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Abstract: The management of advanced bladder carcinoma involves a multidisciplinary approach,
but the prognosis remains poor for many patients. The immune system plays a crucial role in this
disease, influencing both tumor development and response to treatment, and exploiting the immune
system against the tumor can be a valuable strategy to destroy neoplastic cells. This is the biological
principle underlying Bacillus Calmette–Guérin (BCG) use and, more recently, immune checkpoint
inhibitors (ICIs), like PD-1 (programmed death-1)/PD-L1 (programmed death-ligand 1) inhibitors.
In fact, one of the best studied immune checkpoints is represented by the PD-1/PD-L1 axis, which
is a well-known immune escape system adopted by neoplastic bladder cells. PD-L1 expression
has been associated with a higher pathologic stage and has shown prognostic value in bladder
carcinoma. Interestingly, high-grade bladder cancers tend to express higher levels of PD-1 and PD-L1,
suggesting a potential role of such an axis in mediating disease progression. Immunotherapy with
PD-1 and PD-L1 inhibitors has therefore emerged as a valuable treatment option and has shown
efficacy in advanced bladder cancer patients, with high PD-L1 expression levels associated with
better treatment responses. Our review aims to provide a comprehensive overview of the role of
PD-L1 in advanced bladder cancer, focusing on its implications for treatment decisions and the
prediction of treatment response. Overall, our work aims to contribute to the understanding of PD-L1
as a predictive biomarker and highlight its role in shaping therapeutic approaches for advanced
bladder cancer.

Keywords: bladder carcinoma; immune system; PD-1/PD-L1 axis; immunotherapy

1. Introduction

Bladder cancer is the ninth most common malignancy worldwide and the fifth most
common in developed countries [1]. According to the updated NCCN Guidelines for Blad-
der Cancer (version 2.2022), the clinical spectrum of bladder carcinoma can be divided into
three categories that differ in prognosis, management, and therapeutic aims [1]. The first
category includes non-muscle-invasive bladder cancer (NMIBC), for which therapy is di-
rected at reducing recurrence and preventing progression to a higher grade [1]. The second
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category includes muscle-invasive disease (MIBC), with an increased risk of progression to
a metastatic tumor, and lastly the third category consists of metastatic disease [1]. In total,
90% of all cases of bladder cancer are represented by urothelial carcinoma and its diagnosis
is based on a combination of methods such as urinary cytology, urinary biomarkers, and
cystoscopic examination with transurethral resection of bladder tumor (TURBT) [2–8].
NMIBC encompasses papillary tumors confined within the mucosa (stage Ta), tumors that
invade the lamina propria (stage T1), and flat high-grade lesions known as carcinoma in
situ (CIS) [9,10]. Up to 25% of patients with NMIBC progress to muscle-invasive disease
after repeated recurrences and can also metastasize to the regional lymph nodes, liver, lung,
bone, peritoneum, pleura, kidney, adrenal gland, intestine, mediastinum, skin, brain, heart,
and testes [11–13].

Therapeutically, the management of advanced bladder carcinoma involves a multi-
disciplinary approach, including neoadjuvant chemotherapy, radiotherapy, and surgical
interventions such as TURBT and cystectomy [2,14]. Approximately 20% of patients are di-
agnosed with muscle-invasive disease at the time of initial presentation, which will require
multiple treatment modalities due to the high rates of disease recurrence, progression, and
disease-specific mortality [15]. Treatment options include chemotherapy, radiation therapy,
and radical cystectomy in cases of clinically localized disease and systemic chemotherapy
for patients with metastatic disease. Despite this aggressive treatment approach, prog-
nosis remains poor for many patients [2,14,15]. Moreover, up to 30–50% of patients with
metastatic urothelial carcinoma are ineligible to receive cisplatin due to comorbidities [10].
Other therapeutic approaches have been adopted to exploit the host’s immune system
against the tumor. The most common approach is represented by intravesical Bacillus
Calmette–Guérin (BCG), that has been the gold standard for treating high-risk NMIBC for
many years. The most recent therapy targeting immune checkpoint molecules, such as in
urothelial carcinoma, is the PD-1 (programmed death-1)/PD-L1 (programmed death-ligand
1) axis, that have shown efficacy particularly in advanced stages. The aim of the present
review is to describe the state-of-the-art knowledge regarding the prognostic and predictive
role of PD-L1 expression in advanced bladder carcinoma and related treatment responses.

2. The Role of Immune System in Bladder Carcinoma

In solid tumors, including bladder cancer, the process of oncogenesis generally leads
to genetic instability which results in the production of tumor-specific neoantigens that
allow the immune response to target malignant cells [16]. Bladder carcinoma is charac-
terized by a higher mutational burden compared to other tumors, and this heterogeneity
could be due to the presence of different cancer stem cells [17]; consequently, their clones
lead to a mixture of signature and discordance between global mRNA profiling and im-
munohistochemical features that is crucial not only for tumor cells, but also for immune
responses [17]. In fact, the immune microenvironment has a central role in neoplastic pro-
cesses, and the ability of the immune system to recognize and eliminate transformed cells
early in the tumorigenic process is called “tumor immunosurveillance”. Immunogenicity
in bladder carcinoma differs among different histological subtypes and affects both innate
and adaptive immunity [17]. The immune cells involved are represented by both B and
T lymphocytes (CD4, CD8, and Th1), and dendritic cells (DCs) which are resident in the
bladder, and by neutrophils, macrophages, mast cells, and NK cells which are recruited
from the bloodstream. An effective anti-tumor immune response will be the result of a
concerted effort of antigen-presenting cells (APCs) (DCs, macrophages), lymphocytes, NK
cells, and the other abovementioned immune effectors [18,19].

3. Mechanisms of Immune System Evasion in Bladder Carcinoma

To survive and escape from the normal immune response, tumor cells secrete vari-
ous immunosuppressive and anti-apoptotic factors, such as TGF-beta, PGE2, IL-10, and
IL-6, creating a highly tolerogenic microenvironment [20–23]. In addition, the tumor mi-
croenvironment is tightly linked to the accumulation of several types of immune cells
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with immunosuppressive phenotypes, such as myeloid-derived suppressor cells (MDSCs),
tolerogenic DCs (tDCs), tumor-associated macrophages (TAMs), and regulatory T cells
(T-regs) [20–23]. A highly immunosuppressive microenvironment has been described in
bladder carcinoma, in which the PD-L1/PD-1 axis may play a crucial role in neoplastic im-
mune escape [24–27]. Firstly, PD-1 was identified in 1992 as a protein involved in apoptosis,
and subsequently, its role in modulating the hyper-stimulated immune system was high-
lighted [28]. On the other hand, PD-L1 is a 1 transmembrane protein ligand, also known
as B7-H1 and it is the main ligand, functionally characterized, of the PD-1 receptor [29].
The gene PDCDL1 on chromosome 9 is responsible for the encoding, representing the
third member of the B7 family proteins [29]. Its expression can be constitutive or inducible,
particularly influenced by proteins such as toll-like receptors (TLRs) on APCs and activated
by pathogen-associated molecular patterns [29]. PD-L1 activation depends on the ligation
to PD-1 (CD279), a transmembrane receptor encoded by PDCD1 gene, physiologically
expressed on lymphocytes and myeloid cells [29]. After PD-L1 binding with PD-1, the re-
cruitment of SHP-1/SHP2 (Src homology domain containing phosphatases 1 and 2) causes
a kinases cascade resulting in a general inhibition of T cells’ expansion [29]. Particularly
in inflammatory conditions, PD-L1 is expressed in immune response cells, including acti-
vated T and B lymphocytes, macrophages, DCs, APCs and some epithelial cells [29–32].
Furthermore, tumor cells produce PD-L1 as an “adaptive immune mechanism” to evade
anti-tumor responses; this event involves a suppressive signal to T lymphocytes, which in
turn causes the immune response to diminish after interacting with either the PD-1 or B7.1
(CD80) receptors [30,31]. However, another important player in the regulation of T-cell
activity is represented by CTLA-4, a crucial immune checkpoint receptor [32]. In detail,
CTLA-4 has regulatory effects on T-lymphocyte activation and it is expressed on regulatory
T cells and also upregulated on conventional T cells after activation [32].

