
Bladder Cancer 4 (2018) 429–440
DOI 10.3233/BLC-180175
IOS Press

429

Meeting Report

Immunology, Immunotherapy,
and Translating Basic Science
into the Clinic for Bladder Cancer

Molly A. Ingersolla,b,∗, Xue Lic,d, Brant A. Inmane, John W. Greinerf , Peter C. Blackg

and Rosalyn M. Adamc,d,∗
aUnit of Dendritic Cell Immunobiology, Department of Immunology, Institut Pasteur, Paris, France
bInserm U1223, Paris, France
cUrological Diseases Research Center, Boston Children’s Hospital, Boston, MA, USA
dDepartment of Surgery, Harvard Medical School, Boston, MA, USA
eDivision of Urology, Duke University Medical Center, Durham, NC, USA
f Laboratory of Tumor Immunology and Biology, Center for Cancer Research,
National Cancer Institute, Bethesda, MD, USA
gDepartment of Urologic Sciences, University of British Columbia, Vancouver, BC, Canada

Received 20 April 2018
Accepted 5 July 2018

Abstract. The Fourth Annual Albert Institute Bladder Cancer Care and Research Symposium was held from September
14th–16th in Houston, Texas. The symposium covered a range of topics relevant to bladder cancer, including basic science
aspects of immunology and immunotherapy that inform clinical management; intravesical therapy for non-muscle invasive
disease; understanding the nuances of carcinoma in situ; and optimizing patient care and outcomes following therapy. The
moving landscape of bladder cancer from an industry perspective was also discussed.

In the following sections we discuss intrinsic and extrinsic factors, including the immune microenvironment and sex bias,
in the context of bladder cancer; how these influence tumor development, progression, and treatment strategies; and how
the interpretation of immune features in relation to molecular subtypes informs both treatment decisions and response. We
conclude with a summary of key points that will need to be addressed to ensure best use of new knowledge in this area for
improved clinical management of patients with bladder cancer.

INTRODUCTION

The past few years have seen an explosion of inter-
est in the use of immunotherapy with checkpoint
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inhibitors for treatment of advanced bladder can-
cer (reviewed in [1]). For a subset of patients with
locally advanced or metastatic disease, immunother-
apy in the form of inhibitory anti-PD-L1 or anti-PD-1
antibodies, has yielded durable responses [2, 3], rep-
resenting a major advance in disease management.
This clinical success has meshed with pre-existing
basic and translational research investigations into
how the immune system influences and is influenced
by the development and progression of urothelial can-
cers. At the fourth Annual Albert Institute Bladder
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Cancer Care and Research Symposium, we integrated
these ideas in a session addressing the topics of
basic immunology, preclinical evaluation of novel
immunotherapy strategies, and potential modula-
tors of response including sex differences, heat, and
molecular subtypes. This perspective piece summa-
rizes recent findings, highlighting the extent to which
preclinical and early clinical work supports inno-
vative research into microenvironmental modulators
of bladder cancer development, progression and
therapy.

SEX DIFFERENCES IN THE
DEVELOPMENT OF BLADDER CANCER
AND RESPONSE TO THERAPY

Men are 3–5 times more likely than women to
develop bladder cancer (BCa) [4–6]. Sex dispari-
ties in BCa risk and mortality persist even after
accounting for known risk factors, including cigarette
smoking, occupational hazards, and urinary tract
infection, are taken into consideration [7]. The mech-
anisms underlying sex differences, however, remain
poorly defined. A better understanding of the under-
lying reasons for male dominance in BCa is essential
for developing effective strategies to reduce can-
cer risk and mortality. Generally speaking, males
may have a higher risk and/or females are better
protected from cancer. Many confounding variables
contribute to the sex disparities in cancer. The chal-
lenge has been to dissect the relative significance of
each contributor and to uncover the major causative
and protective mechanisms. For example, the XX
chromosome complement is linked to ovary differen-
tiation and female-specific phenotypes; and the XY
chromosome complement is linked to testis differ-
entiation and male-specific phenotypes. As the sex
chromosomes co-vary with gonadal differentiation,
potential biasing effects of the sex chromosomes (X
and Y) can be masked by effects of other biasing fac-
tors such as sex hormones produced by the gonads
(ovary and testis) [8].

Women with Turner syndrome are characterized
by partial or complete loss of one X chromosome.
The overall risk of solid tumors, including BCa,
in Turner patients is significantly higher compared
to the general population [9, 10]. Conversely, men
with Klinefelter syndrome, who have two or more
copies of the X chromosome, display an overall
reduction in the risk of developing solid tumors
[10]. While changes in cancer risk of patients
harboring non-diploid chromosome complements are

often attributed to changes in the sex hormone milieu,
these observations also suggest that sex chromosomes
may contribute to sex differences in BCa, indepen-
dently of hormone status.

Rodents also exhibit sex differences in cancer.
For example, when mice are exposed ad libitum
to N-butyl-N-(4-hydroxybutyl) nitrosamine (BBN),
a bladder-specific chemical carcinogen [11], male
mice develop and die from BCa significantly faster
than female mice [12, 13]. BBN-induced BCa in
mice exhibits similar histopathology to human BCa
[14, 15], and recapitulates the molecular alterations
of human muscle invasive bladder cancer (MIBC)
[16]. Both sexes consume equal amounts of BBN
in the drinking water [12]; and more importantly,
DNA mutation rates resulting from BBN exposure
are the same between sexes [17]. Nevertheless, the
mean tumor induction time is 63 days shorter in male
mice compared to female animals [12]. Castrated
male mice adopt the female pattern of response to
BBN, which can be reversed by testosterone treat-
ment. Conversely, testosterone-treated female mice
exhibit the male pattern of response to BBN [12].
Moreover, genetic deletion of the androgen receptor
reduces BBN-induced BCa incidence and mortality
in male mice [18, 19]. Collectively, these findings
provide strong evidence suggesting that sex differ-
ences in BCa are not simply the consequence of
differential exposure and metabolic response to car-
cinogens. Instead these differences in BCa appear to
be a conserved feature of cancer biology in mice and
humans, and are tightly associated with sex biology
including sex chromosomes and sex hormones.

In addition to influencing cancer incidence, sex dif-
ferences are also evident in the response to treatment
in certain tumor types (reviewed in [20]), includ-
ing response to the immune checkpoint inhibitors
[21]. While some disparities can be explained by
metabolic and pharmacokinetic differences between
men and women, responses to therapy also likely
reflect differences in tumor biology. For example,
in patients with small cell lung cancer, the extent
of response to chemotherapy, as well as associated
toxicity are increased in female patients compared
to male patients [22]. Conversely, in the context of
non-small cell lung cancer, the addition of beva-
cizumab to a chemotherapeutic regimen of paclitaxel
and carboplatin improved survival in male, but not
female, patients [23]. Notably, in individuals with
B cell lymphoma treated with rituximab-containing
immunochemotherapy, female patients responded
more favorably, with male patients showing poorer



M.A. Ingersoll et al. / Immunology, Immunotherapy, and Translating Basic Science into the Clinic for BCa 431

prognosis [24]. Recent meta-analyses of clinical
trials evaluating immune checkpoint inhibitors to
CTLA-4, PD-1, and PD-L1 across a range of tumor
types suggests that differences in the effectiveness
of immunotherapy between male and female patients
exists, although they seem to be restricted to treatment
with anti-CTLA-4 inhibitors, and not those target-
ing the PD-1/PD-L1 axis [25, 26]. Together, these
findings suggest that sex differences in response to
treatment, including immunotherapy are a significant
influence on patient outcome. As immune checkpoint
inhibitors are used more broadly in bladder can-
cer treatment, differences may also emerge in male
versus female patients in this setting, as well.

