a natural alkaloid compound produced by the Aristolochia species of plants and was
implemented as a part of Chinese medicines in Eastern countries, while it mainly served as a component
of alternative medicine in Western countries for weight-loss or purely due to errors in plant collecting.
However, AA has been known for its close relationship with Chinese herbal nephropathy in the
East and Balkan endemic nephropathy in the West [9,11,12], both sharing the widespread interstitial
sclerosis and tubular atrophy extending from the outer to the inner cortex as their pathological
hallmarks [13–15]. Currently known as aristolochic acid nephropathy [16], this endemic disease may
not only result in end-stage renal disease (ESRD), but also UTUC [8,17–19]. Therefore, it is no surprise
that a consistent linkage between ESRD patients and their increased urothelial carcinoma (UC) risks
has been repeatedly reported in AA-endemic area [20,21], with a general sequential order being UC
after ESRD [22,23].

It has been well known that there is a significantly increased incidence rate for cancers among
patients with ESRD in dialysis-dependent patients, especially for cancers of the kidney or the upper
urinary tract, but not of the bladder, as compared with the general population [24–26]. However,
when we look closer into the pathological type, UC popped up as the most common carcinoma related
to patients suffering from chronic kidney disease or ESRD in AA-endemic areas [27–29], which is in
clear contrast to other countries where renal cell carcinoma is the predominant one [30,31]. In Taiwan,
it was estimated that one-third of their total population had ever consumed Chinese herbal products
containing AA [32]. Therefore, many researchers have looked into this specific population, discovering
that among 10,890 ESRD patients in Taiwan, chronic tubule-interstitial nephritis relating to long-term
use of Chinese herbs accounted for 19.4% of this population, and the following incidence of UC was as
high as 0.9%, with a recurrence rate of 35.7% [33]. The increased incidence of UC was still significantly
related to a history of Chinese herb use after kidney transplantation in Taiwan [34,35]. In addition,
a dose-dependent relationship was further demonstrated between the consumption of AA-containing
Chinese herbal products and an increased risk of cancer of the urinary tract [36]. In clear contrast to
non-endemic areas, UC in AA-endemic areas has consistently shown its slight female predominance
with a more dramatic surge in the incidence of UTUC as compared to that of UCB [37–40]. In Taiwan,
UTUC accounts for about 10–25% of all UC [41], and its recurrence has been linked to exposure
history to AA, as well as impaired kidney function [42,43]. The distinct epidemiology, therefore,
implies different underlying pathogenesis of a considerable part of UTUC that relates to a certain
carcinogenicity of AA, especially within AA-endemic areas.

As demonstrated by Grollman et al. [44], AA-derived DNA adducts were exclusively identified in
all patients with Balkan endemic nephropathy. Within patients diagnosed with UTUC, only those from
AA-endemic regions were found with AA-derived DNA adducts, accompanied by high frequencies of
mutations of A:T pairs of the TP53 gene. Further epidemiological research expanded by Jelaković et al.
showed that AA-derived DNA adducts were present in 70.1% of UTUC patients living in AA-endemic
areas [9], with a female-predominant trend. These DNA adducts persisted and can even be detected
decades after exposure [45]. In addition, mutations in the TP53 gene were identified in 40% of patients
from AA-endemic areas, with over half of these mutations being an A:T→ T:A transversion mutation [46].
Strikingly, 94% of these patients with A:T→ T:A transversion mutations had concurrent AA-derived DNA
adducts, reflecting the well-known intimate association between DNA adducts and gene mutations [47]
(Figure 1). In the case of AA, these DNA adducts are believed to exert their carcinogenic effect through
downregulation of DNA repair genes [48]. Similar findings in the Taiwan population echo the carcinogenic
potential for AA to lead to UTUC [10]. As a result, the high prevalence of DNA adducts and mutations
found in the upper urinary tract of patients exposed to AA may explain the reason why the chromosomal
aberrations in UTUC specimens were more complex than those in UCB specimens [49]. Besides, UTUC cases
were further found with more microsatellite instability and hypermethylation compared with UCB [50–53],
while their frequencies of certain genomic alterations, such as alternations in the TP53 and CDKN2A genes,
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also diverge [54]. These differences between UTUC and UCB not only highlight their different etiologies,
but may also influence their therapeutic strategies.
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Figure 1. An example of AA-derived DNA adducts leading to gene mutations. After reductive metabolism,
AA-derived DNA adducts are bound to the exocyclic amino groups of purine bases through their electrophilic
cyclic N-acylnitrenium ion. If the adducts persisted through DNA replications, mutations, such as an A:T→
T:A transversion in TP53 gene, may occur.

3. The Distinct Clinical Modality of UTUC

Besides their distinct etiologies and the resultant difference in mutations, UTUC may further
differ from UCB in terms of clinical modality. When it comes to clinical diagnosis of UTUC and UCB,
their diagnostic approaches have been different. Unlike UCB, the technical challenges of obtaining
sufficient tissue through ureteroscopic staging for UTUC increase the difficulty in making an accurate
diagnosis of stage T2 (muscle-invasive) or T3 (peripelvic fat, periureteral fat, or renal parenchymal
invasion) disease regarding its depth of infiltration [55]. Therefore, whether to perform radical
surgery or not is generally according to a combined risk stratification based on findings of computed
tomography urography, ureteroscopic biopsy, cytology, as well as the presence of hydronephrosis and
previous radical cystectomy history for bladder cancer [56].

These discrepancies between UTUC and UCB underline the rationale of developing distinct
therapeutic approaches respectively. In general, the notion of local treatment with kidney function
preservation is shared by low-risk UTUC and early-stage UCB [57,58]. However, for invasive high-risk
UTUC, radical nephroureterectomy (RNU) with bladder cuff excision with or without template
lymphadenectomy was considered as the standard of care [56], which is different from radical
cystectomy, urinary diversion, and lymph node dissection for advanced-stage UCB [59]. This divergence
in preserving kidney or not in advanced diseases further underpins the different concerns about their
following adjuvant therapies.

When it comes to adjuvant chemotherapy for urothelial carcinoma, the evidence for cisplatin-based
combination chemotherapy in UCB is fairly robust [60], while relatively limited, but supportive
evidence approves of this benefit in UTUC [56,61]. However, it is important to point out that due
to the compromised renal function following RNU of the invasive high-risk UTUC cases, they are
more likely to be unsuitable for cisplatin-based therapies, which have been well known for their renal
toxicity [62]. For instance, it was reported that in 388 patients who underwent RNU, their postoperative
mean estimated glomerular filtration rate was 24% lower than their preoperative one, and this further
excluded about one-third of eligible candidates for postoperative chemotherapy [63].
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Although cisplatin-based combination chemotherapy is also the first-line treatment for both
metastatic UTUC and UCB [64,65], more than half of these patients were likely to have compromised
performance status, impaired renal function, peripheral neuropathy, or heart failure, which resulted
in cisplatin ineligibility [66,67]. Moreover, despite the attempt to search for alternative first-line
chemotherapies, previous carboplatin-based treatments showed inferior outcomes compared with
cisplatin-based regimens in patients that can tolerate cisplatin [68]. A randomized trial of the EORTC
study 30986 comparing two carboplatin-based combination therapies also reported that treating
cisplatin-ineligible patients with both of these regimens may still result in substantial toxic effects [69].
In this study, severe acute toxicity, including death, grade 4 thrombocytopenia with bleeding, grade
3 or 4 renal toxicity, neutropenic fever, or mucositis, was observed in 9.3% and 21.2% of patients
among the two arms, respectively, with both of their median overall survival rates being less than
a year. As a result, the clinical modality of invasive high-risk or metastatic UTUC called for novel
therapeutic agents and therefore paved the way to find immune checkpoint inhibitors as one of the
most promising alternatives.