Additionally, cytokines and other immunosuppressive factors secreted by tumor-
recruited myeloid cells play multifaceted roles in the mechanisms of regulation of PD-L1
expression [33–36].

Therefore, to efficiently escape the normal immune response, bladder cancer pro-
duces and secretes different cytokines with both pro- and anti-inflammatory roles. The
tumor microenvironment is characterized by the presence of several immune cells with
an immunosuppressive function, such as TAMs, MDSCs, and T-regs. Moreover, tumors
secrete PD-L1, which interacts with the PD-1 receptor expressed by CD8+ T cells and APCs,
resulting in an effective immune escape. Figure 1 illustrates the main immune escape
systems adopted by bladder cancer cells.
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L1 molecules that interact with PD-1 receptors expressed by both CD8+ T cells and APCs, resulting in 
their inhibition (blunted red arrows). Abbreviations: TAMs, tumor-associated macrophages; MDSCs, 
myeloid-derived suppressor cells; T-regs, regulatory T cells; APCs, antigen-presenting cells; PD-1, 
programmed death-1; PD-L1, programmed death ligand 1. 
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meanwhile inhibiting CD8+ T cells (blunted black arrows). Furthermore, neoplastic cells secrete PD-
L1 molecules that interact with PD-1 receptors expressed by both CD8+ T cells and APCs, resulting in
their inhibition (blunted red arrows). Abbreviations: TAMs, tumor-associated macrophages; MDSCs,
myeloid-derived suppressor cells; T-regs, regulatory T cells; APCs, antigen-presenting cells; PD-1,
programmed death-1; PD-L1, programmed death ligand 1.

4. PD-L1 Expression in Bladder Carcinoma

The assessment of PD-L1 expression in bladder carcinoma has been considered as an
important part of understanding the tumor immune milieu and predicting therapeutic
response [37]. In fact, PD-L1 expression in bladder carcinoma has shown a prognostic
value [38] and an association with a higher pathologic stage has been demonstrated [39].
Specifically, it has been shown that high-grade bladder carcinomas express higher PD-L1
and PD-1 levels compared to low-grade ones, and PD-L1 might function as a media-
tor of stage progression [40,41]. However, the best application of PD-L1 evaluation in
bladder carcinoma is in relation to its possible therapeutic implications. In fact, recent
advances in anticancer treatments have led to the development of therapies that effectively
restore the immune response against cancer cells, the so-called “immune checkpoint in-
hibitors” (ICIs) [41]. One of the best examples is represented by PD-1/PD-L1 inhibitors,
that bind to PD-1 or PD-L1 to avoid their interaction, thus reactivating the functionality
of T-lymphocytes and preventing the immunological escape of tumor cells [42]. In this
regard, the evaluation of PD-L1 expression in bladder carcinoma is relevant for determin-
ing the eligibility of patients for treatment with PD-1/PD-L1 inhibitors [10]. In addition,
such drugs represent an emerging treatment option for bladder carcinoma, particularly in
advanced stages, and the evaluation of PD-L1 expression is performed using immunohis-
tochemical assays. Specifically, there are several PD-L1 assays and immunohistochemical
scoring systems (Table 1) performed to obtain appropriate treatment decisions for PD-
1/PD-L1 targeted immunotherapy. In particular, the most commonly used scoring system
in bladder carcinoma is called the combined positive score (CPS) and it is calculated by
dividing the number of PD-L1 stained cells (tumor cells, lymphocytes, and macrophages)
by the total number of viable tumor cells, multiplied by 100 [16]. Other scoring systems,
although less utilized in bladder carcinoma, are the tumor proportion score (TPS) and
immune cell (IC) score, which are individually able to measure the percentage of tumor
cells showing PD-L1 expression and the area occupied by PD-L1-positive immune cells
(lymphocytes, dendritic cells, macrophages, and granulocytes) as a percentage of the whole
tumor area [43,44]. Of note, different cut-off values for PD-L1 status determination have
been adopted (Table 1) [21,45].

Table 1. Different PD-L1 scoring systems commonly used in bladder carcinoma.

Scoring System Description Platform Used Positivity Criteria

CPS Ratio of PD-L1 stained cells (tumor cells, lymphocytes,
macrophages) to total viable tumor cells, multiplied by 100

Dako Agilent
22C3 platform CPS > 10

TPS Percentage of tumor cells showing PD-L1 expression Various platforms TPS cut-off varies

IC Score
Area occupied by PD-L1-positive immune cells

(lymphocytes, dendritic cells, macrophages, granulocytes)
as a percentage of whole tumor area

Ventana PD-L1
SP142 platform IC score of 2/3

Abbreviations: CPS, combined positive score; TPS, tumor proportion score; IC score, immune cell score.