ROLE OF MACROPHAGES IN RESPONSE
TO IMMUNOTHERAPY IN CANCER

Research addressing the role of macrophage pop-
ulations in the context of bladder cancer has lagged
behind studies of their roles in other malignancies
[27]. Indeed, in other tumor types, a vast majority
of work supports that the presence of macrophages
within the tumor environment signals a poor progno-
sis for the patient [27]. This is because, rather than
engaging in tumor cell killing, macrophages induce
vascularization, tumor cell growth, and even metas-
tasis [28–31]. These activities are attributed to the
activation state assumed by the macrophage within
the tumor microenvironment, and may also reflect
their origins. For example, macrophages can be polar-
ized towards an immunosuppressive phenotype by
cytokines such as IL-4, IL-13, or IL-10, leading to
expression of M2-like cell surface markers, such
as scavenger receptor (CD204, SR-A) and mannose
receptor (CD206) [28, 32]. Importantly, however,
the M1-M2 paradigm, meant to describe activation
states similar to the Th1-Th2 paradigm for T cells, is
likely overly simplistic to describe tumor-associated
macrophage phenotypes, as macrophages can express
a mixture of M1- and M2-associated gene products,
which likely influence their behavior in the tumor
microenvironment [33].

A handful of studies have addressed the impact
of tumor-associated macrophages in bladder can-
cer, however methods used to detect macrophages
and stratify patients are highly diverse, and at times
poorly defined. A survey of tumors from 103 patients
with muscle invasive or lymph node metastatic
bladder cancer failed to find a correlation between
macrophage infiltration and disease-specific death,

except in the case of a subgroup analysis only con-
sidering tumors with “weak” or “strong” anti-CD163
antibody staining [34]. Interestingly, a second study
reported that “high” CD163 expression is associ-
ated with reduced recurrence-free survival in 68
patients evaluated [35]. The underlying reasons for
these divergent findings are unclear, however in the
second study, earlier stage tumors were evaluated
(Ta-T2) as compared to tumors from more advanced
disease (T1-T4) assessed in the first analysis. Addi-
tional studies of tumor macrophages and outcome
in muscle invasive (MIBC) or nonmuscle invasive
BCa (NMIBC) have measured cell surface proteins
such as CD68 (all macrophages), MSC387 (recently
infiltrated monocyte-derived macrophages), CD204
(M2-associated), CD163 (scavenger receptor), and
CD169 (sialoadhesin), and in each case, tumor
macrophages are associated with a negative patient
prognosis [36–40]. Specifically in NMIBC, a long-
term study of patients treated with BCG intravesical
immunotherapy reported that recurrence free sur-
vival was worse for patients with tumor samples with
“high” numbers of tumor-associated macrophages
[41]. Additional studies have also identified a correla-
tion between macrophage presence and an increased
risk for recurrence after BCG therapy [42–44].

Surprisingly, a majority of reports rely upon
immunostaining in tissues to identify macrophages
and other tumor characteristics; however, staining
is often described as low, medium, or high, with
representative images rather than specific quan-
titative values. Given that the evidence suggests
that tumor associated macrophages are associated
with a worse prognosis in bladder cancer, devel-
opment of standardized assessments and definitions
for identifying macrophages would help the field
to make comparisons and draw conclusions across
clinical studies. Defining the polarization state, local-
ization within the tumor environment, expression
of macrophage specific pro-and anti-tumor factors,
and the critical cut off of different macrophage
populations will be of paramount importance to
implement new macrophage-targeted immunothera-
peutic approaches on the horizon [45–47].

HEAT-TARGETED THERAPIES FOR
BLADDER CANCER

Hyperthermia (HT) is a treatment in which a mild
temperature increase is induced in a tumor or organ
[48, 49]. Different from thermal ablation, where
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temperatures reach 60–90◦C and effectively destroy
tissue, fever-range heating at 42–44◦C has many dif-
ferent properties. This mild form of thermal therapy
is not new and dates back to William Coley who noted
in 1891 that injecting patients with unresectable and
metastatic sarcomas with a cocktail of bacterial tox-
ins led to substantial tumor regression and even cure
in some cases [50]. Over many years of observation,
Coley found that for his toxin to work, a high fever had
to be induced and the treatment repeated many times.
This fractionated fever-like therapy represented one
of the first effective systemic cancer treatments and
was a combination of HT and immunotherapy. The
modern understanding of how HT works as a can-
cer therapy has improved greatly since Coley [51,
52], and it is now clear that fever-range HT can be
used to (1) improve drug delivery to cancer cells, (2)
improve cancer cell sensitivity to therapeutic agents
and radiotherapy, and (3) trigger anti-cancer immune
responses [51, 53, 54].

Vascular modifications occur when a tumor is
heated to 42–44◦C [49]. Heat initially induces vasodi-
lation, which results in increased blood flow to the
tumor. The warmer environment renders the lipid-
protein membrane bilayer more permeable, resulting
in easier penetration of drugs through the cell mem-
brane. These two factors cooperate to make an already
leaky tumor vasculature even more permeable, a
phenomenon known as the enhanced permeability
and retention (EPR) effect [55]. By increasing the
EPR effect, HT results in increased drug delivery
to tumors [56]. More efficient drug delivery to the
tumor is postulated to lead to better tumor cell killing.
Hyperthermia also leads to increased leukocyte traf-
ficking and tumor infiltration [57], which may lead to
enhanced immune responses.

For a variety of mechanistic reasons, many cancer
drugs are more efficacious when administered in a
heated environment [58]. The extent to which heat
modulates the efficacy of a drug is quantified by the
thermal enhancement ratio (TER), or the ratio of cyto-
toxicity at 43◦C to that at 37◦C. Drugs that have a TER
>1 work better with heat, and several chemotherapeu-
tic agents presently used in bladder cancer have been
shown to have a TER >1.3, including cisplatin, mit-
omycin C, gemcitabine, and doxorubicin [58]. Thus,
many of the drugs currently used to treat bladder can-
cer actually kill tumor cells more effectively when
combined with heat.

Body temperature is a well-known regulator
of immune function. A fever-like milieu in the
surrounding tumor microenvironment can induce

or enhance various immune–relevant processes,
including heat-shock protein release from tumor
cells, changes in the number and phenotype of
tumor-infiltrating leukocytes, and improved tumor-
infiltrating leukocyte function and cytokine release
[59]. The consequence of these heat-mediated
immune effects is that heated tumors actively par-
ticipate in their own demise through a form of
self-vaccination. As the activity of several cell types
involved in innate and adaptive immune responses
is promoted by mild temperature increases, targeted
HT may enhance the effectiveness of immunother-
apy. Notably, immunotherapies have emerged as one
of the most promising modalities to treat bladder can-
cer, however, the role of heat in modulating these
drugs is not known.

HT has been used clinically to treat bladder cancer
for many years [60]. The main limitation to the use
of bladder HT in the US has been the lack of avail-
ability of an FDA-approved bladder heater. Three
methods of heating the bladder in a clinical context
currently exist [61]: (1) deep regional HT adminis-
tered via an external array of tunable radiofrequency
antennae (e.g., BSD-2000 device); (2) intravesical
radiofrequency antennae (e.g., Synergo SB-TS 101.1
device); and (3) intravesical circulating fluid convec-
tion heating (e.g., Combat BRS device). Most bladder
HT clinical trials to date have tested HT in combina-
tion with intravesical mitomycin C (HT-MMC) for
NMIBC and most have demonstrated positive out-
comes [60].

The first clinical trial of HT-MMC using deep
regional hyperthermia was performed at Duke
University using the BSD-2000 device to treat BCG-
unresponsive NMIBC [62]. This trial showed that
excellent thermal treatment plans were possible to
safely and effectively heat the bladder and approxi-
mately half of participants were able to forgo radical
cystectomy [63, 64]. This positive outcome has
been confirmed in a second cohort of patients [65].
While effective, deep regional hyperthermia HT-
MMC treatment method has numerous limitations.
For example, the BSD-2000 device is expensive,
requires a radiofrequency-shielded room, is very
large in size, requires a medical physics team to oper-
ate, and cannot be safely used in certain patients (e.g.,
severe obesity and hip prostheses). Therefore, deep
regional hyperthermia technology is not currently
generalizable to the broader urological community
treating NMIBC.