4. Immune Checkpoint Inhibitors in Cancer Treatment

In general, cell surface receptors that modulate immune responses of immune cells are classified
as immune checkpoints, such as programmed cell death protein 1 (known as PD1) and cytotoxic T
lymphocyte protein 4 (CTLA4). These molecules negatively regulate the immune system, preventing
excessive and prolonged immune activation that may otherwise lead to unwanted tissue damage
or even autoimmunity [70]. When we look into PD1, it is encoded by PDCD1, is expressed on T
cells and pro-B cells [71,72], and exerts its inhibitory function on T cell activity after attaching to
its ligands. However, tumor cells have been known to take advantage of this inhibitory pathway
by presenting ligands for PD1 (PD-L1 and PD-L2) [73,74], forming their immunosuppressive tumor
microenvironment accompanied by other immunosuppressive strategies [75–77]. Therefore, it has
been postulated that blocking inhibitory checkpoint molecules such as PD1 and its ligands, PD-L1
and PD-L2, could restore the suppressed anticancer immune response [78]. This therapeutic strategy
has developed into various inhibitory antibodies targeting immune checkpoints, which is known as
immune checkpoint inhibitors (ICIs).

Starting from the first PD-1 inhibitor, pembrolizumab, approved by the Food and Drug
Administration (FDA) in 2014, ICIs have gradually been implemented in the therapies against nine
different cancer types [79]. For instance, in the KEYNOTE-002 study, they compared pembrolizumab
and investigator-choice chemotherapy (ICC) for patients with unresectable stage III or stage IV
melanoma that was ipilimumab- and/or BRAF inhibitor-refractory [80]. It revealed that there was no
significant difference in overall survival between different regimens, but both arms of pembrolizumab
demonstrated superior median progression-free survival when compared to chemotherapy. In addition,
superior response rates and lower incidence of grade 3–4 treatment-related adverse events were
observed in the pembrolizumab arms. The robust clinical improvement with tolerable side effects of
ICIs led them to a variety of clinical trials thereafter.

To achieve optimal ICIs responses, it is believed that tissue-based assays for PD-L1 expression,
which was known to be associated with increased tumor size, aggressiveness, and poor outcome
in various tumors [81–83], could serve as one of the most important predictors for prognosis [84].
Other biomarkers that predict the outcome of ICI therapies include higher mutation load [85],
gene expression profiling linked to interferon gamma signaling [86], as well as densities and subtypes
of tumor-infiltrating cytotoxic T lymphocytes [87–89]. Since AA-related tumor has been known for
its extraordinarily high overall mutation rate [90], UTUC plausibly serves as a potential indicator to
optimize patient selection in ICI trails.

For the same purpose, past research has looked into the two major intrinsic subtypes distinguished
in UC, namely luminal and basal subtypes [91]. Intriguingly, although basal subtype tumors were found
with increased PD-L1 tumor cell expression and higher PD-L1 immune cell prevalence, their responses
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to the second-line PD-L1 inhibitor atezolizumab were much lower than those belonging to the luminal
cluster II subtype [92]. This finding was further repeated by another first-line atezolizumab trial [93],
suggesting that intrinsic molecular subtyping also plays a key role in predicting the response to ICIs.
Interestingly, it has been known that genes representing luminal subtype are highly expressed in
UTUC [94–96], which were also found to be associated with an elevated incidence of mutations in TP53
signaling, a greater genomic instability, and in non-smokers [97]. However, whether these findings
prospectively stand for better responses to ICIs or retrospectively relate to an exposure history to AA
require being clarified.

To date, many cancers that have been effectively treated by ICIs share the prognostic factors
introduced, and UC is no exception. It was reported that bladder tumor cells expressed relatively high
levels (about 20–30%) of PD-L1 [98,99]. In addition, the abundance of DNA alterations in UC is known
to be surpassed only by lung cancer and melanoma [100], and most UC lesions are also surrounded by
tumor-infiltrating immune cells [101]. These rationales led to multiple clinical trials to treat UC with
ICIs, including both second-line and first-line attempts.

5. ICIs as the Second-Line Therapy for UCB and UTUC

Although the overall objective response rate to first-line cisplatin-based therapy is acceptable,
the vast majority of UC cases eventually progress. In light of the high mutation load with a number of
these mutations linked to heightened immunogenicity [102], UC is a good candidate for ICI therapies.
Looking back to the first FDA-approved immunotherapy, Bacillus Calmette–Guerin, it decreases
the risk of UC recurrence through stimulating the immune response against tumor cells [103].
Currently, multiple ICIs have been proven to be beneficial in treating intractable UC cases, including
pembrolizumab, atezolizumab, nivolumab, durvalumab, and avelumab [79]. However, there is no trial
of ICI designed specifically for UTUC so far, with only a limited proportion of the trials for UC having
reported their subgroup analysis divided by the primary cancer site. Herein, we first introduce two
of these second-line ICI regimens for UC, which has also been tested as first-line attempts, and then
summarize current knowledge of the response of UTUC to ICIs.

Pembrolizumab (also known as Keytruda) is an anti-PD-1 monoclonal antibody. Among its
phase III KEYNOTE-045 trial [104,105], 542 patients whose UC had recurred after or progressed on
a platinum-based therapy were enrolled regardless of the level of PD-L1 expression and were randomly
assigned to pembrolizumab (200 mg every three weeks for two years) or ICC (between paclitaxel,
docetaxel, or vinflunine). It revealed that the overall survival was significantly increased within the
pembrolizumab arm compared with chemotherapy, with the median being 10.3 versus 7.4 months.
The response rate was also higher in the pembrolizumab arm, accounting for 21.1% versus 11.0% in the
chemotherapy arm. In addition, other significant advantages of pembrolizumab over chemotherapy
were also observed in terms of the higher estimated rate of response with a duration of 12 months or
longer, a longer time to deterioration in health-related quality of life analysis [106], as well as a lower
rate of serious treatment-related adverse events. Despite the lack of a statistically-significant difference
in progression-free survival, the estimated 18-month progression-free survival rates were 16.8% versus
3.5% in favor of pembrolizumab.

Another PD-L1 inhibitor discussed here, atezolizumab, was most famous for its IMvigor211 phase
III trial [107], in which 931 patients with metastatic UC treated after platinum-based chemotherapy were
randomly treated with either atezolizumab (1200 mg every three weeks) or ICC (between vinflunine,
paclitaxel, or docetaxel). In this study, overall survival was also examined hierarchically in pre-specified
populations according to PD-L1-expressional prevalence of tumor-infiltrating immune cells. Although
they did not discover a significant improvement with atezolizumab in overall survival within the
subgroup of 234 patients with PD-L1 expression no less than 5%, the median duration of response
turned out to be longer with atezolizumab compared with chemotherapy (15.9 versus 8.3 months).
Similar findings were noted in the intention-to-treat population (21.7 versus 7.4 months), with 13.9% of
patients in the atezolizumab arm remaining on treatment compared with only 1.9% of those assigned
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to chemotherapy during a median follow-up of 17.3 months. As expected, a higher response rate
was observed in patients with elevated PD-L1 expression within the atezolizumab arm, while this
characteristic was also linked to better responses in the chemotherapy arm. Importantly, the incidence
of grade 3–4 toxicity was lower with atezolizumab compared with chemotherapy (20% versus 43%),
and so was the incidence of treatment discontinuation (7% versus 18%) among the intention-to-treat
population. Therefore, the superior safety profile and its durable responses in line with the previous
phase 2 data allowed atezolizumab to be utilized in this setting.

Among all the second-line trials reviewed, only three of them had reported their outcomes
regarding the UTUC subgroup, accounting for about 15–22% of their UC cases. In the single-arm phase
2 atezolizumab trial, durable, but slightly inferior response was noted in the UTUC group compared to
the UCB group [92]. The following phase 3 RCT of atezolizumab, IMvigor211, showed no significant
improvement with atezolizumab in overall survival of the UTUC and UCB subgroups, which reflects
their null result in the whole cohort [107]. However, whether other benefits of atezolizumab observed
in this trial, such as longer median duration of response and higher percentages remaining on treatment,
had differences between UTUC and UCB was not shown. The third trial, known as theKEYNOTE-045
trial, showed that both UTUC and UCB tend to benefit from pembrolizumab more [104]. However,
in both RCTs discussed, their confidence intervals of the UTUC subgroups were relatively wide.
If future trials could further expand the UTUC sample size and report more associations related to this
subgroup, more precise comments could then be made regarding the differences in the responses to
ICIs, both between and within each subgroup.