The current guidelines for the treatment of advanced and metastatic bladder urothelial
carcinoma suggest considering the use of ICIs as a second-line option for patients who
have experienced disease progression, while on or after platinum-based therapy, regard-
less of their PD-L1 status, based on the results of the KEYNOTE-045 and IMvigor211
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trials [46–48]. Specifically, in the KEYNOTE-045 phase 3 trial, 542 patients with advanced
urothelial carcinoma that recurred or progressed after platinum-based chemotherapy were
randomly assigned to receive pembrolizumab (a PD-1 inhibitor) or chemotherapy with
paclitaxel, docetaxel, or vinflunine [47]. PD-L1 status was assessed using the PD-L1 im-
munohistochemistry (IHC) 22C3 pharmDx assay (Dako Agilent Technologies, Carpinteria,
CA, USA), and measured using the CPS. The coprimary end points were overall survival
(OS) and progression-free survival (PFS), which were assessed among all patients and
among patients who had a tumor PD-L1 CPS ≥ 10. The median OS in the total population
was 10.3 months (95% CI, 8.0 to 11.8) in the pembrolizumab group; meanwhile, it was
7.4 months (95% CI, 6.1 to 8.3) in the chemotherapy group (hazard ratio [HR] for death, 0.73;
95% CI, 0.59 to 0.91; p = 0.002). The median OS in the tumor PD-L1 CPS ≥ 10 cohort was
8.0 months (95% CI, 5.0 to 12.3) in the pembrolizumab group; meanwhile, it was 5.2 months
(95% CI, 4.0 to 7.4) in the chemotherapy group (HR, 0.57; 95% CI, 0.37 to 0.88; p = 0.005).
Moreover, there was no significant difference in PFS duration between groups in the whole
population (HR for death or disease progression, 0.98; 95% CI, 0.81 to 1.19; p = 0.42) or
among patients with a tumor PD-L1 CPS ≥ 10 (HR, 0.89; 95% CI, 0.61 to 1.28; p = 0.24).
The pembrolizumab group had fewer treatment-related adverse events of any grade than
the chemotherapy one (60.9% vs. 90.2%), as well as fewer grade 3, 4, or 5 events (15.0%
vs. 49.4%) [46]. Therefore, pembrolizumab was associated with significantly longer OS
and a lower risk of treatment-related adverse events than chemotherapy as a second-line
treatment option for platinum-refractory advanced bladder urothelial carcinoma [47]. Simi-
larly, in the IMvigor211 multicenter, open-label, phase 3 randomized controlled trial, 931
patients with metastatic urothelial carcinoma who had progressed after platinum-based
chemotherapy were randomly assigned (1:1) to receive atezolizumab (a PD-L1 inhibitor)
or chemotherapy intravenously every 3 weeks [48]. PD-L1 status was assessed using the
PD-L1 Ventana SP142 immunohistochemistry assay (Ventana Medical Systems, Tucson,
AZ, USA), and measured using the IC score. The scoring criteria designated tumors as IC0
(PD-L1 expression on <1% of tumor-infiltrating immune cells), IC1 (PD-L1 expression on
≥1% and <5% of tumor-infiltrating immune cells), or IC2/3 (PD-L1 expression on ≥5%
of tumor-infiltrating immune cells). Randomization was stratified by PD-L1 expression,
chemotherapy type (vinflunine vs. taxanes), presence or absence of liver metastases, and
the number of prognostic factors [48]. OS was the primary endpoint. Although the primary
analysis did not demonstrate a statistically significant longer OS for patients receiving
atezolizumab versus chemotherapy, the updated OS revealed long-term durable remis-
sion [49]. With a median follow-up of 33 months, intention-to-treat (ITT) patients receiving
atezolizumab had better OS rates at 24 months (23% vs. 13%) and 30 months (18% vs.
10%), as well as across PD-L1 subgroups, than those receiving chemotherapy [49]. In the
ITT population, the updated OS HR (0.82, 95% CI 0.71–0.94) was similar to the OS HR
obtained in the original analysis (0.85, 95% CI 0.73–0.99). The safety analysis showed
that chemotherapy-treated patients experienced more grade 3/4 treatment-related adverse
events (43% vs. 22%) and further adverse events resulted in treatment discontinuation (18%
vs. 9%) [49]. Patients treated with atezolizumab had more adverse events of particular rele-
vance (35% vs. 20%), which were typically grade 1–2. Overall, the trial results supported
the administration of atezolizumab in platinum-treated patients with metastatic urothelial
bladder carcinoma, regardless of their PD-L1 status [49].

Alternatively, in patients with metastatic/advanced bladder urothelial carcinoma who
are unable to tolerate cisplatin, the Food and Drug Administration (FDA) and European
Medicines Agency (EMA) have approved pembrolizumab and atezolizumab for use as
first-line therapy.

In the KEYNOTE-052 trial, cisplatin-ineligible patients with locally advanced and
unresectable or metastatic urothelial carcinoma received first-line pembrolizumab [50].
PD-L1 status was assessed using the PD-L1 IHC 22C3 pharmDx assay (Dako Agilent
Technologies, Carpinteria, CA, USA) and measured using the CPS. Two CPS cut-offs were
used: a ≥ 1 cut-off based on results from the KEYNOTE-012 trial [51] and a strongly positive
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CPS cut-off identified in this study. In detail, the primary endpoint was objective response
rate (ORR) in patients with PD-L1-expressing tumors per response evaluation criteria in
solid tumors (RECIST) version 1.1 by blinded independent central review (BICR) [50].
A total of 370 patients were enrolled and the median follow-up was 56.3 months (range
51.2–65.3 months). The confirmed ORR was 28.9% (95% confidence interval [CI] 24.3–33.8),
and the median duration of response (DOR) was 33.4 months (range 1.4+ to 60.7+ months);
the 36-month DOR rate was 44.8% [50]. A PD-L1 CPS ≥ 10 was associated with a higher
frequency of response to pembrolizumab; 42 (38%, 95% CI 29–48) of 110 patients with a
PD-L1 CPS ≥ 10 had a centrally assessed objective response. However, responses were
observed in all PD-L1 expression categories, meaning that low or no PD-L1 expression
did not preclude response. Most treatment-related adverse events for pembrolizumab in
either study were grade 1 or 2 and manageable, which is consistent with prior reports.
With approximately 5 years of follow-up, pembrolizumab monotherapy continued to
demonstrate durable efficacy with no new safety signals [52].

The results of another study called IMvigor210, a single-arm, multicenter, phase 2 trial,
showed excellent sustained response rates, survival, and tolerability of atezolizumab in
patients with locally advanced or metastatic urothelial carcinoma who were not eligible for
cisplatin [53]. Specifically, 123 patients were recruited between 9 June 2014 and 30 March
2015, out of whom 119 received atezolizumab in one or more doses. PD-L1 status was
assessed using the PD-L1 Ventana SP142 immunohistochemistry assay (Ventana Medical
Systems, Tucson, AZ, USA), and measured using the IC score. Scoring criteria designated
tumors as IC0 (PD-L1 expression on < 1% of tumor-infiltrating immune cells), IC1 (PD-
L1 expression on ≥1% and <5% of tumor-infiltrating immune cells), or IC2/3 (PD-L1
expression on ≥5% of tumor-infiltrating immune cells). The main outcome, which was
evaluated in all patients and in predefined subgroups based on PD-L1 expression, was
the independently verified ORR as per RECIST version 1.1 (central review). The ORR was
23% (95% CI 16 to 31) at the median follow-up of 17.2 months, the full response rate was
9% (n = 11), and all PD-L1 and poor prognostic factor subgroups showed responses [49].
The PFS rate ranged from 2.1 to 4.2 months on average and 15.9 months was the median
OS period [53]. Fatigue, diarrhea, and pruritus were among the treatment-related side
effects reported by 10% or more of patients; one death from sepsis related to treatment was
also observed [53]. Immune-mediated events occurred in 14 patients (12%). Overall, the
results of this trial supported the use of atezolizumab in untreated metastatic urothelial
cancer [53].