The sole intravesical radiofrequency antenna that
is currently available clinically, the Synergo SB-TS
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device, has been tested in multiple clinical trials in
Europe for NMIBC [60]. This device is moderately
expensive with high operating costs, is moderately
large, requires the supervision of a nurse to operate,
can heat the bladder unevenly and cause burns in the
bladder, and requires a large 20 F Foley catheter. For
these reasons, the Synergo device has only been used
by a handful of European centers despite being avail-
able for over a decade [60]. Despite these caveats,
randomized trials have found that Synergo-based HT-
MMC can be used to successfully treat many patients
whose tumors are unresponsive to BCG treatment
[60]. One recent randomized trial has even found
Synergo-based HT-MMC to be superior to BCG
immunotherapy [66].

The most recent bladder heating method to be
tested in clinical trials is the convection bladder heat-
ing method, typified by the Combat BRS device.
This device costs significantly less, is small, portable,
simple to operate, and does not require supervision
during operation. Importantly, this device heats the
bladder with negligible toxicity, and is easily gener-
alizable to the broader urological community, since
it can be used in any center where intravesical ther-
apy is administered. Currently, the first clinical trial
of this device for HT-MMC treatment of NMIBC
is published [67] and two large randomized trials
of HT-MMC using the Combat BRS device have
completed accrual in Europe for intermediate risk
NMIBC (EudraCT: 2013-002628-18, 2014-005001-
20).

Finally, to take full advantage of the potential of
HT, researchers at Duke University have developed
a new class of drugs, which are triggered by heat
and consist mainly of thermally-sensitive liposomes
that release their pharmaceutical contents only when
they are subject to heating above a certain temper-
ature (e.g. 41◦C) [68, 69]. These liposomes can be
used in combination with HT to safely direct drug
delivery to heated tissues and consequently increase
intratumoral drug levels by 10–30 fold [68]. Due to
their selective targeting of heated tissues, thermally-
sensitive liposomes can be administered at lower
systemic levels than free drug, which minimizes tox-
icity and still achieve very high local tissue levels of
the active agent to maximize efficacy [70]. Notably
temperature-sensitive liposomes can be loaded with
a variety of anti-neoplastic agents. Currently, dox-
orubicin (ThermoDox), cisplatin, and gemcitabine
containing liposomes have been generated. Thermo-
Dox has been licensed and is in phase III trials
for liver cancer (NCT00617981). Since doxorubicin,

cisplatin, and gemcitabine are drugs that are well
established for the treatment of advanced bladder can-
cer, heat-targeted versions of these drugs are desirable
tools to add to the bladder cancer armamentarium.
Studies conducted in swine, both at Duke Univer-
sity and the NCI, have shown that ThermoDox can
be targeted to the bladder using intravesical con-
ductive hyperthermia, minimizing systemic toxicity
and maximizing local drug delivery to the bladder
[71]. Altogether, heat therapy has great potential
to improve treatment efficacy for BCa without
increasing the risk for adverse effects.

IMMUNOTHERAPY AND CHECKPOINT
INHIBITORS - THE FUTURE BEYOND
CTLA-4 AND PD-1/PD-L1

In many laboratories and clinical settings, efforts
are underway to improve the therapeutic potential
of immune-based monotherapies by designing ratio-
nal combinations of those agents. In prior preclinical
studies, the monotherapy antitumor effects of two
such immunotherapeutic molecules, an immunocy-
tokine, NHS-muIL12, and an anti-programmed cell
death protein-1 ligand (PD-L1) antibody, avelumab,
have been reported [72, 73]. NHS-muIL12 is a novel
immunocytokine delivery system whose antitumor
actions are based on the in vivo tumor delivery of
potent Th1 cytokine, IL-12, to necrotic portions of
tumors through recognition by the NHS76 antibody.
NHS-muIL12 increases serum IFN-� levels, upreg-
ulates MHC class I protein expression on dendritic
cells (DCs), and induces proliferation of CD49b+
natural killer (NK) cells and CD8+ T cells [72], all
consistent with the known properties of recombinant
murine IL-12 [74, 75]. Antitumor effects of NHS-
muIL12 are dose-dependent over a 50-fold range
and superior to those of recombinant muIL-12. Thus,
tumor targeting with NHS-muIL-12 could potentially
deliver significant antitumor effects while mitigating
some of the dose-limiting toxicity reported in patients
treated with rIL-12 [76]. A recently completed first-
in-human phase I dose escalation clinical trial of
NHS-IL12 showed the agent to be well-tolerated and
reported preliminary evidence of clinical benefit in
patients diagnosed with late-stage cancers [77].

Avelumab, which interrupts the PD-1/PD-L1 inter-
action, overcomes immune resistance in preclinical
models [78, 79] and has led to remarkable clin-
ical responses in a variety of cancer patients
[80, 81]. Combining NHS-muIL12 and avelumab
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brings together different immune-associated actions
to enhance the antitumor effects above those achieved
by either monotherapy. The antitumor actions of
NHS-muIL12 are IFN-� dependent and upregu-
late mPD-L1 expression on mouse tumors, an
action that could be construed as exacerbating
immunosuppression. Yet, concurrent therapy with
NHS-muIL12 and an anti-PD-L1 antibody results
in additive/synergistic antitumor effects in PD-
L1–expressing subcutaneously transplanted tumors
and in an intravesical bladder tumor model [72]. Anti-
tumor efficacy correlates with a higher frequency
of tumor antigen-specific splenic CD8+ T cells and
enhanced T cell activation over a wide range of
NHS-IL12 concentrations. The PD-1/PD-L1 axis is
associated with suppressing antitumor effects at the
tumor-T cell interface. With disruption of that axis,
resident cytotoxic T cells can then exert their con-
trol over tumor growth. Studies in Rag2–/– mice and
mice depleted of CD4+ and CD8+ T cells clearly
show the need for an intact immune system to elicit
the antitumor effects of the anti-PD-L1 antibody [72,
73]. PD-L1 is also expressed on antigen-presenting
cells (APC) and its binding to PD-1 on T cells recruits
phosphatase SHP-2 to the T cell membrane [82–84],
which inhibits both TCR and CD-28 downstream
signaling, thus limiting T cell activation [85]. Dis-
ruption of the APC (PD-L1):T cell (PD-1) interaction
renders T cells more sensitive to antigen presen-
tation and costimulation. Delivery of IL-12 via a
tumor necrosis–targeting human IgG1 (NHS76) pro-
vides an immediate source of a Th1 proinflammatory
cytokine within the tumor microenvironment. By
binding to the IL-12 receptor (IL-12R) on T cells,
NHS-muIL12 could provide an additional third signal
to direct differentiation along the Th1 pathway. IL-
12R activation induces Jak2/Tyk2 signaling, which in
turn promotes STAT4 phosphorylation and enhances
Th1 gene transcription [75]. Another potential source
of IL-12 within the tumor microenvironment might
come from “newly” activated, mature CD8�+ DCs,
which are enhanced following parenteral adminis-
tration of NHS-muIL12 [72]. By combining PD-L1
blockade with NHS-muIL12, complementary signal-
ing pathways for CD8+ T cells and NK cells could
become fully activated, which would explain the
increases seen in cytotoxic effector functions and,
ultimately, in better immunotherapy. The combined
therapeutic potential of NHS-IL12 and avelumab in
those preclinical studies has provided the rationale
for the design of an ongoing phase I clinical study
(NCT01417546).

IDENTIFYING RESPONDERS TO
IMMUNOTHERAPY AND IMMUNOLOGIC
DIFFERENCES BETWEEN MOLECULAR
SUBTYPES

The success of immune checkpoint blockade
in a subset of patients with metastatic urothelial
carcinoma highlights the potential for these thera-
pies to induce potent anti-cancer immune responses
(reviewed in [86]). The lack of response in most
patients, however, is indicative of a need to better
understand the underlying mechanisms of treat-
ment resistance. To reach the full clinical utility of
immunotherapy for treatment of MIBC, we require
a comprehensive understanding of the mechanisms
of immune evasion and their relationship to bladder
tumor biology.