Besides the successful development of ICIs into promising second-line monotherapies for advanced
or metastatic UC, there have also been efforts implementing ICI agents as a part of combination
therapies, including combinations of ICIs and chemotherapy, as well as combinations of ICIs and other
immunotherapeutic agents. For instance, a randomized phase I/II study called CheckMate 032 was
dedicated to finding the difference in safety and efficacy between nivolumab monotherapy (3 mg/kg)
and nivolumab plus ipilimumab (at two different combinations of dosages) for four cycles followed by
nivolumab monotherapy in advanced or metastatic solid tumors [108]. Within this cohort, the results
concerning 208 patients with advanced or metastatic UC previously treated with a platinum-based
therapy were reported, demonstrating that one of the combination treatment courses was not only
associated with significantly better antitumor activity, but also well tolerated. Therefore, an extended
phase III study, known as CheckMate 901, has been actively under investigation.

There are also ongoing clinical trials implementing atezolizumab or pembrolizumab as second-line
therapies for BCG-unresponsive patients with non-muscle invasive bladder cancers [109,110],
with encouraging news for pembrolizumab (of 200 mg every three weeks for 24 months), resulting in
a three-month complete response rate of 38.8% [111]. Provided these flourishing prospects to treat UC
with second-line ICI agents, however, it is critical to point out that most, if not all, of these investigations
performed their studies focusing on UC, other than UTUC or AA-associated UC. Based on the different
pathogenic mechanisms identified that may influence the response to ICIs, we encourage future
research to do subgroup analysis based on UTUC, as well as an exposure history of AA.

6. First-Line ICIs for UCB and UTUC

As discussed in the previous sections, about half of the UC patients were ineligible for cisplatin-based
therapy. Provided with the rationale to test out ICIs as the first-line alternative therapy for cisplatin-ineligible
patients, clinical trials of pembrolizumab and atezolizumab have been carried out with an eye on the
subgroup analysis divided by primary tumor sites.

Starting from 2015, the phase II KEYNOTE-052 study of pembrolizumab (200 mg every three
weeks for up to two years) enrolled 370 patients with advanced UC who were also not eligible for
a platinum-based treatment [112]. Among these patients, 42% of them were performance status 2,
while 50% of them were included due to renal impairment. At a median follow-up of 9.5 months,
there were 7% complete responses and 22% partial responses documented, and the median duration of
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response had not been reached. In addition, although responses were seen in all of the categories of
PD-L1 expression, the highest response was found within patients with a combined positive score no
less than 10%. When it comes to the subgroup analysis regarding the primary tumor site, slightly better
response rates were noted in UCB, which was 28% compared to 22% in UTUC. In order to further
evaluate the comparative efficacy, as well as safety for first-line use of pembrolizumab in this scenario,
a phase 3 KEYNOTE-361 trial has been under investigation.

On the other hand, the study project IMvigor210 initiated its enrollment in 2014, which is
a multicenter, single-arm phase II study of atezolizumab use (a total dose 1200 mg provided every
three weeks) as first-line therapy for advanced or metastatic UC in 119 cisplatin-ineligible patients [93].
Seventy percent of these patients had renal impairment, while 56% of them had at least one independent
prognostic risk factor (known as Bajorin risk factors) utilized to predict survival in metastatic UC [113].
After a median treatment duration of 15 weeks with a period of 17.2-month median follow-up,
the objective response rate was 23% in all patients, 39% in patients with UTUC, and 28% in patients
with no less than 5% of PD-L1 expression on tumor-infiltrating immune cells, with complete responses
observed in 11 patients (9%). The median overall survival was 15.9 months in all patients, but had not
been reached in UTUC patients. These findings demonstrated a better response in UTUC patients,
which was not related to baseline covariates or microsatellite instability. Importantly, this study also
found that patients within the highest quartile of mutation load showed significantly longer survival
compared to the other quartiles; whether this may be a hint for the better response in the UTUC
subgroup requires further confirmation. Overall, the attempt to treat cisplatin-ineligible UC patients
with first-line ICIs was shown to be fairly promising and safe in selected conditions, and the high
mutation load of UC likely played a role in the good efficacy. Therefore, atezolizumab was approved
by the U.S. FDA in April 2017 to become the initial therapy for patients who are not candidates for
platinum-based chemotherapy.

If we compare two first-line ICI trials, a clear contrast between the responses of the UTUC
subgroup is noted. Since the ICI-regimens shared the same therapeutic mechanism, this variation
could have originated from the intrinsic differences between the UTUC cases. Whether the genomic
differences or the exposure to AA play a role in differentiating their responses to ICIs remains to be
elucidated. Moreover, despite the promising results in these early phase clinical trials, it is important
to point out that early reviews of their following clinical trials [114], which were KEYNOTE-361 and
IMvigor-130, found that patients eligible for platinum-containing chemotherapy randomized into
the ICI-monotherapy arms with PD-L1 low status had decreased survival compared to patients who
received cisplatin- or carboplatin-based chemotherapy. As a result, future research needs to further
identify the correct population that may gain further benefits from therapies of ICIs.

Recently, a single-arm phase II study examined the effects of gemcitabine and cisplatin plus
ipilimumab, an anti-CTLA4 ICI, in 36 chemotherapy-naive patients with metastatic urothelial
cancer [115]. They were treated with two cycles of cisplatin-gemcitabine and then four cycles of
cisplatin-gemcitabine plus ipilimumab, resulting in an objective response rate of 69%, with 61%
with one-year overall survival. Intriguingly, patients with deleterious somatic DNA damage
response mutations had a higher response rate. Reminiscent of the distinct pathogenesis that links to
DNA-adducts, impairments in DNA repair, and concordantly increased mutation load of a considerable
part of UTUC cases (Table 1), it is plausible to test out whether AA-derived DNA adducts or the
increased mutation load could be implemented as a prognostic biomarker prior to ICI therapy.
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Table 1. Comparisons between UCB and UTUC in terms of genetic mutation and currently-known
clinical responses to ICIs.

Features UCB UTUC

AA-derived DNA adduct Uncommon Common
A:T→ T:A mutation of the TP53 gene Uncommon Common

Mutation load High among
various malignancies

Even higher in
AA-associated UTUC 1

Objective response rate to first-line ICIs 2 17–28% 22–39%
1 It was reported that AA-associated UTUC harbors a mean of 753 mutations per tumor and an average mutation
rate of 150 mutations per megabase [90,116]. 2 Different findings regarding the UTUC subgroup were noted between
the KEYNOTE-052 and the IMvigor210 study [93,112], underlining the importance of further clinical research with
refined patient subgrouping to clarify this.

7. Directions for the Refinement of Patient Selection

In light of the distinct etiology and genetic mutations of the majority of UTUC that may potentiate
a better response to ICIs, it is plausible to suggest future ICI trials to not only focus more on the upper
tract-subgroup, but also take AA-related exposure or biomarkers into serious consideration as their
potential prognostic factors, especially in AA-endemic areas. Since there has not been any trial of ICI
for UTUC that implemented AA-related factors, we herein discuss known factors that are linked to AA.

Although utilizing retrospective questionnaires to collect history related to AA-exposure is one of
the most convenient ways, AA-exposure history is not necessarily the carcinogenic factor that led to
current UC, let alone the imprecision of the method itself. So far, the presence of AA-derived DNA
adducts and an aberrantly high percentage of A:T→ T:A mutations are the most widely-accepted
hallmarks to indicate AA-associated UTUC and UCB, as introduced in the previous sections. However,
Hoang et al. pointed out that AA-derived DNA adducts may well be presented in UTUC cases believed
to be caused by smoking rather than AA, whereas AA’s mutational signatures such as the concurrence
of mutation load of ≥40 single-base substitutions and >35% A:T→ T:A transversions remain a valid
biomarker to identify AA as the causative carcinogen in UTUC [116].