The efficacy of atezolizumab was also demonstrated in the neoadjuvant setting
of patients with MIBC, who were ineligible for or refused cisplatin-based neoadjuvant
chemotherapy. In fact, the multicenter, single-arm, neoadjuvant, phase 2 study ABACUS,
showed that neoadjuvant atezolizumab in MIBC is associated with clinical responses and
high disease-free survival (DFS); in this trial, eighty-eight patients were given two cycles of
atezolizumab before undergoing radical cystectomy [54]. PD-L1 status was assessed using
the PD-L1 Ventana SP142 immunohistochemistry assay (Ventana Medical Systems, Tucson,
AZ, USA), and measured using the IC score. PD-L1 positivity consisted of the staining
of ≥ 5% of tumor-infiltrating immune cells. The primary clinical endpoint of the study
was the pathological complete response (pCR) rate in all patients who received at least one
cycle of atezolizumab and underwent radical cystectomy, or withdrew from the study for
disease progression before surgery. The median follow-up period was twenty-five months
(95% CI: 25–26); ninety-five individuals were administered the drug for at least one cycle;
only one of them underwent a cystectomy because of an advanced illness [54]. A 31%
(27/88; 95% CI 21–41) pCR rate was observed, while at two years, the OS and DFS were 77%
(95% CI 68–85) and 68% (95% CI 58–76), respectively [54]. Patients who achieved a pCR
had a two-year DFS of 85% (95% CI 65–94). Overall, 35 of 88 (40%) patients were positive
for PD-L1 at baseline. The pCR rate in this population was 37% (95% CI 21–55%), and the
1-year relapse-free survival (RFS) rate was 75% (95% CI 53–87%). There was no significant
correlation between PD-L1 expression and outcome, on either tumor-infiltrating immune
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cells or tumor cells (p > 0.05 for both). There was no significant correlation between RFS
and baseline PD-L1 and tumor mutational burden (HR 0.60 [95% CI 0.24–1.5], p = 0.26, and
0.72 [95% CI 0.31–1.7], p = 0.46) [54]. Circulating tumor DNA (ctDNA) positivity values at
baseline, after neoadjuvant therapy and after surgery, were 63% (25/40), 47% (14/30), and
14% (5/36), respectively [54]. RFS was related to high baseline stromal CD8+ lymphocytes
(HR 0.25 [95% CI 0.09–0.68], p = 0.007) and high post-treatment fibroblast activation protein
(HR 4.1 [95% CI 1.3–13], p = 0.01) [54]. Overall, the above reported data showed that
neoadjuvant atezolizumab has been associated with both improved clinical responses and
DFS in MIBC [54]. Moreover, bladder carcinoma patients who underwent a cystectomy
after receiving immunotherapy had good long-term outcomes. It was also found that a
number of biological features can aid in identifying the patients who would benefit most
from this therapy [54].

Overall, the results of these studies show that the use of ICIs is effective regardless of
PD-L1 status. Nonetheless, other studies have shown how ICI treatment can have no [55]
or limited [56] efficacy in metastatic urothelial carcinoma and it has been suggested that
ICIs should be recommended only for patients with a PD-L1-positive tumor [55–57]. In
particular, KEYNOTE-361 was a phase 3 randomized open-label study for patients with
untreated, locally progressed, unresectable, or metastatic urothelial carcinoma who were at
least 18 years old and had an ECOG performance status of 0–2 [58]. Random assignment
was used to recruit eligible patients from 201 medical centers across 21 nations. PD-L1
status was assessed using the PD-L1 IHC 22C3 pharmDx assay (Dako Agilent Technolo-
gies, Carpinteria, CA, USA), and measured using the CPS. The dual primary endpoints
were PFS and OS for pembrolizumab plus chemotherapy versus chemotherapy alone
for the total patient population. Stratified by choice of platinum treatment and PD-L1
CPS, 1010 patients were recruited between 19 October 2016 and 29 June 2018, receiving
intravenous pembrolizumab 200 mg every three weeks for a maximum of 35 cycles, along
with intravenous chemotherapy for a maximum of six cycles (n = 351), pembrolizumab
alone (n = 307), or chemotherapy alone (n = 352) [58]. The median follow-up period was
31.7 months (interquartile range [IQR] 27.7–36.0) [58]. The study found that there was no
significant difference in PFS between the groups receiving pembrolizumab plus chemother-
apy and chemotherapy alone [58]. The median PFS was 8.3 months (95% CI 7.5–8.5) in
the pembrolizumab plus chemotherapy group compared to 7.1 months (6.4–7.9) in the
chemotherapy group (HR 0.78, 95% CI 0.65–0.93; p = 0.0033). Additionally, there was no
significant difference in OS between the two groups [58]. The median OS was 17.0 months
(14.5–19.5) in the pembrolizumab plus chemotherapy group and 14.3 months (12.3–16.7) in
the chemotherapy group (HR 0.86, 95% CI 0.72–1.02; p = 0.0407). In analyses of OS with
pembrolizumab versus chemotherapy (which were exploratory because the dual primary
endpoints were not met), the OS was similar in both the populations as a whole (15.6 months
[95% CI 12.1–17.9] with pembrolizumab vs. 14.3 months [12.3–16.7] with chemotherapy;
HR 0.92, 95% CI 0.77–1.11) and in the populations with a CPS of at least 10 (16.1 months
[13.6–19.9] with pembrolizumab vs. 15.2 months [11.6–23.3] with chemotherapy; HR 1.01,
95% CI 0.77–1.32). Anemia with pembrolizumab plus chemotherapy (104 [30%] of 349
patients) or chemotherapy alone (112 [33%] of 342 patients) was the most common grade
3 or 4 adverse event linked to the study treatment. Diarrhea, fatigue, and hyponatremia
(each affecting four [1%] of three hundred and two patients) were the other common grade
3 or 4 adverse events. Of the 1010 participants, 6 (1%) died as a result of an adverse event
linked to the study therapy (2 patients per treatment group) [58]. In conclusion, the study
showed that the addition of pembrolizumab to first-line platinum-based chemotherapy
did not significantly improve efficacy and should not be widely adopted for treatment of
advanced urothelial carcinoma [58].