The identification of molecular subtypes of MIBC,
based on patterns of gene expression [87–91], has
provided a critical framework to study the hetero-
geneity of bladder cancer. Each subtype corresponds
to a biologically distinct tumor type. Patterns of
immune infiltration and expression of immune-
related genes vary markedly by subtype, to the extent
that immune signatures alone may be able to reca-
pitulate the subtypes [92]. In addition, two early
reports indicate that response to checkpoint blockade
in metastatic bladder cancer depends on molecular
subtypes [93, 94].

Bladder tumors can generally be classified into
basal and luminal subtypes, with further classification
varying among the different classification systems
[87–91]. Kardos et al. defined a subset of basal tumors
that are highly mesenchymal and immune infiltrated,
which they label claudin-low due to similarities to the
corresponding subtypes of breast cancers [95]. The
cluster IV from the original TCGA classification had
some overlap with claudin-low tumors, but this group
was dropped from the updated TCGA classification
[88, 91, 95, 96]. The Lund and TCGA classifica-
tions highlight a subset of luminal tumors defined
primarily by a high level of stromal cell infiltration
(“infiltrated” or “luminal infiltrated”, respectively)
[87, 88, 91]. These differ markedly from the rest
of the luminal tumors (TCGA cluster I or luminal
papillary), which are characterized by high rates of
altered PPAR� and FGFR3 and an “immune desert”
phenotype.

Seiler and colleagues, building on the work
of the MD Anderson group [97, 98], determined
that basal tumors have the largest survival bene-
fit from cisplatin-based neoadjuvant chemotherapy
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[96]. In that study, luminal tumors had the best out-
come regardless of chemotherapy, while the luminal
infiltrated tumors did poorly regardless of chemother-
apy and the claudin-low tumors had only a modest
benefit from chemotherapy [96]. Rosenberg et al.
reported that cluster II (luminal infiltrated) and
IV (claudin-low) tumors have the highest response
rate to atezolizumab [93], while Sharma et al.
reported that cluster II (luminal infiltrated) and III
(basal) tumors responded best to nivolumab [94].
Nonetheless these studies underline important dif-
ferences between subtypes that may be important
for patient selection for systemic therapy (Table 1).
The updated TCGA report subsequently suggested
a similar subtype-directed treatment approach [91]
(Table 2).

Defining differences in the immune cell com-
ponent of each subtype appears to be critical to
understanding both response and resistance to ther-
apy. It may be that each molecular subtype of MIBC
employs unique mechanisms of immune evasion, and
that specific subtypes actively suppress effector T cell
responses through therapeutically targetable mecha-
nisms. The luminal tumors (cluster I) have the most
obvious difference in immune infiltration, with a rel-
ative absence of immune cells within the tumor. At
the same time, they are characterized by high rates

of genomic alteration or over-expression of FGFR3
and PPAR�, both of which are potential regulators of
immune cell exclusion.

To date, analyses of the tumor-associated immune
system in the molecular subtypes of MIBC have
primarily utilized gene expression data from whole
tissue, as well as IHC analysis [99, 100]. Accurate
identification of subsets of immune cells requires
the positive expression and often exclusion of a
combination of markers, and many of these mark-
ers overlap among different types of immune cells.
Consequently, neither gene expression analysis of
whole tissue nor IHC is particularly well suited
for characterizing immune responses as stand-alone
methods. Therefore, a comprehensive analysis of the
composition of the tumor-associated immune com-
partment is currently lacking and is critical for the
investigation of mechanisms of immune evasion in
MIBC. Comparing tumor-infiltrating immune cells
to peripheral blood and “normal” adjacent tissue-
infiltrating immune cells may help to distinguish
among inter-patient differences in immune states and
tumor-specific differences in immune composition
and activation. Analysis of immune cells in periph-
eral blood will also determine whether these cells
can be used as a surrogate marker for altered tumor-
associated immune responses.

Table 1
Treatment response by subtype (2014 TCGA classification)

Subtype Localized MIBC Localized MIBC Metastatic MIBC
Cystectomy alone Chemo + Cystectomy Immunotherapy

Luminal (≈Cluster I) Best Same as RC Poor
Luminal infiltrated (≈Cluster II) Poor Poor Best
Basal (≈Cluster III) Poor Best ???
Claudin-low (≈Cluster IV) Poor Intermediate Intermediate

RC = radical cystectomy; MIBC = muscle invasive bladder cancer.

Table 2
Treatment response by subtype (2017 TCGA classification)

Subtype Key biological features Predicted therapy

Luminal-papillary FGFR3 mutations FGFR3 kinase inhibitors
SHH-positive
Low risk for progression

Luminal-infiltrated EMT markers Immunotherapy
miR-200 family
PD-L1, CTLA4

Luminal Luminal markers Not defined
Basal/squamous Squamous differentiation Immunotherapy

PD-L1, CTLA4 Cisplatin-based chemotherapy
Immune infiltrates

Neuronal Neuroendocrine markers Etoposide-cisplatin chemotherapy
Neuronal markers
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Mass cytometry, also known as cytometry by time
of flight (CyTOF), makes the analysis of up to 40
parameters on each immune cell possible, includ-
ing expression of surface proteins and intracellular
molecules such as transcription factors. When study-
ing tumor tissue, antibodies can also be selected
to measure tumor and stromal cell proteins. Mass
cytometry is similar in principle to flow cytometry in
that it utilizes tagged antibodies to identify specific
proteins. However, in mass cytometry the antibodies
are conjugated to heavy-metal isotopes, which are
then detected and quantified by time of flight mass
spectrometry. The advantage of mass cytometry is
the ability to quantify up to 40 markers simultane-
ously on a per cell level basis. By contrast, due to
spectral overlap among fluorophores, flow cytometry
is typically limited to about 16 fluorophores. Flow
cytometry, however, makes it possible to capture spe-
cific cell subpopulations, expand them in culture, and
perform functional analyses such as T cell prolifera-
tion assays. The optimal approach to profiling bladder
cancer should, therefore, incorporate both mass and
flow cytometry.

In summary, a comprehensive analysis of the
immune milieu in each subtype of MIBC will require
a large multi-level study that assesses the cellular
phenotypes of immune, stromal, and tumor cells,
as well as their spatial localization within tumors,
together with gene expression and ex vivo functional
data, which will improve our ability to predict patient
response to therapy and ultimately to develop person-
alized approaches for the treatment of bladder cancer.

CONCLUSIONS AND PERSPECTIVES

In conclusion, investigation of the normal and
tumor-associated immune microenvironment has
provided novel insights into modulators of disease
burden and the response to treatment. Preclini-
cal models continue to enhance our understanding
of both intrinsic and extrinsic influences on blad-
der cancer development, progression and treatment,
including sex, the immune cell milieu, and treat-
ment modulators such as heat. Moreover, syngeneic
animal models enable the testing and optimization
of novel immunotherapy, chemotherapy, and hyper-
thermia combinations. Key areas of need include
extensive validation of molecular subtypes at the pro-
tein level, assessment of immune profiles in terms
of immune system function, determination of the
extent to which subtypes inform treatment response

and choices, beyond mere association. Finally, the
demonstration that sex differences influence not only
susceptibility to bladder cancer development, but also
disease progression and response to treatment empha-
sizes the need for both preclinical and clinical studies
to incorporate male and female subjects.

ACKNOWLEDGMENTS

All authors wish to acknowledge the support
of the Leo and Anne Albert Institute for Bladder
Cancer Care and Research. In addition, individual
support from the following sources is acknowl-
edged by MAI: LABEX ImmunoOncology; XL: NIH
1R21CA198544; PCB: Bladder Cancer Canada.

CONFLICTS OF INTEREST

The authors have no conflict of interest to report.

REFERENCES

[1] Siefker-Radtke AO, Apolo AB, Bivalacqua TJ, Spiess PE,
Black PC. Immunotherapy with checkpoint blockade in
the treatment of urothelial carcinoma. J Urol. 2017.