Thanks to recent progress in genetic sequencing, distinct genetic mutations of AA-associated
UTUC have been reported. Besides TP53, both KDM6A and CREBBP genes were frequently mutated
in AA-associated UTUC cases across studies [90,116]. However, in comparison to genetic mutations
discovered in UTUC cases within the non-endemic areas, these genetic mutations related to AA are not
exclusive. For instance, Nassar et al. performed targeted exome sequencings covering 237 genes in
472 UC specimens across grades and primary tumor site [117]. Although high-grade UTUC was the
least frequent subgroup to have a KDM6A mutation, the frequency was still around 20%; whereas
the frequency of mutated CREBBP accounted for 16% of all the UC cases. On the other hand, if we
further attempt to compare intrinsic subtypes of UCB with these mutations in AA-associated UTUC,
Robertson et al. found a strong association between mutations of KDM6A and FGFR3 in UCB [118].
Although the luminal-papillary subtype of UCB is characterized by FGFR3 mutations and it was
reported that the majority of UTUC in the non-endemic area also resembled this subtype of UCB [119],
FGFR3 mutations were noted in only 0–8% of AA-associated UC [10,90,116]. Recalling the distinct
etiology and biology of UTUC, careful interpretations are needed when drawing an analogy between
intrinsic types of UCB to corresponding mutations in UTUC, and further genetic and epigenetic
examinations focusing on UTUC and AA-associated UC are warranted.

To sum up, we encourage future ICI trials to implement AA mutational signals for subgroup
analysis in light of the high mutagenic potency of AA, especially in AA-endemic areas. Although
mutations in certain genes are more common in AA-associated UTUC, current knowledge shows that
it is insufficient for them to stand for this etiology specifically, and therefore, they may not serve as
good biomarkers to select AA-associated cancers.
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8. Conclusions

Exposure to AA contributes to a considerable proportion of UTUC and UCB, through forming
DNA-adducts, downregulating DNA repair genes, and increasing the mutation load. Based on the
rationale of being effective against tumors with high mutation load, ICIs have generally proven
themselves to be safe and at least non-inferior compared to traditional chemotherapy for advanced
or metastatic UC. Multiple successful clinical trials of ICIs have recently identified the associations
of better prognosis with certain common traits shared by AA-exposed patients. However, there has
not been direct evidence from any ICI trail focusing on UTUC as a disease entity or implementing
AA-related biomarkers so far. In light of the need to refine patient selection through exploring
prognostic predictors, studies that expand our knowledge to the intrinsic subtyping for UTUC, as well
as ICI trials for UTUC that perform subgroup analysis based on these findings are warranted.
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Grollman, A.P. TP53 Mutational signature for aristolochic acid: An environmental carcinogen. Int. J. Cancer
2011, 129, 1532–1536. [CrossRef] [PubMed]

http://dx.doi.org/10.1002/cncr.22557
http://www.ncbi.nlm.nih.gov/pubmed/17330839
http://dx.doi.org/10.1016/j.transproceed.2008.08.135
http://dx.doi.org/10.1046/j.1523-1755.2002.00374.x
http://www.ncbi.nlm.nih.gov/pubmed/12028461
http://dx.doi.org/10.1186/1749-8546-3-13
http://www.ncbi.nlm.nih.gov/pubmed/18945373
http://dx.doi.org/10.1111/j.1440-1797.2010.01366.x
http://www.ncbi.nlm.nih.gov/pubmed/21272136
http://dx.doi.org/10.1034/j.1399-0012.2002.01152.x
http://www.ncbi.nlm.nih.gov/pubmed/12437619
http://dx.doi.org/10.1053/j.ajkd.2004.03.016
http://www.ncbi.nlm.nih.gov/pubmed/15168390
http://dx.doi.org/10.1093/jnci/djp467
http://dx.doi.org/10.1002/(SICI)1097-0142(19990315)85:6&lt;1342::AID-CNCR17&gt;3.0.CO;2-B
http://dx.doi.org/10.1016/S0929-6646(08)60074-1
http://dx.doi.org/10.1016/j.jfma.2013.10.022
https://www.hpa.gov.tw/Pages/Detail.aspx?nodeid=269&pid=8084
http://dx.doi.org/10.1111/j.1442-2042.2006.01429.x
http://dx.doi.org/10.1002/ijc.28013
http://www.ncbi.nlm.nih.gov/pubmed/23292929
http://dx.doi.org/10.1073/pnas.0701248104
http://www.ncbi.nlm.nih.gov/pubmed/17620607
http://dx.doi.org/10.1002/ijc.28681
http://www.ncbi.nlm.nih.gov/pubmed/24921086
http://dx.doi.org/10.1002/ijc.26077
http://www.ncbi.nlm.nih.gov/pubmed/21413016


Int. J. Mol. Sci. 2019, 20, 3162 12 of 16

47. Wei, S.; Chang, R.L.; Wong, C.-Q.; Bhachech, N.; Cui, X.X.; Hennig, E.; Yagi, H.; Sayer, J.M.; Jerina, D.M.;
Preston, B.D. Dose-dependent differences in the profile of mutations induced by an ultimate carcinogen from
benzo [a] pyrene. Proc. Natl. Acad. Sci. USA 1991, 88, 11227–11230. [CrossRef]

48. Chen, Y.-Y.; Chung, J.-G.; Wu, H.-C.; Bau, D.-T.; Wu, K.-Y.; Kao, S.-T.; Hsiang, C.-Y.; Ho, T.-Y.; Chiang, S.-Y.
Aristolochic acid suppresses DNA repair and triggers oxidative DNA damage in human kidney proximal
tubular cells. Oncol. Rep. 2010, 24, 141–153. [PubMed]

49. Wu, C.F.; Pang, S.T.; Shee, J.J.; Chang, P.L.; Chuang, C.K.; Chen, C.S.; Liao, S.K.; Weng, W.H. Identification
of genetic alterations in upper urinary tract urothelial carcinoma in end-stage renal disease patients.
Genes Chromosomes Cancer 2010, 49, 928–934. [CrossRef]

50. Hartmann, A.; Zanardo, L.; Bocker-Edmonston, T.; Blaszyk, H.; Dietmaier, W.; Stoehr, R.; Cheville, J.C.;
Junker, K.; Wieland, W.; Knuechel, R. Frequent microsatellite instability in sporadic tumors of the upper
urinary tract. Cancer Res. 2002, 62, 6796–6802.

51. Catto, J.W.; Azzouzi, A.-R.; Amira, N.; Rehman, I.; Feeley, K.M.; Cross, S.S.; Fromont, G.; Sibony, M.;
Hamdy, F.C.; Cussenot, O. Distinct patterns of microsatellite instability are seen in tumours of the urinary
tract. Oncogene 2003, 22, 8699. [CrossRef]

52. Catto, J.W.; Azzouzi, A.-R.; Rehman, I.; Feeley, K.M.; Cross, S.S.; Amira, N.; Fromont, G.; Sibony, M.;
Cussenot, O.; Meuth, M. Promoter hypermethylation is associated with tumor location, stage, and subsequent
progression in transitional cell carcinoma. J. Clin. Oncol. 2005, 23, 2903–2910. [CrossRef]

53. Kunze, E.; Wendt, M.; Schlott, T. Promoter hypermethylation of the 14-3-3 σ, SYK and CAGE-1 genes
is related to the various phenotypes of urinary bladder carcinomas and associated with progression of
transitional cell carcinomas. Int. J. Mol. Med. 2006, 18, 547–557. [CrossRef] [PubMed]

54. Pal, S.K.; Ali, S.M.; Elvin, J.A.; Frampton, G.M.; Vergilio, J.-A.; Suh, J.; Gunuganti, V.; Mian, B.; Fisher, H.A.;
Nazeer, T. Comparison of upper tract urothelial carcinoma and urothelial carcinoma of the bladder to reveal
key differences in mutational profile and load. J. Clin. Oncol. 2016, 34, S4522. [CrossRef]

55. Leow, J.J.; Chong, K.T.; Chang, S.L.; Bellmunt, J. Upper tract urothelial carcinoma: A different disease entity
in terms of management. ESMO Open 2016, 1, e000126. [CrossRef] [PubMed]

56. Rouprêt, M.; Babjuk, M.; Compérat, E.; Zigeuner, R.; Sylvester, R.J.; Burger, M.; Cowan, N.C.; Gontero, P.;
Van Rhijn, B.W.; Mostafid, A.H. European association of urology guidelines on upper urinary tract urothelial
carcinoma: 2017 update. Eur. Urol. 2018, 73, 111–122. [CrossRef] [PubMed]