In another global, partially blinded, randomized, controlled phase 3 study, the
IMvigor130 trial, 1213 patients (≥18 years) with locally advanced or metastatic urothelial
carcinoma who had not received prior treatment and had an ECOG performance status of
0–2, were randomly divided into three groups (1:1:1) and assigned to receive atezolizumab
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plus platinum-based chemotherapy (cohort A, n = 453), atezolizumab alone (cohort B,
n = 354), or placebo plus platinum-based chemotherapy (cohort C, n = 390) [57,59,60]. In
addition, the patients were stratified by PD-L1 status, Bajorin score, and the investigator’s
preference for platinum-based chemotherapy. PD-L1 status was assessed using the PD-L1
Ventana SP142 immunohistochemistry assay (Ventana Medical Systems, Tucson, AZ, USA),
and measured using the IC score. The scoring criteria designated tumors as IC0 (PD-L1
expression on <1% of tumor-infiltrating immune cells), IC1 (PD-L1 expression on ≥1% and
<5% of tumor-infiltrating immune cells), or IC2/3 (PD-L1 expression on ≥5% of tumor-
infiltrating immune cells). Every three weeks, atezolizumab (1200 mg) or a placebo was
injected intravenously into groups B and C. Chemotherapy consisted of 21-day cycles of
intravenous carboplatin or cisplatin with gemcitabine. The study’s co-primary endpoints
were investigator-assessed PFS and OS for group A against group C in the ITT population
(i.e., all randomly assigned patients), as well as OS for group B versus group C, evaluated
hierarchically, and then the populations with PD-L1 IC2/3 if the results from group A
versus group C were significant. At the time of the final PFS analysis (31 May 2019), the
median PFS in the intentional population was 8.2 months (95% CI 6.5–8.3) in group A and
6.3 months (6.2–7.0) in group C (stratified HR 0.82, 95% CI 0.70–0.96; one-sided p = 0.007).
Overall, the observed treatment effect on PFS was consistent across subgroups. OS analysis
had a one-sided p-value of 0.021, as indicated. After a median follow-up of 13.4 months
(IQR 6.2–30.8), median OS was 16.1 months (95% CI 14.2–18.8; 336 deaths) in group A
vs. 15.2 months (95% CI 13.1–17.7; 271 deaths) in group B and 13.4 months (12.0–15.3;
310 deaths) in group C (stratified HR 0.85 [95% CI 0.73–1.00]; one-sided p = 0.023). In
patients with PD-L1 IC2/3, the median OS in the atezolizumab monotherapy group was
27.5 months (95% CI 17.7–49.4 months), compared to 16.7 months (95% CI 10.0–26.1 months)
in the chemotherapy group. The stratified HR was 0.70 (95% CI 0.48–1.03). Anemia was
present in 168/454 (37%) patients who received atezolizumab plus chemotherapy vs.
133/389 (34%) who received placebo plus chemotherapy, neutropenia (167 [37%] vs. 115
[30%]), decreased neutrophil count (98 [22%] vs. 95 [24%]), thrombocytopenia (95 [21%] vs.
70 [18%]), and decreased platelet count (92 [20%] vs. 92 [24%]) were the most common grade
3–4 treatment-related adverse events [60]. Serious adverse events were reported in 243
(54%) patients who received atezolizumab with chemotherapy and 196 (50%) individuals
who received placebo plus chemotherapy. Nine patients (2%) died as a result of treatment
in the atezolizumab plus chemotherapy group, while four patients (1%) died as a result of
treatment in the placebo plus chemotherapy group. Overall, all these results demonstrated
that the first-line combination of atezolizumab and platinum-based chemotherapy did
not significantly increase OS in the ITT group of IMvigor130, while improving PFS rates.
Interestingly, an OS improvement was observed among PD-L1 IC2/3 patients treated with
atezolizumab monotherapy.

Other immunotherapy agents used as a second-line option in metastatic bladder
urothelial carcinoma are represented by nivolumab (a PD-1 inhibitor) and avelumab (a
PD-L1 inhibitor). Specifically, nivolumab has been recently authorized by the FDA and
EMA as an adjuvant therapy after radical cystectomy for urothelial carcinoma patients
who are at high risk of recurrence and for patients who exhibit high PD-L1 levels [61]. This
authorization was based on the results of the CheckMate 274 trial, a phase 3 multicenter,
double-blind, randomized, placebo-controlled study involving 709 patients with locally
advanced bladder carcinoma [61]. MIBC patients who had undergone radical surgery were
randomized to receive either nivolumab (240 mg intravenously) or placebo every two weeks
for up to a year [61]. A total of 356 participants received a placebo and 353 individuals
received nivolumab. PD-L1 status was assessed using the PD-L1 IHC 28-8 pharmDx
platform (Dako Agilent Technologies, Carpinteria, CA, USA), and measured using the TPS.
The two primary endpoints were DFS among all the patients who underwent randomization
(ITT population) and among those with a TPS ≥ 1%. In the ITT population, the median DFS
was 10.8 months (95% CI, 8.3 to 13.9) with placebo and 20.8 months (95% CI, 16.5 to 27.6)
with nivolumab; at six months, 74.9% of patients receiving nivolumab and 60.3% receiving
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a placebo were alive and free of illness (HR for disease recurrence or death, 0.70; 98.22% CI,
0.55 to 0.90; p < 0.001). A total of 74.5% and 55.7% of patients had PD-L1 expression levels
≥ 1% (HR, 0.55; 98.72% CI, 0.35 to 0.85; p < 0.001) [61]. In the ITT population, the median
survival free from recurrence outside the urothelial tract was 13.7 months (95% CI, 8.4
to 20.3) with placebo and 22.9 months (95% CI, 19.2 to 33.4) with nivolumab [61]. At
six months, 77.0% of patients receiving nivolumab and 62.7% receiving a placebo were
alive and free from recurrence outside the urothelial tract (HR for recurrence outside
the urothelial tract or death, 0.72; 95% CI, 0.59 to 0.89). A total of 75.3% of patients and
56.7% of patients had a TPS ≥ 1% (HR, 0.55; 95% CI, 0.39 to 0.79). In the nivolumab
group, 17.9% had treatment-related side events of grade 3 or higher, while in the placebo
group, 7.2% experienced the same [61]. Globally, adjuvant nivolumab was associated
with a longer DFS than placebo both in the ITT population and among patients with a
PD-L1 TPS ≥ 1% [55]. Conversely, no appreciable effect was observed in patients with
negative PD-L1 expression (TPS < 1%) when nivolumab was administered compared to
placebo [43,61].

On the other side, the regulatory approval of avelumab was based on the results
of the JAVELIN Solid Tumor trial [62] and the JAVELIN Bladder 100 trial [63]. The first
study involved previously treated patients with advanced/metastatic urothelial carcinoma
and who were given avelumab 10 mg/kg every two weeks until the disease progressed,
the toxicity was intolerable, or there was drug withdrawal [62]. The endpoints were best
overall response, PFS as determined by RECIST V.1.1, OS, and safety. Post hoc analyses
involved ORRs in subgroups defined by known high-risk/poor prognosis features and
the relationship between time to respond and outcome. PD-L1-positive status was defined
using a cut-off of ≥5% expression on tumor cells, using the PD-L1 IHC 73-10 pharmDx
platform (Dako Agilent Technologies, Carpinteria, CA, USA). The drug was administered
to 249 patients, and 242 of them had previously received platinum-based chemotherapy.
The treatment duration was 2.8 months (range 0.5–42.8) and the follow-up period was
31.9 months (range 24–43). Complete response was in 4.1% and partial response was in
12.4% of the cases; the confirmed ORR was 16.5% (95% CI, 12.1% to 21.8%). Median response
lasted 20.5 months (95% CI 9.7 months to not estimable). The 12-month PFS rate was 16.8%
(95% CI 11.9% to 22.4%), and the median PFS was 1.6 months (95% CI 1.4 to 2.7 months). The
24-month OS rate was 20.1% (95% CI 15.2% to 25.4%), and the median OS was 7.0 months
(95% CI 5.9 to 8.5 months) [62]. Avelumab had anticancer effects in post hoc exploratory
studies in high-risk populations, such as the elderly, patients with renal insufficiency, and
patients with upper tract illness; patients with low albumin levels or liver metastases had
significantly lower ORRs [62]. The objective response achieved within 3 months versus later
was associated with longer OS (median not reached (95% CI 18.9 months to not evaluable)
vs. 7.1 months (95% CI 5.2 to 9.0 months)). A total of 34.1% of patients showed PD-L1
positivity, 54.2% were PD-L1-negative, and 11.6% were not evaluable. In the PD-L1-positive
cohort, the confirmed ORR was 23.8% (95% CI, 15.2–34.3%), whereas in the PD-L1-negative
cohort it was 12.3% (95% CI, 7.2–19.2%). The median PFS in the PD-L1-positive cohort
was 2.2 months (95% CI, 1.4–4.11%), while in the PD-L1-negative cohort it was 1.5 months
(1.4–2.4%). However, the 12-month PFS rate in PD-L1-positive cases was 14.6% (95% CI,
8.8-21.9%) vs. 23.9% (95% CI, 14.2–35.0%) in PD-L1-negative ones. The median OS was
8.41 months (95% CI, 6.0–11.3%) in the PD-L1-positive cohort and 6.5 months (95% CI,
5.3–10.1%) in the PD-L1-negative one. The 24-month OS rate in PD-L1-positive cases was
24.3% (95% CI, 15.6–34.0%), compared to 17.9% (95% CI, 11.8–25.0%) in PD-L1-negative
ones. Overall, PD-L1-positive patients showed a higher ORR, a longer median PFS and
a better OS than PD-L1-negative ones [62]. Moreover, the safety analysis showed that
71.1% of patients had treatment-related adverse events of any degree, whereas 11.6% of
them had grade 3–4 adverse events. One patient (0.4%) died as a result of treatment.
The most prevalent immune-related adverse events (any grade) were immune-related
rash (11.2%) and immune-related thyroid problems (13, 5.2%). Of note, 15.7% of patients
stopped treatment because of its side effects. Consequently, the avelumab treatment
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demonstrated sustained effectiveness and tolerable safety in patients with platinum-treated
advanced/metastatic urothelial carcinoma, including high-risk categories. Patients who
responded within three months seemed to have a greater survival rate [62].