[2] Bellmunt J, de Wit R, Vaughn DJ, Fradet Y, Lee JL, Fong
L, Vogelzang NJ, Climent MA, Petrylak DP, Choueiri TK,
Necchi A, Gerritsen W, Gurney H, Quinn DI, Culine S,
Sternberg CN, Mai Y, Poehlein CH, Perini RF, Bajorin
DF, Investigators K-. Pembrolizumab as second-line ther-
apy for advanced urothelial carcinoma. N Engl J Med.
2017;376:1015-26.

[3] Powles T, Duran I, van der Heijden MS, Loriot Y,
Vogelzang NJ, De Giorgi U, Oudard S, Retz MM,
Castellano D, Bamias A, Flechon A, Gravis G, Hus-
sain S, Takano T, Leng N, Kadel 3rd EE, Banchereau R,
Hegde PS, Mariathasan S, Cui N, Shen X, Derleth CL,
Green MC, Ravaud A. Atezolizumab versus chemother-
apy in patients with platinum-treated locally advanced or
metastatic urothelial carcinoma (IMvigor211): A multi-
centre, open-label, phase 3 randomised controlled trial.
Lancet. 2018;391:748-57.

[4] Edgren G, Liang L, Adami HO, Chang ET. Enigmatic
sex disparities in cancer incidence. Eur J Epidemiol.
2012;27:187-96.

[5] Dorak MT, Karpuzoglu E. Gender differences in can-
cer susceptibility: An inadequately addressed issue. Front
Genet. 2012;3:268.

[6] Clocchiatti A, Cora E, Zhang Y, Dotto GP. Sexual dimor-
phism in cancer. Nat Rev Cancer. 2016;16:330-9.

[7] Hartge P, Harvey EB, Linehan WM, Silverman DT,
Sullivan JW, Hoover RN, Fraumeni Jr JF, Unexplained
excess risk of bladder cancer in men. J Natl Cancer Inst.
1990;82:1636-40.

[8] Arnold AP. A general theory of sexual differentiation.
J Neurosci Res. 2017;95:291-300.

[9] Schoemaker MJ, Swerdlow AJ, Higgins CD, Wright AF,
Jacobs PA, Group UKCC. Cancer incidence in women



M.A. Ingersoll et al. / Immunology, Immunotherapy, and Translating Basic Science into the Clinic for BCa 437

with Turner syndrome in Great Britain: A national cohort
study. Lancet Oncol. 2008;9:239-46.

[10] Ji J, Zoller B, Sundquist J, Sundquist K. Risk of solid
tumors and hematological malignancy in persons with
Turner and Klinefelter syndromes: A national cohort
study. Int J Cancer. 2016;139:754-8.

[11] Druckrey H, Preussmann R, Ivankovic S, Schmahl D.
Organotropic carcinogenic effects of 65 various N-nitroso-
compounds on BD rats. Z Krebsforsch. 1967;69:103-201.

[12] Bertram JS, Craig AW. Specific induction of bladder can-
cer in mice by butyl-(4-hydroxybutyl)-nitrosamine and the
effects of hormonal modifications on the sex difference in
response. Eur J Cancer. 1972;8:587-94.

[13] Kaneko S, Li X. X chromosome protects against blad-
der cancer in females via a KDM6A-dependent epigenetic
mechanism. Sci Adv. 2018;4:eaar5598.

[14] Shin K, Lim A, Odegaard JI, Honeycutt JD, Kawano S,
Hsieh MH, Beachy PA. Cellular origin of bladder neo-
plasia and tissue dynamics of its progression to invasive
carcinoma. Nat Cell Biol. 2014;16:469-78.

[15] Van Batavia J, Yamany T, Molotkov A, Dan H, Man-
sukhani M, Batourina E, Schneider K, Oyon D, Dunlop
M, Wu XR, Cordon-Cardo C, Mendelsohn C. Bladder
cancers arise from distinct urothelial sub-populations. Nat
Cell Biol. 2014;16:982-91, 1-5.

[16] Fantini D, Glaser AP, Rimar KJ, Wang Y, Schipma M,
Varghese N, Rademaker A, Behdad A, Yellapa A, Yu Y,
Sze CC, Wang L, Zhao Z, Crawford SE, Hu D, Licht JD,
Collings CK, Bartom E, Theodorescu D, Shilatifard A,
Meeks JJ. A Carcinogen-induced mouse model recapitu-
lates the molecular alterations of human muscle invasive
bladder cancer. Oncogene. 2018.

[17] He Z, Kosinska W, Zhao ZL, Wu XR, Gutten-
plan JB. Tissue-specific mutagenesis by N-butyl-N-(4-
hydroxybutyl)nitrosamine as the basis for urothelial
carcinogenesis. Mutat Res. 2012;742:92-5.

[18] Miyamoto H, Yang Z, Chen YT, Ishiguro H, Uemura H,
Kubota Y, Nagashima Y, Chang YJ, Hu YC, Tsai MY,
Yeh S, Messing EM, Chang C. Promotion of bladder can-
cer development and progression by androgen receptor
signals. J Natl Cancer Inst. 2007;99:558-68.

[19] Hsu JW, Hsu I, Xu D, Miyamoto H, Liang L, Wu XR,
Shyr CR, Chang C. Decreased tumorigenesis and mortality
from bladder cancer in mice lacking urothelial androgen
receptor. Am J Pathol. 2013;182:1811-20.

[20] Pal SK, Hurria A. Impact of age, sex, and comorbidity
on cancer therapy and disease progression. J Clin Oncol.
2010;28:4086-93.

[21] Conforti F, Pala L, Bagnardi V, De Pas T, Martinetti M,
Viale G, Gelber RD, Goldhirsch A. Cancer immunother-
apy efficacy and patients’ sex: A systematic review and
meta-analysis. Lancet Oncol. 2018;19:737-46.

[22] Singh S, Parulekar W, Murray N, Feld R, Evans WK, Tu
D, Shepherd FA. Influence of sex on toxicity and treat-
ment outcome in small-cell lung cancer. J Clin Oncol.
2005;23:850-6.

[23] Brahmer JR, Dahlberg SE, Gray RJ, Schiller JH, Perry
MC, Sandler A, Johnson DH. Sex differences in out-
come with bevacizumab therapy: Analysis of patients with
advanced-stage non-small cell lung cancer treated with or
without bevacizumab in combination with paclitaxel and
carboplatin in the Eastern Cooperative Oncology Group
Trial 4599. J Thorac Oncol. 2011;6:103-8.

[24] Riihijarvi S, Taskinen M, Jerkeman M, Leppa S. Male
gender is an adverse prognostic factor in B-cell lymphoma

patients treated with immunochemotherapy. Eur J Haema-
tol. 2011;86:124-8.

[25] Botticelli A, Onesti CE, Zizzari I, Cerbelli B, Sciattella
P, Occhipinti M, Roberto M, Di Pietro F, Bonifacino A,
Ghidini M, Vici P, Pizzuti L, Napoletano C, Strigari L,
D’Amati G, Mazzuca F, Nuti M, Marchetti P. The sex-
ist behaviour of immune checkpoint inhibitors in cancer
therapy? Oncotarget. 2017;8:99336-99346.

[26] Wu Y, Ju Q, Jia K, Yu J, Shi H, Wu H, Jiang M. Correlation
between sex and efficacy of immune checkpoint inhibitors
(PD-1 and CTLA-4 inhibitors). Int J Cancer. 2018.

[27] Noy R, Pollard JW. Tumor-associated macrophages: From
mechanisms to therapy. Immunity. 2014;41:49-61.

[28] Sica A, Schioppa T, Mantovani A, Allavena P. Tumour-
associated macrophages are a distinct M2 polarised
population promoting tumour progression: Potential tar-
gets of anti-cancer therapy. Eur J Cancer. 2006;42:
717-27.

[29] Nucera S, Biziato D, De Palma M. The interplay
between macrophages and angiogenesis in development,
tissue injury and regeneration. Int J Dev Biol. 2011;55:
495-503.