57. Seisen, T.; Peyronnet, B.; Dominguez-Escrig, J.L.; Bruins, H.M.; Yuan, C.Y.; Babjuk, M.; Boehle, A.;
Burger, M.; Comperat, E.M.; Cowan, N.C. Oncologic outcomes of kidney-sparing surgery versus radical
nephroureterectomy for upper tract urothelial carcinoma: A systematic review by the EAU non-muscle
invasive bladder cancer guidelines panel. Eur. Urol. 2016, 70, 1052–1068. [CrossRef] [PubMed]

58. Fang, D.; Seisen, T.; Yang, K.; Liu, P.; Fan, X.; Singla, N.; Xiong, G.; Zhang, L.; Li, X.; Zhou, L. A systematic
review and meta-analysis of oncological and renal function outcomes obtained after segmental ureterectomy
versus radical nephroureterectomy for upper tract urothelial carcinoma. Eur. J. Surg. Oncol. 2016, 42,
1625–1635. [CrossRef] [PubMed]

59. Chang, S.S.; Bochner, B.H.; Chou, R.; Dreicer, R.; Kamat, A.M.; Lerner, S.P.; Lotan, Y.; Meeks, J.J.; Michalski, J.M.;
Morgan, T.M. Treatment of non-metastatic muscle-invasive bladder cancer: AUA/ASCO/ASTRO/SUO
guideline. J. Urol. 2017, 198, 552–559. [CrossRef]

60. Leow, J.J.; Martin-Doyle, W.; Rajagopal, P.S.; Patel, C.G.; Anderson, E.M.; Rothman, A.T.; Cote, R.J.; Urun, Y.;
Chang, S.L.; Choueiri, T.K. Adjuvant chemotherapy for invasive bladder cancer: A 2013 updated systematic
review and meta-analysis of randomized trials. Eur. Urol. 2014, 66, 42–54. [CrossRef]

61. Nakagawa, T.; Komemushi, Y.; Kawai, T.; Otsuka, M.; Miyakawa, J.; Uemura, Y.; Kanatani, A.; Taguchi, S.;
Naito, A.; Suzuki, M. Efficacy of post-nephroureterectomy cisplatin-based adjuvant chemotherapy for locally
advanced upper tract urothelial carcinoma: A multi-institutional retrospective study. World J. Urol. 2017, 35,
1569–1575. [CrossRef]

62. Cho, K.S.; Joung, J.Y.; Seo, H.K.; Cho, I.-C.; Chung, H.S.; Chung, J.; Lee, K.H. Renal safety and efficacy of
cisplatin-based chemotherapy in patients with a solitary kidney after nephroureterectomy for urothelial
carcinoma of the upper urinary tract. Cancer Chemother. Pharmacol. 2011, 67, 769–774. [CrossRef]

63. Kaag, M.G.; O’Malley, R.L.; O’Malley, P.; Godoy, G.; Chen, M.; Smaldone, M.C.; Hrebinko, R.L.; Raman, J.D.;
Bochner, B.; Dalbagni, G. Changes in renal function following nephroureterectomy may affect the use of
perioperative chemotherapy. Eur. Urol. 2010, 58, 581–587. [CrossRef] [PubMed]

http://dx.doi.org/10.1073/pnas.88.24.11227
http://www.ncbi.nlm.nih.gov/pubmed/20514455
http://dx.doi.org/10.1002/gcc.20803
http://dx.doi.org/10.1038/sj.onc.1206964
http://dx.doi.org/10.1200/JCO.2005.03.163
http://dx.doi.org/10.3892/ijmm.18.4.547
http://www.ncbi.nlm.nih.gov/pubmed/16964403
http://dx.doi.org/10.1200/JCO.2016.34.15_suppl.4522
http://dx.doi.org/10.1136/esmoopen-2016-000126
http://www.ncbi.nlm.nih.gov/pubmed/28848663
http://dx.doi.org/10.1016/j.eururo.2017.07.036
http://www.ncbi.nlm.nih.gov/pubmed/28867446
http://dx.doi.org/10.1016/j.eururo.2016.07.014
http://www.ncbi.nlm.nih.gov/pubmed/27477528
http://dx.doi.org/10.1016/j.ejso.2016.08.008
http://www.ncbi.nlm.nih.gov/pubmed/27612412
http://dx.doi.org/10.1016/j.juro.2017.04.086
http://dx.doi.org/10.1016/j.eururo.2013.08.033
http://dx.doi.org/10.1007/s00345-017-2032-6
http://dx.doi.org/10.1007/s00280-010-1349-2
http://dx.doi.org/10.1016/j.eururo.2010.06.029
http://www.ncbi.nlm.nih.gov/pubmed/20619530


Int. J. Mol. Sci. 2019, 20, 3162 13 of 16

64. Loehrer, P.J., Sr.; Einhorn, L.H.; Elson, P.J.; Crawford, E.D.; Kuebler, P.; Tannock, I.; Raghavan, D.;
Stuart-Harris, R.; Sarosdy, M.F.; Lowe, B.A. A randomized comparison of cisplatin alone or in combination
with methotrexate, vinblastine, and doxorubicin in patients with metastatic urothelial carcinoma:
A cooperative group study. J Clin Oncol 1992, 10, 1066–1073. [CrossRef] [PubMed]

65. Kikuchi, E.; Miyazaki, J.; Yuge, K.; Hagiwara, M.; Ichioka, D.; Inoue, T.; Kageyama, S.; Sugimoto, M.;
Mitsuzuka, K.; Matsui, Y. Do metastatic upper tract urothelial carcinoma and bladder carcinoma have similar
clinical responses to systemic chemotherapy? A Japanese multi-institutional experience. Jpn. J. Clin. Oncol.
2015, 46, 163–169. [CrossRef] [PubMed]

66. Dash, A.; Galsky, M.D.; Vickers, A.J.; Serio, A.M.; Koppie, T.M.; Dalbagni, G.; Bochner, B.H. Impact of renal
impairment on eligibility for adjuvant cisplatin-based chemotherapy in patients with urothelial carcinoma of
the bladder. Cancer 2006, 107, 506–513. [CrossRef] [PubMed]

67. Bellmunt, J.; Mottet, N.; De Santis, M. Urothelial carcinoma management in elderly or unfit patients. EJC Suppl.
2016, 14, 1. [CrossRef] [PubMed]

68. Galsky, M.; Chen, G.; Oh, W.; Bellmunt, J.; Roth, B.; Petrioli, R.; Dogliotti, L.; Dreicer, R.; Sonpavde, G.
Comparative effectiveness of cisplatin-based and carboplatin-based chemotherapy for treatment of advanced
urothelial carcinoma. Ann. Oncol. 2011, 23, 406–410. [CrossRef]

69. De Santis, M.; Bellmunt, J.; Mead, G.; Kerst, J.M.; Leahy, M.; Maroto, P.; Gil, T.; Marreaud, S.;
Daugaard, G.; Skoneczna, I. Randomized phase II/III trial assessing gemcitabine/carboplatin and
methotrexate/carboplatin/vinblastine in patients with advanced urothelial cancer who are unfit for
cisplatin-based chemotherapy: EORTC study 30986. J. Clin. Oncol. 2012, 30, 191. [CrossRef]

70. Fife, B.T.; Bluestone, J.A. Control of peripheral T-cell tolerance and autoimmunity via the CTLA-4 and PD-1
pathways. Immunol. Rev. 2008, 224, 166–182. [CrossRef]

71. Shi, L.; Chen, S.; Yang, L.; Li, Y. The role of PD-1 and PD-L1 in T-cell immune suppression in patients with
hematological malignancies. J. Hematol. Oncol. 2013, 6, 74. [CrossRef]

72. Thibult, M.-L.; Mamessier, E.; Gertner-Dardenne, J.; Pastor, S.; Just-Landi, S.; Xerri, L.; Chetaille, B.; Olive, D.
PD-1 is a novel regulator of human B-cell activation. Int. Immunol. 2012, 25, 129–137. [CrossRef]

73. Dong, H.; Strome, S.E.; Salomao, D.R.; Tamura, H.; Hirano, F.; Flies, D.B.; Roche, P.C.; Lu, J.; Zhu, G.;
Tamada, K. Tumor-associated B7-H1 promotes T-cell apoptosis: A potential mechanism of immune evasion.
Nat. Med. 2002, 8, 793. [CrossRef] [PubMed]