The second study, the phase 3 JAVELIN Bladder 100 trial, demonstrated that in patients
with advanced urothelial carcinoma who were progression-free after first-line platinum-
based chemotherapy, avelumab first-line maintenance plus best supportive care (BSC)
significantly prolonged OS and PFS compared with BSC alone [63]. Patients were random-
ized 1:1 to receive either BSC alone (n = 350) or avelumab + BSC (n = 350). PD-L1 expression
was assessed using the Ventana SP263 IHC PD-L1 assay (Ventana Medical Systems, Tucson,
AZ, USA). PD-L1-positive status was defined if at least one of the following three criteria
were satisfied: ≥25% PD-L1-positive tumor cells, ≥25% PD-L1-positive immune cells if
>1% of the tumor area contained such cellular elements, or 100% PD-L1-positive immune
cells if ≤1% of the tumor area contained immune cells. In the overall population, OS
(primary endpoint) was significantly longer in the avelumab cohort than in the control
one. OS at 1 year (measured from randomization) was 71.3% (95% CI, 66.0-76.0) in the
avelumab cohort, while it was 58.4% (95% CI, 52.7 to 63.7) in the control one; the median OS
was 21.4 months (95% CI, 18.9 to 26.1) and 14.3 months (95% CI, 12.9 to 17.9), respectively
(stratified HR for death, 0.69; 95% CI, 0.56 to 0.86; repeated CI, 0.54 to 0.92; p = 0.001).
Considering secondary endpoints, PFS was longer in the avelumab-treated patients com-
pared to the control group in both primary populations. In the overall population, the
median PFS was 3.7 months (95% CI, 3.5 to 5.5) in the avelumab cohort and 2.0 months
(95% CI, 1.9 to 2.7) in the control one (stratified HR for disease progression or death, 0.62;
95% CI, 0.52 to 0.75). Overall, 51.1% had PD-L1-positive neoplasms in this study and the
placebo and avelumab maintenance group showed balanced patients’ characteristics for
the PD-L1-positive cohort. Avelumab significantly increased OS in PD-L1-positive patients:
in fact, 1 year OS was 79.1% in the avelumab group and 60.4% in the control one (HR, 0.56;
95% CI, 0.40 to 0.79; p < 0.001) [63]. In the PD-L1-positive population, the median PFS was
5.7 months in the avelumab cohort and 2.1 months in the control one (HR, 0.56; 95% CI,
0.43 to 0.73). Adverse events from any cause showed an incidence of 98.0% in the avelumab
cohort and 77.7% in the control one, while the incidence of adverse events ≥ grade 3 was
47.4% and 25.2%, respectively.

Overall, the studies reported in our review show that ICIs are effective in the treatment
of advanced bladder urothelial carcinoma and that PD-L1 status may or may not influence
treatment response depending on several factors, such as the prior treatment history of
patients and the immunotherapeutic agent used.

Table 2 provides an overview of different studies regarding PD-L1 evaluation in blad-
der carcinoma, including the different platforms used for immunohistochemical analysis,
scoring systems, treatment choices, primary endpoints, and key findings from each study.
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Table 2. Different studies regarding PD-L1 evaluation in bladder carcinoma, including the platforms used for immunohistochemical analysis, scoring systems,
treatment choices based on PD-L1 expression, and key findings from each study.

PD-L1
Expression Study Approval PD-L1 Cut-Off and Assay Target Drug Patients Primary Endpoint(s) Study Findings

PD-L1 status
not important KEYNOTE-045 CPS ≥ 10 (Dako 22C3 assay) Pembrolizumab

Second-line for
advanced and

metastatic urothelial
carcinoma that

progresses during or
after platinum-
based therapy

The coprimary endpoints
were OS and PFS, which
were assessed among all

patients and among patients
who had a tumor PD-L1

CPS ≥ 10

Pembrolizumab was associated
with significantly longer OS and a

lower risk of treatment-related
adverse events than chemotherapy

PD-L1 status
not important IMvigor211 IC score of 0, 1, 2/3 (Ventana

SP142 assay) Atezolizumab

Second-line for
advanced and

metastatic urothelial
carcinoma that

progresses during or
after platinum-
based therapy

OS was the primary
endpoint

Although the primary analysis did
not demonstrate statistically

significant longer OS for patients
receiving atezolizumab versus
chemotherapy, the updated OS

revealed long-term durable
remission. With a median follow-up
of 33 months, ITT patients receiving
atezolizumab had better OS rates at
24 months and 30 months, as well
as across PD-L1 subgroups, than

those receiving chemotherapy

PD-L1 status
not important KEYNOTE-052 CPS ≥ 1 and CPS ≥ 10 (Dako

22C3 assay) Pembrolizumab

First-line for
cisplatin-ineligible

patients with locally
advanced and
unresectable or

metastatic urothelial
carcinoma

ORR was the primary
endpoint

A PD-L1 CPS ≥ 10 was associated
with a higher frequency of response

to pembrolizumab. However,
responses were observed in all

PD-L1 expression categories

PD-L1 status
not important IMvigor210 IC score of 0, 1, 2/3 (Ventana

SP142 assay) Atezolizumab

Patients with locally
advanced or metastatic

urothelial carcinoma
who were not eligible

for cisplatin

The main outcome was the
independently verified ORR

All PD-L1 and poor prognostic
factor subgroups showed responses
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Table 2. Cont.