[30] Qian BZ, Li J, Zhang H, Kitamura T, Zhang J, Cam-
pion LR, Kaiser EA, Snyder LA, Pollard JW. CCL2
recruits inflammatory monocytes to facilitate breast-
tumour metastasis. Nature. 2011;475:222-5.

[31] Linde N, Casanova-Acebes M, Sosa MS, Mortha A, Rah-
man A, Farias E, Harper K, Tardio E, Reyes Torres I, Jones
J, Condeelis J, Merad M, Aguirre-Ghiso JA. Macrophages
orchestrate breast cancer early dissemination and metas-
tasis. Nat Commun. 2018;9:21.

[32] Mantovani A, Sozzani S, Locati M, Allavena P, Sica A.
Macrophage polarization: Tumor-associated macrophages
as a paradigm for polarized M2 mononuclear phagocytes.
Trends Immunol. 2002;23:549-55.

[33] Qian BZ, Pollard JW. Macrophage diversity enhances
tumor progression and metastasis. Cell. 2010;141:39-51.

[34] Aljabery F, Olsson H, Gimm O, Jahnson S, Shabo I. M2-
macrophage infiltration and macrophage traits of tumor
cells in urinary bladder cancer. Urol Oncol. 2017.

[35] Martinez VG, Rubio C, Martinez-Fernandez M, Segovia
C, Lopez-Calderon F, Garin MI, Teijeira A, Munera-
Maravilla E, Varas A, Sacedon R, Guerrero F, Villacampa
F, de la Rosa F, Castellano D, Lopez-Collazo E,
Paramio JM, Vicente A, Duenas M. BMP4 Induces
M2 Macrophage Polarization and Favors Tumor Pro-
gression in Bladder Cancer. Clin Cancer Res. 2017;23:
7388-7399.

[36] Tervahartiala M, Taimen P, Mirtti T, Koskinen I, Ecke T,
Jalkanen S, Bostrom PJ. Immunological tumor status may
predict response to neoadjuvant chemotherapy and out-
come after radical cystectomy in bladder cancer. Sci Rep.
2017;7:12682.

[37] Pichler R, Fritz J, Zavadil C, Schafer G, Culig Z, Brunner
A. Tumor-infiltrating immune cell subpopulations influ-
ence the oncologic outcome after intravesical Bacillus
Calmette-Guerin therapy in bladder cancer. Oncotarget.
2016;7:39916-39930.

[38] Miyake M, Hori S, Morizawa Y, Tatsumi Y, Nakai Y, Anai
S, Torimoto K, Aoki K, Tanaka N, Shimada K, Konishi
N, Toritsuka M, Kishimoto T, Rosser CJ, Fujimoto K.
CXCL1-mediated interaction of cancer cells with tumor-
associated macrophages and cancer-associated fibroblasts
promotes tumor progression in human bladder cancer.
Neoplasia. 2016;18:636-646.



438 M.A. Ingersoll et al. / Immunology, Immunotherapy, and Translating Basic Science into the Clinic for BCa

[39] Wang B, Liu H, Dong X, Wu S, Zeng H, Liu Z, Wan D,
Dong W, He W, Chen X, Zheng L, Huang J, Lin T. High
CD204+ tumor-infiltrating macrophage density predicts a
poor prognosis in patients with urothelial cell carcinoma
of the bladder. Oncotarget. 2015;6:20204-14.

[40] Sjodahl G, Lovgren K, Lauss M, Chebil G, Patschan
O, Gudjonsson S, Mansson W, Ferno M, Leandersson
K, Lindgren D, Liedberg F, Hoglund M. Infiltration of
CD3(+) and CD68(+) cells in bladder cancer is subtype
specific and affects the outcome of patients with muscle-
invasive tumors. Urol Oncol. 2014;32:791-7.

[41] Miyake M, Tatsumi Y, Gotoh D, Ohnishi S, Owari T, Iida
K, Ohnishi K, Hori S, Morizawa Y, Itami Y, Nakai Y,
Inoue T, Anai S, Torimoto K, Aoki K, Shimada K, Konishi
N, Tanaka N, Fujimoto K. Regulatory T cells and tumor-
associated macrophages in the tumor microenvironment in
non-muscle invasive bladder cancer treated with intraves-
ical bacille calmette-guerin: A long-term follow-up study
of a japanese cohort. Int J Mol Sci. 2017;18.

[42] Hanada T, Nakagawa M, Emoto A, Nomura T, Nasu
N, Nomura Y. Prognostic value of tumor-associated
macrophage count in human bladder cancer. Int J Urol.
2000;7:263-9.

[43] Takayama H, Nishimura K, Tsujimura A, Nakai Y,
Nakayama M, Aozasa K, Okuyama A, Nonomura N.
Increased infiltration of tumor associated macrophages
is associated with poor prognosis of bladder carcinoma
in situ after intravesical bacillus Calmette-Guerin instilla-
tion. J Urol. 2009;181:1894-900.

[44] Ayari C, LaRue H, Hovington H, Decobert M, Harel
F, Bergeron A, Tetu B, Lacombe L, Fradet Y. Bladder
tumor infiltrating mature dendritic cells and macrophages
as predictors of response to bacillus Calmette-Guerin
immunotherapy. Eur Urol. 2009;55:1386-95.

[45] Mills CD, Lenz LL, Harris RA. A breakthrough:
Macrophage-directed cancer immunotherapy. Cancer Res.
2016;76:513-6.

[46] Penn CA, Yang K, Zong H, Lim JY, Cole A, Yang D,
Baker J, Goonewardena SN, Buckanovich RJ. Thera-
peutic impact of nanoparticle therapy targeting tumor-
associated macrophages. Mol Cancer Ther. 2018;17:96-
106.

[47] Sandhu SK, Papadopoulos K, Fong PC, Patnaik A, Mes-
siou C, Olmos D, Wang G, Tromp BJ, Puchalski TA,
Balkwill F, Berns B, Seetharam S, de Bono JS, Tolcher
AW. A first-in-human, first-in-class, phase I study of car-
lumab (CNTO 888), a human monoclonal antibody against
CC-chemokine ligand 2 in patients with solid tumors. Can-
cer Chemother Pharmacol. 2013;71:1041-50.

[48] Falk MH, Issels RD. Hyperthermia in oncology. Int J
Hyperthermia. 2001;17:1-18.

[49] Owusu RA, Abern MR, Inman BA. Hyperthermia as
adjunct to intravesical chemotherapy for bladder cancer.
Biomed Res Int. 2013;2013:262313.

[50] Coley II WB. Contribution to the knowledge of sarcoma.
Ann Surg. 1891;14:199-220.

[51] Hildebrandt B, Wust P, Ahlers O, Dieing A, Sreenivasa
G, Kerner T, Felix R, Riess H. The cellular and molec-
ular basis of hyperthermia. Crit Rev Oncol Hematol.
2002;43:33-56.

[52] Wust P, Hildebrandt B, Sreenivasa G, Rau B, Gellermann
J, Riess H, Felix R, Schlag PM. Hyperthermia in combined
treatment of cancer. Lancet Oncol. 2002;3:487-97.

[53] Frey B, Weiss EM, Rubner Y, Wunderlich R, Ott OJ,
Sauer R, Fietkau R, Gaipl US. Old and new facts about

hyperthermia-induced modulations of the immune system.
Int J Hyperthermia. 2012;28:528-42.

[54] Schildkopf P, Ott OJ, Frey B, Wadepohl M, Sauer R,
Fietkau R, Gaipl US. Biological rationales and clinical
applications of temperature controlled hyperthermia–
implications for multimodal cancer treatments. Curr Med
Chem. 2010;17:3045-57.

[55] Maeda H, Tsukigawa K, Fang J. A retrospective 30 years
after discovery of the enhanced permeability and retention
effect of solid tumors: Next-generation chemotherapeu-
tics and photodynamic therapy–problems, solutions, and
prospects. Microcirculation. 2016;23:173-82.