74. Bardhan, K.; Anagnostou, T.; Boussiotis, V.A. The PD1: PD-L1/2 pathway from discovery to clinical
implementation. Front. Immunol. 2016, 7, 550. [CrossRef] [PubMed]

75. Rodriguez, P.C.; Quiceno, D.G.; Zabaleta, J.; Ortiz, B.; Zea, A.H.; Piazuelo, M.B.; Delgado, A.; Correa, P.;
Brayer, J.; Sotomayor, E.M. Arginase I production in the tumor microenvironment by mature myeloid cells
inhibits T-cell receptor expression and antigen-specific T-cell responses. Cancer Res. 2004, 64, 5839–5849.
[CrossRef] [PubMed]

76. Kouo, T.; Huang, L.; Pucsek, A.B.; Cao, M.; Solt, S.; Armstrong, T.; Jaffee, E. Galectin-3 shapes antitumor
immune responses by suppressing CD8+ T cells via LAG-3 and inhibiting expansion of plasmacytoid
dendritic cells. Cancer Immunol. Res. 2015, 3, 412–423. [CrossRef] [PubMed]

77. Dunne, M.R.; Michielsen, A.J.; O’Sullivan, K.E.; Cathcart, M.C.; Feighery, R.; Doyle, B.; Watson, J.A.;
O’Farrell, N.J.; Ravi, N.; Kay, E. HLA-DR expression in tumor epithelium is an independent prognostic
indicator in esophageal adenocarcinoma patients. Cancer Immunol. Immunother. 2017, 66, 841–850. [CrossRef]
[PubMed]

78. Sharma, P.; Allison, J.P. The future of immune checkpoint therapy. Science 2015, 348, 56–61. [CrossRef]
[PubMed]

79. Gong, J.; Chehrazi-Raffle, A.; Reddi, S.; Salgia, R. Development of PD-1 and PD-L1 inhibitors as a form
of cancer immunotherapy: A comprehensive review of registration trials and future considerations.
J. Immunother. Cancer 2018, 6, 8. [CrossRef]

80. Ribas, A.; Puzanov, I.; Dummer, R.; Schadendorf, D.; Hamid, O.; Robert, C.; Hodi, F.S.; Schachter, J.;
Pavlick, A.C.; Lewis, K.D. Pembrolizumab versus investigator-choice chemotherapy for ipilimumab-refractory
melanoma (KEYNOTE-002): A randomised, controlled, phase 2 trial. Lancet Oncol. 2015, 16, 908–918.
[CrossRef]

http://dx.doi.org/10.1200/JCO.1992.10.7.1066
http://www.ncbi.nlm.nih.gov/pubmed/1607913
http://dx.doi.org/10.1093/jjco/hyv180
http://www.ncbi.nlm.nih.gov/pubmed/26657277
http://dx.doi.org/10.1002/cncr.22031
http://www.ncbi.nlm.nih.gov/pubmed/16773629
http://dx.doi.org/10.1016/j.ejcsup.2016.01.001
http://www.ncbi.nlm.nih.gov/pubmed/27358584
http://dx.doi.org/10.1093/annonc/mdr156
http://dx.doi.org/10.1200/JCO.2011.37.3571
http://dx.doi.org/10.1111/j.1600-065X.2008.00662.x
http://dx.doi.org/10.1186/1756-8722-6-74
http://dx.doi.org/10.1093/intimm/dxs098
http://dx.doi.org/10.1038/nm730
http://www.ncbi.nlm.nih.gov/pubmed/12091876
http://dx.doi.org/10.3389/fimmu.2016.00550
http://www.ncbi.nlm.nih.gov/pubmed/28018338
http://dx.doi.org/10.1158/0008-5472.CAN-04-0465
http://www.ncbi.nlm.nih.gov/pubmed/15313928
http://dx.doi.org/10.1158/2326-6066.CIR-14-0150
http://www.ncbi.nlm.nih.gov/pubmed/25691328
http://dx.doi.org/10.1007/s00262-017-1983-1
http://www.ncbi.nlm.nih.gov/pubmed/28315927
http://dx.doi.org/10.1126/science.aaa8172
http://www.ncbi.nlm.nih.gov/pubmed/25838373
http://dx.doi.org/10.1186/s40425-018-0316-z
http://dx.doi.org/10.1016/S1470-2045(15)00083-2


Int. J. Mol. Sci. 2019, 20, 3162 14 of 16

81. Koh, J.; Go, H.; Keam, B.; Kim, M.-Y.; Nam, S.J.; Kim, T.M.; Lee, S.-H.; Min, H.S.; Kim, Y.T.; Kim, D.-W.
Clinicopathologic analysis of programmed cell death-1 and programmed cell death-ligand 1 and 2
expressions in pulmonary adenocarcinoma: Comparison with histology and driver oncogenic alteration
status. Mod. Pathol. 2015, 28, 1154. [CrossRef]

82. Thompson, R.H.; Gillett, M.D.; Cheville, J.C.; Lohse, C.M.; Dong, H.; Webster, W.S.; Krejci, K.G.; Lobo, J.R.;
Sengupta, S.; Chen, L. Costimulatory B7-H1 in renal cell carcinoma patients: Indicator of tumor aggressiveness
and potential therapeutic target. Proc. Natl. Acad. Sci. USA 2004, 101, 17174–17179. [CrossRef]

83. Thompson, R.H.; Kuntz, S.M.; Leibovich, B.C.; Dong, H.; Lohse, C.M.; Webster, W.S.; Sengupta, S.; Frank, I.;
Parker, A.S.; Zincke, H. Tumor B7-H1 is associated with poor prognosis in renal cell carcinoma patients with
long-term follow-up. Cancer Res. 2006, 66, 3381–3385. [CrossRef] [PubMed]

84. Patel, S.P.; Kurzrock, R. PD-L1 expression as a predictive biomarker in cancer immunotherapy. Mol. Cancer Ther.
2015, 14, 847–856. [CrossRef] [PubMed]

85. Van Allen, E.M.; Miao, D.; Schilling, B.; Shukla, S.A.; Blank, C.; Zimmer, L.; Sucker, A.; Hillen, U.;
Foppen, M.H.G.; Goldinger, S.M. Genomic correlates of response to CTLA-4 blockade in metastatic melanoma.
Science 2015, 350, 207–211. [CrossRef] [PubMed]

86. Ayers, M.; Lunceford, J.; Nebozhyn, M.; Murphy, E.; Loboda, A.; Kaufman, D.R.; Albright, A.; Cheng, J.D.;
Kang, S.P.; Shankaran, V. IFN-γ–related mRNA profile predicts clinical response to PD-1 blockade.
J. Clin. Investig. 2017, 127, 2930–2940. [CrossRef] [PubMed]

87. Tumeh, P.C.; Harview, C.L.; Yearley, J.H.; Shintaku, I.P.; Taylor, E.J.; Robert, L.; Chmielowski, B.; Spasic, M.;
Henry, G.; Ciobanu, V. PD-1 blockade induces responses by inhibiting adaptive immune resistance. Nature
2014, 515, 568. [CrossRef] [PubMed]

88. Daud, A.I.; Loo, K.; Pauli, M.L.; Sanchez-Rodriguez, R.; Sandoval, P.M.; Taravati, K.; Tsai, K.; Nosrati, A.;
Nardo, L.; Alvarado, M.D. Tumor immune profiling predicts response to anti–PD-1 therapy in human
melanoma. J. Clin. Investig. 2016, 126, 3447–3452. [CrossRef] [PubMed]

89. Loo, K.; Tsai, K.K.; Mahuron, K.; Liu, J.; Pauli, M.L.; Sandoval, P.M.; Nosrati, A.; Lee, J.; Chen, L.; Hwang, J.
Partially exhausted tumor-infiltrating lymphocytes predict response to combination immunotherapy.
JCI Insight 2017, 2. [CrossRef]

90. Poon, S.L.; Pang, S.-T.; McPherson, J.R.; Yu, W.; Huang, K.K.; Guan, P.; Weng, W.-H.; Siew, E.Y.; Liu, Y.;
Heng, H.L. Genome-wide mutational signatures of aristolochic acid and its application as a screening tool.
Sci. Transl. Med. 2013, 5, 197ra101. [CrossRef]