PD-L1
Expression Study Approval PD-L1 Cut-Off and Assay Target Drug Patients Primary Endpoint(s) Study Findings

PD-L1 status
not importantt ABACUS IC score of 2/3 (Ventana

SP142 assay) Atezolizumab

Neoadjuvant setting of
patients with MIBC,

who were ineligible for
or refused

cisplatin-based
neoadjuvant

chemotherapy

The primary clinical
endpoint was the pCR rate
in all patients who received

at least one cycle of
atezolizumab and
underwent radical

cystectomy, or withdrew
from the study for disease
progression before surgery

Neoadjuvant atezolizumab was
associated with both improved

clinical responses and DFS

PD-L1-positive
tumor KEYNOTE-361 CPS > 10 (Dako Agilent 22C3 assay) Pembrolizumab

First-line therapy for
metastatic/advanced
urothelial carcinoma

cisplatin-unfit patients

The dual primary endpoints
were PFS and OS for
pembrolizumab plus
chemotherapy versus

chemotherapy alone for the
total patient population

There was no significant difference
in PFS between the groups receiving
pembrolizumab plus chemotherapy

and chemotherapy alone

PD-L1-positive
tumor IMvigor130 trial IC score of 2/3 (Ventana

SP142 assay) Atezolizumab

First-line therapy for
metastatic/advanced
urothelial carcinoma

cisplatin-unfit patients

The co-primary endpoints
were investigator-assessed

PFS and OS for group A
against group C in the ITT

population (i.e., all
randomly assigned patients),

as well as OS for group B
versus group C, evaluated
hierarchically, and then the

populations with PD-L1
IC2/3 if the results from
group A versus group C

were significant

Overall, the first-line combination of
atezolizumab and platinum-based
chemotherapy did not significantly
increase OS in the ITT group, while

improving PFS rates. An OS
improvement was observed among
PD-L1 IC2/3 patients treated with

atezolizumab monotherapy
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Table 2. Cont.

PD-L1
Expression Study Approval PD-L1 Cut-Off and Assay Target Drug Patients Primary Endpoint(s) Study Findings

PD-L1-positive
tumor

CheckMate
274 trial

TPS ≥ 1% (Dako Agilent 28-8
pharmDx assay) Nivolumab

Adjuvant treatment
after radical

cystectomy for
urothelial carcinoma

patients at high risk of
recurrence, and PD-L1-

high-expressing
high-risk patients

The two primary end points
were DFS among all the
patients who underwent

randomization (ITT
population) and among
those with a TPS ≥ 1%

Globally, adjuvant nivolumab was
associated with a longer DFS than
placebo both in the ITT population
and among patients with a PD-L1

TPS ≥ 1%. Conversely, no
appreciable effect was observed in

patients with negative PD-L1
expression (TPS < 1%) when
nivolumab was administered

compared to placebo

PD-L1-positive
tumor

JAVELIN Solid
Tumor trial

TPS ≥ 5% (Dako Agilent 73-10
pharmDx assay) Avelumab

Patients with
platinum-treated

advanced/metastatic
urothelial carcinoma

Best overall response, PFS,
OS, and safety were

the endpoints

Avelumab demonstrated sustained
effectiveness and tolerable safety in

all categories. Patients who
responded within three months

seemed to have a greater survival
rate. Altogether, PD-L1-positive
patients showed a higher ORR, a

longer median PFS, and a better OS
than PD-L1-negative ones

JAVELIN Bladder
100 trial

PD-L1-positive status was defined if
at least one of the following three

criteria were satisfied: ≥25%
PD-L1-positive tumor cells, ≥25%

PD-L1-positive immune cells if >1%
of the tumor area contained such

cellular elements, or 100%
PD-L1-positive immune cells if ≤1%

of the tumor area contained
immune cells (Ventana SP263 assay)

Avelumab
first-line

maintenance
plus BSC

Patients with
advanced urothelial
carcinoma who were
progression-free after

first-line
platinum-based
chemotherapy

The primary end point
was OS

Avelumab first-line maintenance
plus BSC significantly prolonged OS
and PFS compared with BSC alone.
Avelumab significantly increased
OS in PD-L1-positive patients and
in the PD-L1-positive population,
the median PFS was higher in the

avelumab cohort than in the
control one

Abbreviations: CPS, combined positive score; TPS, tumor proportion score; IC score, immune cell score; ITT, intention-to-treat; ORR, objective response rate; MIBC, muscle-invasive
bladder cancer; pCR, pathological complete response; DFS, disease-free survival; BSC, best supportive care; PFS, progression-free survival; OS, overall survival.
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5. Conclusions