[56] Nakamura H, Fang J, Maeda H. Development of next-
generation macromolecular drugs based on the EPR
effect: Challenges and pitfalls. Expert Opin Drug Deliv.
2015;12:53-64.

[57] Fisher DT, Vardam TD, Muhitch JB, Evans SS. Fine-
tuning immune surveillance by fever-range thermal stress.
Immunol Res. 2010;46:177-88.

[58] Issels RD. Hyperthermia adds to chemotherapy. Eur J Can-
cer. 2008;44:2546-54.

[59] Evans SS, Repasky EA, Fisher DT. Fever and the thermal
regulation of immunity: The immune system feels the heat.
Nat Rev Immunol. 2015;15:335-49.

[60] Lammers RJ, Witjes JA, Inman BA, Leibovitch I, Laufer
M, Nativ O, Colombo R. The role of a combined regi-
men with intravesical chemotherapy and hyperthermia in
the management of non-muscle-invasive bladder cancer:
A systematic review. Eur Urol. 2011;60:81-93.

[61] Stauffer PR, van Rhoon GC. Overview of bladder heating
technology: Matching capabilities with clinical require-
ments. Int J Hyperthermia. 2016;32:407-16.

[62] Inman BA, Stauffer PR, Craciunescu OA, Maccarini PF,
Dewhirst MW, Vujaskovic Z. A pilot clinical trial of intrav-
esical mitomycin-C and external deep pelvic hyperthermia
for non-muscle-invasive bladder cancer. Int J Hyperther-
mia. 2014;30:171-5.

[63] Juang T, Stauffer PR, Craciunescu OA, Maccarini PF,
Yuan Y, Das SK, Dewhirst MW, Inman BA, Vujaskovic Z.
Thermal dosimetry characteristics of deep regional heating
of non-muscle invasive bladder cancer. Int J Hyperthermia.
2014;30:176-83.

[64] Yuan Y, Cheng KS, Craciunescu OI, Stauffer PR, Mac-
carini PF, Arunachalam K, Vujaskovic Z, Dewhirst
MW, Das SK. Utility of treatment planning for ther-
mochemotherapy treatment of nonmuscle invasive bladder
carcinoma. Med Phys. 2012;39:1170-81.

[65] Geijsen ED, de Reijke TM, Koning CC, Zum Vorde Sive
Vording PJ, de la Rosette JJ, Rasch CR, van Os RM,
Crezee J. Combining mitomycin C and regional 70MHz
hyperthermia in patients with nonmuscle invasive bladder
cancer: A pilot study. J Urol. 2015;194:1202-8.

[66] Arends TJ, Nativ O, Maffezzini M, de Cobelli O, Canepa
G, Verweij F, Moskovitz B, van der Heijden AG, Witjes
JA. Results of a randomised controlled trial comparing
intravesical chemohyperthermia with mitomycin C ver-
sus bacillus calmette-guerin for adjuvant treatment of
patients with intermediate- and high-risk non-muscle-
invasive bladder cancer. Eur Urol. 2016;69:1046-52.

[67] Sousa A, Inman BA, Pineiro I, Monserrat V, Perez A,
Aparici V, Gomez I, Neira P, Uribarri C. A clinical
trial of neoadjuvant hyperthermic intravesical chemother-
apy (HIVEC) for treating intermediate and high-risk
non-muscle invasive bladder cancer. Int J Hyperthermia.
2014;30:166-70.



M.A. Ingersoll et al. / Immunology, Immunotherapy, and Translating Basic Science into the Clinic for BCa 439

[68] Kong G, Anyarambhatla G, Petros WP, Braun RD,
Colvin OM, Needham D, Dewhirst MW. Efficacy of lipo-
somes and hyperthermia in a human tumor xenograft
model: Importance of triggered drug release. Cancer Res.
2000;60:6950-7.

[69] Hauck ML, LaRue SM, Petros WP, Poulson JM, Yu
D, Spasojevic I, Pruitt AF, Klein A, Case B, Thrall
DE, Needham D, Dewhirst MW. Phase I trial of
doxorubicin-containing low temperature sensitive lipo-
somes in spontaneous canine tumors. Clin Cancer Res.
2006;12:4004-10.

[70] Ponce AM, Vujaskovic Z, Yuan F, Needham D, Dewhirst
MW. Hyperthermia mediated liposomal drug delivery. Int
J Hyperthermia. 2006;22:205-13.

[71] Mikhail AS, Negussie AH, Pritchard WF, Haemmerich D,
Woods D, Bakhutashvili I, Esparza-Trujillo J, Brancato SJ,
Karanian J, Agarwal PK, Wood BJ. Lyso-thermosensitive
liposomal doxorubicin for treatment of bladder cancer. Int
J Hyperthermia. 2017;33:733-740.

[72] Fallon J, Tighe R, Kradjian G, Guzman W, Bernhardt A,
Neuteboom B, Lan Y, Sabzevari H, Schlom J, Greiner
JW. The immunocytokine NHS-IL12 as a potential cancer
therapeutic. Oncotarget. 2014;5:1869-84.

[73] Vandeveer AJ, Fallon JK, Tighe R, Sabzevari H, Schlom
J, Greiner JW. Systemic Immunotherapy of Non-Muscle
Invasive Mouse Bladder Cancer with Avelumab, an Anti-
PD-L1 Immune Checkpoint Inhibitor. Cancer Immunol
Res. 2016;4:452-62.

[74] Brunda MJ, Luistro L, Warrier RR, Wright RB, Hubbard
BR, Murphy M, Wolf SF, Gately MK. Antitumor and
antimetastatic activity of interleukin 12 against murine
tumors. J Exp Med. 1993;178:1223-30.

[75] Trinchieri G. Interleukin-12: A cytokine at the interface of
inflammation and immunity. Adv Immunol. 1998;70:83-
243.

[76] Leonard JP, Sherman ML, Fisher GL, Buchanan
LJ, Larsen G, Atkins MB, Sosman JA, Dutcher JP,
Vogelzang NJ, Ryan JL. Effects of single-dose interleukin-
12 exposure on interleukin-12-associated toxicity and
interferon-gamma production. Blood. 1997;90:2541-8.

[77] Kim JW, Heery CR, Bilusic M, Singh NK, Madan RA,
Sabzevari H, Schlom J, Gulley JL. First-in-human phase
i trial of nhs-il12 in advanced solid tumors. Journal of
Clinical Oncology. 2012;30.

[78] Keir ME, Butte MJ, Freeman GJ, Sharpe AH. PD-1 and
its ligands in tolerance and immunity. Annu Rev Immunol.
2008;26:677-704.

[79] Latchman Y, Wood CR, Chernova T, Chaudhary D, Borde
M, Chernova I, Iwai Y, Long AJ, Brown JA, Nunes R,
Greenfield EA, Bourque K, Boussiotis VA, Carter LL,
Carreno BM, Malenkovich N, Nishimura H, Okazaki T,
Honjo T, Sharpe AH, Freeman GJ. PD-L2 is a second lig-
and for PD-1 and inhibits T cell activation. Nat Immunol.
2001;2:261-8.

[80] Topalian SL, Hodi FS, Brahmer JR, Gettinger SN, Smith
DC, McDermott DF, Powderly JD, Carvajal RD, Sosman
JA, Atkins MB, Leming PD, Spigel DR, Antonia SJ, Horn
L, Drake CG, Pardoll DM, Chen L, Sharfman WH, Anders
RA, Taube JM, McMiller TL, Xu H, Korman AJ, Jure-
Kunkel M, Agrawal S, McDonald D, Kollia GD, Gupta
A, Wigginton JM, Sznol M. Safety, activity, and immune
correlates of anti-PD-1 antibody in cancer. N Engl J Med.
2012;366:2443-54.

[81] Powles T, Eder JP, Fine GD, Braiteh FS, Loriot Y, Cruz
C, Bellmunt J, Burris HA, Petrylak DP, Teng SL, Shen X,

Boyd Z, Hegde PS, Chen DS, Vogelzang NJ. MPDL3280A
(anti-PD-L1) treatment leads to clinical activity in
metastatic bladder cancer. Nature. 2014;515:558-62.