91. Damrauer, J.S.; Hoadley, K.A.; Chism, D.D.; Fan, C.; Tiganelli, C.J.; Wobker, S.E.; Yeh, J.J.; Milowsky, M.I.;
Iyer, G.; Parker, J.S. Intrinsic subtypes of high-grade bladder cancer reflect the hallmarks of breast cancer
biology. Proc. Natl. Acad. Sci. USA 2014, 111, 3110–3115. [CrossRef]

92. Rosenberg, J.E.; Hoffman-Censits, J.; Powles, T.; Van Der Heijden, M.S.; Balar, A.V.; Necchi, A.; Dawson, N.;
O’Donnell, P.H.; Balmanoukian, A.; Loriot, Y. Atezolizumab in patients with locally advanced and metastatic
urothelial carcinoma who have progressed following treatment with platinum-based chemotherapy:
A single-arm, multicentre, phase 2 trial. Lancet 2016, 387, 1909–1920. [CrossRef]

93. Balar, A.V.; Galsky, M.D.; Rosenberg, J.E.; Powles, T.; Petrylak, D.P.; Bellmunt, J.; Loriot, Y.; Necchi, A.;
Hoffman-Censits, J.; Perez-Gracia, J.L. Atezolizumab as first-line treatment in cisplatin-ineligible patients
with locally advanced and metastatic urothelial carcinoma: A single-arm, multicentre, phase 2 trial. Lancet
2017, 389, 67–76. [CrossRef]

94. Sanford, T.; Porten, S.; Meng, M.V. Molecular analysis of upper tract and bladder urothelial carcinoma:
Results from a microarray comparison. PLoS ONE 2015, 10, e0137141. [CrossRef] [PubMed]

95. Malouf, G.G.; Compérat, E.; Yao, H.; Mouawad, R.; Lindner, V.; Rioux-Leclercq, N.; Verkarre, V.; Leroy, X.;
Dainese, L.; Classe, M. Unique transcriptomic profile of collecting duct carcinomas relative to upper tract
urothelial carcinomas and other kidney carcinomas. Sci. Rep. 2016, 6, 30988. [CrossRef] [PubMed]

96. McConkey, D.J.; Choi, W.; Shen, Y.; Lee, I.-L.; Porten, S.; Matin, S.F.; Kamat, A.M.; Corn, P.; Millikan, R.E.;
Dinney, C. A prognostic gene expression signature in the molecular classification of chemotherapy-naive
urothelial cancer is predictive of clinical outcomes from neoadjuvant chemotherapy: A phase 2 trial of
dose-dense methotrexate, vinblastine, doxorubicin, and cisplatin with bevacizumab in urothelial cancer.
Eur. Urol. 2016, 69, 855–862. [PubMed]

http://dx.doi.org/10.1038/modpathol.2015.63
http://dx.doi.org/10.1073/pnas.0406351101
http://dx.doi.org/10.1158/0008-5472.CAN-05-4303
http://www.ncbi.nlm.nih.gov/pubmed/16585157
http://dx.doi.org/10.1158/1535-7163.MCT-14-0983
http://www.ncbi.nlm.nih.gov/pubmed/25695955
http://dx.doi.org/10.1126/science.aad0095
http://www.ncbi.nlm.nih.gov/pubmed/26359337
http://dx.doi.org/10.1172/JCI91190
http://www.ncbi.nlm.nih.gov/pubmed/28650338
http://dx.doi.org/10.1038/nature13954
http://www.ncbi.nlm.nih.gov/pubmed/25428505
http://dx.doi.org/10.1172/JCI87324
http://www.ncbi.nlm.nih.gov/pubmed/27525433
http://dx.doi.org/10.1172/jci.insight.93433
http://dx.doi.org/10.1126/scitranslmed.3006086
http://dx.doi.org/10.1073/pnas.1318376111
http://dx.doi.org/10.1016/S0140-6736(16)00561-4
http://dx.doi.org/10.1016/S0140-6736(16)32455-2
http://dx.doi.org/10.1371/journal.pone.0137141
http://www.ncbi.nlm.nih.gov/pubmed/26317352
http://dx.doi.org/10.1038/srep30988
http://www.ncbi.nlm.nih.gov/pubmed/27484008
http://www.ncbi.nlm.nih.gov/pubmed/26343003


Int. J. Mol. Sci. 2019, 20, 3162 15 of 16

97. Moss, T.J.; Qi, Y.; Xi, L.; Peng, B.; Kim, T.-B.; Ezzedine, N.E.; Mosqueda, M.E.; Guo, C.C.; Czerniak, B.A.;
Ittmann, M. Comprehensive genomic characterization of upper tract urothelial carcinoma. Eur. Urol. 2017,
72, 641–649. [CrossRef] [PubMed]

98. Faraj, S.F.; Munari, E.; Guner, G.; Taube, J.; Anders, R.; Hicks, J.; Meeker, A.; Schoenberg, M.; Bivalacqua, T.;
Drake, C. Assessment of tumoral PD-L1 expression and intratumoral CD8+ T cells in urothelial carcinoma.
Urology 2015, 85, 703-e1. [CrossRef] [PubMed]

99. Inman, B.A.; Sebo, T.J.; Frigola, X.; Dong, H.; Bergstralh, E.J.; Frank, I.; Fradet, Y.; Lacombe, L.;
Kwon, E.D. PD-L1 (B7-H1) expression by urothelial carcinoma of the bladder and BCG-induced granulomata:
Associations with localized stage progression. Cancer Interdiscip. Int. J. Am. Cancer Soc. 2007, 109, 1499–1505.
[CrossRef] [PubMed]

100. Network, C.G.A.R. Comprehensive molecular characterization of urothelial bladder carcinoma. Nature 2014,
507, 315.

101. Sharma, P.; Shen, Y.; Wen, S.; Yamada, S.; Jungbluth, A.A.; Gnjatic, S.; Bajorin, D.F.; Reuter, V.E.; Herr, H.;
Old, L.J. CD8 tumor-infiltrating lymphocytes are predictive of survival in muscle-invasive urothelial
carcinoma. Proc. Natl. Acad. Sci. USA 2007, 104, 3967–3972. [CrossRef]

102. Lawrence, M.S.; Stojanov, P.; Polak, P.; Kryukov, G.V.; Cibulskis, K.; Sivachenko, A.; Carter, S.L.; Stewart, C.;
Mermel, C.H.; Roberts, S.A. Mutational heterogeneity in cancer and the search for new cancer-associated
genes. Nature 2013, 499, 214. [CrossRef]

103. Redelman-Sidi, G.; Glickman, M.S.; Bochner, B.H. The mechanism of action of BCG therapy for bladder
cancer—A current perspective. Nat. Rev. Urol. 2014, 11, 153. [CrossRef] [PubMed]

104. Bellmunt, J.; De Wit, R.; Vaughn, D.J.; Fradet, Y.; Lee, J.-L.; Fong, L.; Vogelzang, N.J.; Climent, M.A.;
Petrylak, D.P.; Choueiri, T.K. Pembrolizumab as second-line therapy for advanced urothelial carcinoma.
New Engl. J. Med. 2017, 376, 1015–1026. [CrossRef] [PubMed]

105. Bajorin, D.F.; De Wit, R.; Vaughn, D.J.; Fradet, Y.; Lee, J.-L.; Fong, L.; Vogelzang, N.J.; Climent, M.Á.;
Petrylak, D.P.; Choueiri, T.K. Planned survival analysis from KEYNOTE-045: Phase 3, open-label study of
pembrolizumab (pembro) versus paclitaxel, docetaxel, or vinflunine in recurrent, advanced urothelial cancer
(UC). J. Clin. Oncol. 2017, 35, S4501. [CrossRef]

106. Vaughn, D.J.; Bellmunt, J.; Fradet, Y.; Lee, J.L.; Fong, L.; Vogelzang, N.J.; Climent, M.A.; Petrylak, D.P.;
Choueiri, T.K.; Necchi, A. Health-related quality-of-life analysis from KEYNOTE-045: A phase III study of
pembrolizumab versus chemotherapy for previously treated advanced urothelial cancer. J. Clin. Oncol. 2018,
36, 1579–1587. [CrossRef] [PubMed]

107. Powles, T.; Durán, I.; Van Der Heijden, M.S.; Loriot, Y.; Vogelzang, N.J.; De Giorgi, U.; Oudard, S.; Retz, M.M.;
Castellano, D.; Bamias, A. Atezolizumab versus chemotherapy in patients with platinum-treated locally
advanced or metastatic urothelial carcinoma (IMvigor211): A multicentre, open-label, phase 3 randomised
controlled trial. Lancet 2018, 391, 748–757. [CrossRef]

108. Sharma, P.; Callahan, M.K.; Calvo, E.; Kim, J. Efficacy and safety of nivolumab plus ipilimumab in previously
treated metastatic urothelial carcinoma. In Proceedings of the 31st Annual Meeting and Associated Programs
of the Society for Immunotherapy of Cancer (SITC 2016), National Harbor, MD, USA, 9–13 November 2016.