[82] Chemnitz JM, Parry RV, Nichols KE, June CH, Riley
JL. SHP-1 and SHP-2 associate with immunorecep-
tor tyrosine-based switch motif of programmed death
1 upon primary human T cell stimulation, but only
receptor ligation prevents T cell activation. J Immunol.
2004;173:945-54.

[83] Dong H, Strome SE, Salomao DR, Tamura H, Hirano F,
Flies DB, Roche PC, Lu J, Zhu G, Tamada K, Lennon VA,
Celis E, Chen L. Tumor-associated B7-H1 promotes T-cell
apoptosis: A potential mechanism of immune evasion. Nat
Med. 2002;8:793-800.

[84] Iwai Y, Ishida M, Tanaka Y, Okazaki T, Honjo T, Minato N.
Involvement of PD-L1 on tumor cells in the escape from
host immune system and tumor immunotherapy by PD-L1
blockade. Proc Natl Acad Sci U S A. 2002;99:12293-7.

[85] Parry RV, Chemnitz JM, Frauwirth KA, Lanfranco AR,
Braunstein I, Kobayashi SV, Linsley PS, Thompson
CB, Riley JL. CTLA-4 and PD-1 receptors inhibit T-
cell activation by distinct mechanisms. Mol Cell Biol.
2005;25:9543-53.

[86] Tabayoyong W, Gao J. The emerging role of immunother-
apy in advanced urothelial cancers. Curr Opin Oncol.
2018.

[87] Sjodahl G, Lauss M, Lovgren K, Chebil G, Gudjons-
son S, Veerla S, Patschan O, Aine M, Ferno M, Ringner
M, Mansson W, Liedberg F, Lindgren D, Hoglund M. A
molecular taxonomy for urothelial carcinoma. Clin Cancer
Res. 2012;18:3377-86.

[88] Cancer Genome Atlas Research N. Comprehensive molec-
ular characterization of urothelial bladder carcinoma.
Nature. 2014;507:315-22.

[89] Choi W, Czerniak B, Ochoa A, Su X, Siefker-Radtke A,
Dinney C, McConkey DJ. Intrinsic basal and luminal sub-
types of muscle-invasive bladder cancer. Nat Rev Urol.
2014;11:400-10.

[90] Damrauer JS, Hoadley KA, Chism DD, Fan C, Tiganelli
CJ, Wobker SE, Yeh JJ, Milowsky MI, Iyer G, Parker JS,
Kim WY. Intrinsic subtypes of high-grade bladder cancer
reflect the hallmarks of breast cancer biology. Proc Natl
Acad Sci U S A. 2014;111:3110-5.

[91] Robertson AG, Kim J, Al-Ahmadie H, Bellmunt J, Guo
G, Cherniack AD, Hinoue T, Laird PW, Hoadley KA,
Akbani R, Castro MAA, Gibb EA, Kanchi RS, Gordenin
DA, Shukla SA, Sanchez-Vega F, Hansel DE, Czerniak
BA, Reuter VE, Su X, de Sa Carvalho B, Chagas VS,
Mungall KL, Sadeghi S, Pedamallu CS, Lu Y, Klimczak
LJ, Zhang J, Choo C, Ojesina AI, Bullman S, Leraas KM,
Lichtenberg TM, Wu CJ, Schultz N, Getz G, Meyerson
M, Mills GB, McConkey DJ, Network TR, Weinstein JN,
Kwiatkowski DJ, Lerner SP. Comprehensive molecular
characterization of muscle-invasive bladder cancer. Cell.
2017;171:540-556 e25.

[92] Ren R, Tyryshkin K, Graham CH, Koti M, Siemens
DR. Comprehensive immune transcriptomic analysis in
bladder cancer reveals subtype specific immune gene
expression patterns of prognostic relevance. Oncotarget.
2017;8:70982-1001.

[93] Rosenberg JE, Hoffman-Censits J, Powles T, van der Hei-
jden MS, Balar AV, Necchi A, Dawson N, O’Donnell PH,
Balmanoukian A, Loriot Y, Srinivas S, Retz MM, Grivas P,
Joseph RW, Galsky MD, Fleming MT, Petrylak DP, Perez-
Gracia JL, Burris HA, Castellano D, Canil C, Bellmunt



440 M.A. Ingersoll et al. / Immunology, Immunotherapy, and Translating Basic Science into the Clinic for BCa

J, Bajorin D, Nickles D, Bourgon R, Frampton GM, Cui
N, Mariathasan S, Abidoye O, Fine GD, Dreicer R. Ate-
zolizumab in patients with locally advanced and metastatic
urothelial carcinoma who have progressed following treat-
ment with platinum-based chemotherapy: A single-arm,
multicentre, phase 2 trial. Lancet. 2016;387:1909-20.

[94] Sharma P, Retz M, Siefker-Radtke A, Baron A, Necchi A,
Bedke J, Plimack ER, Vaena D, Grimm MO, Bracarda
S, Arranz JA, Pal S, Ohyama C, Saci A, Qu X, Lam-
bert A, Krishnan S, Azrilevich A, Galsky MD. Nivolumab
in metastatic urothelial carcinoma after platinum therapy
(CheckMate 275): A multicentre, single-arm, phase 2 trial.
Lancet Oncol. 2017;18:312-22.

[95] Kardos J, Chai S, Mose LE, Selitsky SR, Krishnan B,
Saito R, Iglesia MD, Milowsky MI, Parker JS, Kim WY,
Vincent BG. Claudin-low bladder tumors are immune
infiltrated and actively immune suppressed. JCI Insight.
2016;1:e85902.

[96] Seiler R, Ashab HAD, Erho N, van Rhijn BWG, Winters
B, Douglas J, Van Kessel KE, Fransen van de Putte EE,
Sommerlad M, Wang NQ, Choeurng V, Gibb EA, Palmer-
Aronsten B, Lam LL, Buerki C, Davicioni E, Sjodahl G,
Kardos J, Hoadley KA, Lerner SP, McConkey DJ, Choi W,
Kim WY, Kiss B, Thalmann GN, Todenhofer T, Crabb SJ,
North S, Zwarthoff EC, Boormans JL, Wright J, Dall’Era
M, van der Heijden MS, Black PC. Impact of molecular

subtypes in muscle-invasive bladder cancer on predict-
ing response and survival after neoadjuvant chemotherapy.
Eur Urol. 2017;72:544-54.

[97] Choi W, Porten S, Kim S, Willis D, Plimack ER, Hoffman-
Censits J, Roth B, Cheng T, Tran M, Lee IL, Melquist J,
Bondaruk J, Majewski T, Zhang S, Pretzsch S, Baggerly
K, Siefker-Radtke A, Czerniak B, Dinney CP, McConkey
DJ. Identification of distinct basal and luminal subtypes of
muscle-invasive bladder cancer with different sensitivities
to frontline chemotherapy. Cancer Cell. 2014;25:152-65.

[98] McConkey DJ, Choi W, Shen Y, Lee IL, Porten S,
Matin SF, Kamat AM, Corn P, Millikan RE, Dinney
C, Czerniak B, Siefker-Radtke AO. A prognostic gene
expression signature in the molecular classification of
chemotherapy-naive urothelial cancer is predictive of clin-
ical outcomes from neoadjuvant chemotherapy: A phase 2
trial of dose-dense methotrexate, vinblastine, doxorubicin,
and cisplatin with bevacizumab in urothelial cancer. Eur
Urol. 2016;69:855-62.

[99] Sjodahl G, Eriksson P, Liedberg F, Hoglund M. Molecu-
lar classification of urothelial carcinoma: Global mRNA
classification versus tumour-cell phenotype classification.
J Pathol. 2017;242:113-25.

[100] Sjodahl G. Molecular subtype profiling of urothelial car-
cinoma using a subtype-specific immunohistochemistry
panel. Methods Mol Biol. 2018;1655:53-64.