109. Black, P.C.; Catherine, T.; Lerner, S.P.; McConkey, D.J.; Lucia, M.S.; Woods, M.; Bivalacqua, T.; Kassouf, W.;
Bangs, R.C.; Plets, M. S1605: Phase II trial of atezolizumab in BCG-unresponsive nonmuscle invasive bladder
cancer. J. Clin. Oncol 2018, 36, TPS527. [CrossRef]

110. Nykopp, T.K.; da Costa, J.B.; Mannas, M.; Black, P.C. Current clinical trials in non-muscle invasive bladder
cancer. Curr. Urol. Rep. 2018, 19, 101. [CrossRef]

111. Balar, A.V.; Kulkarni, G.S.; Uchio, E.M.; Boormans, J.; Mourey, L.; Krieger, L.E.M.; Singer, E.A.; Bajorin, D.F.;
Kamat, A.M.; Grivas, P. Keynote 057: Phase II trial of Pembrolizumab (pembro) for patients (pts) with
high-risk (HR) nonmuscle invasive bladder cancer (NMIBC) unresponsive to bacillus calmette-guérin (BCG).
J. Clin. Oncol. 2019, 37, S350. [CrossRef]

112. Balar, A.V.; Castellano, D.; O’Donnell, P.H.; Grivas, P.; Vuky, J.; Powles, T.; Plimack, E.R.; Hahn, N.M.;
de Wit, R.; Pang, L. First-line pembrolizumab in cisplatin-ineligible patients with locally advanced and
unresectable or metastatic urothelial cancer (KEYNOTE-052): A multicentre, single-arm, phase 2 study.
Lancet Oncol. 2017, 18, 1483–1492. [CrossRef]

http://dx.doi.org/10.1016/j.eururo.2017.05.048
http://www.ncbi.nlm.nih.gov/pubmed/28601352
http://dx.doi.org/10.1016/j.urology.2014.10.020
http://www.ncbi.nlm.nih.gov/pubmed/25733301
http://dx.doi.org/10.1002/cncr.22588
http://www.ncbi.nlm.nih.gov/pubmed/17340590
http://dx.doi.org/10.1073/pnas.0611618104
http://dx.doi.org/10.1038/nature12213
http://dx.doi.org/10.1038/nrurol.2014.15
http://www.ncbi.nlm.nih.gov/pubmed/24492433
http://dx.doi.org/10.1056/NEJMoa1613683
http://www.ncbi.nlm.nih.gov/pubmed/28212060
http://dx.doi.org/10.1200/JCO.2017.35.15_suppl.4501
http://dx.doi.org/10.1200/JCO.2017.76.9562
http://www.ncbi.nlm.nih.gov/pubmed/29590008
http://dx.doi.org/10.1016/S0140-6736(17)33297-X
http://dx.doi.org/10.1200/JCO.2018.36.6_suppl.TPS527
http://dx.doi.org/10.1007/s11934-018-0852-6
http://dx.doi.org/10.1200/JCO.2019.37.7_suppl.350
http://dx.doi.org/10.1016/S1470-2045(17)30616-2


Int. J. Mol. Sci. 2019, 20, 3162 16 of 16

113. Bajorin, D.F.; Dodd, P.M.; Mazumdar, M.; Fazzari, M.; McCaffrey, J.A.; Scher, H.I.; Herr, H.; Higgins, G.;
Boyle, M.G. Long-term survival in metastatic transitional-cell carcinoma and prognostic factors predicting
outcome of therapy. J. Clin. Oncol. 1999, 17, 3173–3181. [CrossRef]

114. US Food and Drug Administration. FDA Alerts Health Care Professionals and Oncology Clinical Investigators
about an Efficacy Issue Identified in Clinical Trials for Some Patients Taking Keytruda (Pembrolizumab) or
Tecentriq (Atezolizumab) as Monotherapy to Treat Urothelial Cancer with Low Expression Of Pd-L1. 2018.
Available online: https://www.fda.gov/Drugs/DrugSafety/ucm608075.htm (accessed on 19 April 2019).

115. Galsky, M.D.; Wang, H.; Hahn, N.M.; Twardowski, P.; Pal, S.K.; Albany, C.; Fleming, M.T.; Starodub, A.;
Hauke, R.J.; Yu, M. Phase 2 trial of gemcitabine, cisplatin, plus ipilimumab in patients with metastatic
urothelial cancer and impact of DNA damage response gene mutations on outcomes. Eur. Urol. 2018, 73,
751–759. [CrossRef] [PubMed]

116. Hoang, M.L.; Chen, C.-H.; Sidorenko, V.S.; He, J.; Dickman, K.G.; Yun, B.H.; Moriya, M.; Niknafs, N.;
Douville, C.; Karchin, R. Mutational signature of aristolochic acid exposure as revealed by whole-exome
sequencing. Sci. Transl. Med. 2013, 5, 197ra102. [CrossRef] [PubMed]

117. Nassar, A.H.; Umeton, R.; Kim, J.; Lundgren, K.; Harshman, L.; van Allen, E.M.; Preston, M.; Dong, F.;
Bellmunt, J.; Mouw, K.W. Mutational analysis of 472 urothelial carcinoma across grades and anatomic sites.
Clin. Cancer Res. 2019, 25, 2458–2470. [CrossRef] [PubMed]

118. Robertson, A.G.; Kim, J.; Al-Ahmadie, H.; Bellmunt, J.; Guo, G.; Cherniack, A.D.; Hinoue, T.; Laird, P.W.;
Hoadley, K.A.; Akbani, R. Comprehensive molecular characterization of muscle-invasive bladder cancer.
Cell 2017, 171, 540–556.e525. [CrossRef] [PubMed]

119. Vlachostergios, P.J.; Robinson, B.D.; Bhinder, B.; Bareja, R.; Park, K.; Tavassoli, P.; Tagawa, S.T.; Nanus, D.M.;
Mosquera, J.M.; Scherr, D.; et al. Upper tract urothelial carcinoma is non-basal and T-cell depleted.
J. Clin. Oncol. 2018, 36, 4525. [CrossRef]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1200/JCO.1999.17.10.3173
https://www.fda.gov/Drugs/DrugSafety/ucm608075.htm
http://dx.doi.org/10.1016/j.eururo.2017.12.001
http://www.ncbi.nlm.nih.gov/pubmed/29248319
http://dx.doi.org/10.1126/scitranslmed.3006200
http://www.ncbi.nlm.nih.gov/pubmed/23926200
http://dx.doi.org/10.1158/1078-0432.CCR-18-3147
http://www.ncbi.nlm.nih.gov/pubmed/30593515
http://dx.doi.org/10.1016/j.cell.2017.09.007
http://www.ncbi.nlm.nih.gov/pubmed/28988769
http://dx.doi.org/10.1200/JCO.2018.36.15_suppl.4525
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	The Link between AA and UTUC 
	The Distinct Clinical Modality of UTUC 
	Immune Checkpoint Inhibitors in Cancer Treatment 
	ICIs as the Second-Line Therapy for UCB and UTUC 
	First-Line ICIs for UCB and UTUC 
	Directions for the Refinement of Patient Selection 
	Conclusions 
	References