PD-L1 expression in advanced urothelial bladder carcinoma has important clinical
implications for guiding therapeutic decisions and predicting treatment response. Target-
ing PD-L1 with ICIs can help restore the immune response against cancer cells, leading
to enhanced antitumor immunity and potentially better outcomes. Indeed, high PD-L1
expression is often associated with a better response to PD-L1-targeted immunotherapy,
and PD-L1 evaluation can improve treatment decisions, helping to identify the potential
responders. However, it is important to note that not all patients with low or negative
PD-L1 expression levels fail to respond to ICIs. As a matter of fact, ICIs may be prescribed
in the second-line for advanced and metastatic urothelial carcinoma in cases of progression
during or after platinum-based therapy, independent of PD-L1 status. Therefore, PD-L1
expression is not the exclusive determinant for the adoption of ICI therapy in bladder
carcinoma. In fact, some other factors, such as tumor mutational burden, presence of tumor-
infiltrating lymphocytes, molecular subtypes, and the overall tumor microenvironment,
can also greatly influence the response to immunotherapy [64–67]. As a matter of fact,
tumor cells can exhibit spatial and temporal heterogeneity in PD-L1 expression, meaning
that a single biopsy may not capture the full spectrum of PD-L1 expression within a tu-
mor. This heterogeneity can lead to discrepancies in predicting responses based on PD-L1
status [65]. Nonetheless, the tumor microenvironment can influence PD-L1 expression
involving various factors, including the presence of immune cells, cytokines, and other
signaling molecules. The dynamic nature of the tumor microenvironment can impact the
predictive value of PD-L1 expression [65]. Additionally, alternative immune checkpoints
and other regulatory pathways involved in modulating the immune response within the
tumor microenvironment can influence the response to therapy independent of PD-L1
expression [65]. Moreover, tumor immune evasion mechanisms, such as upregulation of
alternative immune checkpoints, recruitment of immunosuppressive cells, and secretion
of immunosuppressive factors can counteract the effects of PD-L1 blockade and limit the
efficacy of immunotherapy [67]. Furthermore, tumor genomic alterations, such as mu-
tations affecting antigen presentation pathways or immune recognition, can impact the
response to immunotherapy regardless of PD-L1 expression levels, thus influencing the
tumor’s immunogenicity and susceptibility to immune-mediated killing [65]. Urothelial
bladder carcinoma molecular subtypes can also influence PD-L1 expression and response
to immunotherapy. In fact, basal molecular subtypes often exhibit increased immune
infiltration and the upregulation of immune checkpoint molecules, including PD-L1 [67].
Similarly, squamous molecular subtypes are also associated with elevated PD-L1 expres-
sion [67]. In contrast, luminal molecular subtypes may show lower PD-L1 expression
levels [67]. Altogether, molecular subtypes can influence the composition of the tumor
microenvironment, including immune cell infiltration and cytokine profiles. Therefore,
the molecular subtyping of bladder carcinoma can serve as a predictive biomarker for
immunotherapy response and patients with specific molecular subtypes characterized by
high PD-L1 expression and immune activation signatures may be more likely to benefit
from immune checkpoint inhibitors [65,67]. Validating the utility of bladder molecular
subtypes as predictive biomarkers for immunotherapy response requires large-scale clinical
studies and integration with other biomarkers, such as tumor mutational burden (TMB),
immune cell infiltration, and gene expression signatures. Of note, TMB plays a crucial
role in PD-L1 expression and response to immunotherapy in advanced urothelial bladder
carcinoma. In fact, high TMB levels in urothelial bladder carcinoma have been associated
with increased PD-L1 expression. Tumors with elevated TMB tend to have a higher load
of neoantigens, which are derived from mutated proteins and can trigger an immune
response. This increased immunogenicity, coupled with PD-L1 expression, creates a fa-
vorable tumor microenvironment for ICI therapy [64]. TMB is not a static parameter and
can evolve over the course of treatment or disease progression. Monitoring changes in
TMB levels and adapting treatment strategies accordingly may be necessary to maximize
the benefits of immunotherapy [64,67]. Another key factor influencing PD-L1 expression
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and response to immunotherapy in advanced urothelial bladder carcinoma is represented
by epigenetic modifications, such as DNA methylation, histone modifications, and non-
coding RNAs [68]. In fact, aberrant DNA methylation patterns have been associated with
bladder cancer development and progression [68]. Hypermethylation of the PD-L1 gene
promoter region can lead to silencing of PD-L1 expression, while hypomethylation may
result in increased PD-L1 expression. Interestingly, specific genes such as hTERT, TWIST1,
VIM, and NID2 have been shown to be promising tools for DNA methylation in bladder
cancer [68]. Moreover, circulating tumor DNA and RNA in body fluids, such as urine,
serum, and plasma, are being investigated as noninvasive biomarkers for early detection
and monitoring of bladder carcinoma [68], and mainly DNA methylation analysis should
be proposed as diagnostic support for the diagnosis of urothelial carcinoma in urinary
samples [3–8]. Furthermore, histone modifications, including acetylation and methylation,
have shown an impact on PD-L1 gene expression by altering chromatin structure and gene
accessibility, and changes in histone marks at the PD-L1 locus have shown an influence
on its transcriptional activity. Lastly, non-coding RNAs, such as microRNAs and long
non-coding RNAs, can post-transcriptionally regulate PD-L1 expression by binding to
mRNA and modulating its stability or translation, and their dysregulation can affect PD-L1
levels in cancer cells. All of these findings could have an important clinical impact; in fact,
targeting epigenetic regulators involved in PD-L1 expression could potentially enhance the
efficacy of immunotherapy in urothelial bladder carcinoma. The drugs that modulate DNA
methylation or histone modifications may be used in combination with ICIs to overcome
resistance mechanisms. Moreover, strategies to account for intra-tumor heterogeneity
and monitor dynamic changes in epigenetic profiles over time would be needed. In fact,
identifying patient-specific epigenetic signatures associated with ICI treatment response
could allow the optimization of immunotherapy strategies in advanced urothelial bladder
carcinoma. Overall, epigenetic biomarkers could be used to stratify patients based on their
likelihood of responding to ICI therapy, and their integration with traditional biomarkers
like PD-L1 could improve patient selection and treatment outcomes. The integration of
such biomarkers into personalized therapeutic approaches could provide a more holistic
understanding of each patient’s tumor biology and immune response, leading to more
personalized and effective treatment strategies.

Author Contributions: Conceptualization: E.G., V.F., and L.P.; resources: M.M., G.G., and C.P.;
writing—original draft preparation: V.F., E.G., and L.P.; writing—review and editing: C.P., M.B., A.I.,
G.T., and G.F.; supervision: M.M. and F.P. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Data Availability Statement: No new data were created or analyzed in this study.

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

References
1. Flaig, T.W.; Spiess, P.E.; Abern, M.; Agarwal, N.; Bangs, R.; Boorjian, S.A.; Buyyounouski, M.K.; Chan, K.; Chang, S.; Friedlander,

T.; et al. Bladder Cancer, Version 2.2022 Featured Updates to the NCCN Guidelines. J. Natl. Compr. Cancer Netw. 2022, 20, 866–878.
[CrossRef] [PubMed]

2. Compérat, E.; Amin, M.B.; Cathomas, R.; Choudhury, A.; De Santis, M.; Kamat, A.; Stenzl, A.; Thoeny, H.C.; Witjes, J.A. Current
best practice for bladder cancer: A narrative review of diagnostics and treatments. Lancet 2022, 400, 1712–1721. [CrossRef]
[PubMed]

3. Fiorentino, V.; Pizzimenti, C.; Franchina, M.; Rossi, E.D.; Tralongo, P.; Carlino, A.; Larocca, L.M.; Martini, M.; Fadda, G.; Pierconti,
F. Bladder Epicheck Test: A Novel Tool to Support Urothelial Carcinoma Diagnosis in Urine Samples. Int. J. Mol. Sci. 2023,
24, 12489. [CrossRef] [PubMed]

4. Pierconti, F.; Martini, M.; Cenci, T.; Fiorentino, V.; Di Gianfrancesco, L.; Ragonese, M.; Bientinesi, R.; Rossi, E.; Larocca, L.M.;
Racioppi, M.; et al. The bladder epicheck test and cytology in the follow-up of patients with non-muscle-invasive high grade
bladder carcinoma. Urol. Oncol. Semin. Orig. Investig. 2021, 40, 108.e19–108.e25. [CrossRef] [PubMed]

https://doi.org/10.6004/jnccn.2022.0041
https://www.ncbi.nlm.nih.gov/pubmed/35948037
https://doi.org/10.1016/s0140-6736(22)01188-6
https://www.ncbi.nlm.nih.gov/pubmed/36174585
https://doi.org/10.3390/ijms241512489
https://www.ncbi.nlm.nih.gov/pubmed/37569864
https://doi.org/10.1016/j.urolonc.2021.11.013
https://www.ncbi.nlm.nih.gov/pubmed/34903453


Int. J. Mol. Sci. 2024, 25, 6750 16 of 18

5. Pierconti, F.; Rossi, E.D.; Cenci, T.; Carlino, A.; Fiorentino, V.; Totaro, A.; Sacco, E.; Palermo, G.; Iacovelli, R.; Larocca, L.M.; et al.
DNA methylation analysis in urinary samples: A useful method to predict the risk of neoplastic recurrence in patients with
urothelial carcinoma of the bladder in the high-risk group. Cancer Cytopathol. 2022, 131, 158–164. [CrossRef] [PubMed]

6. Pierconti, F.; Martini, M.; Fiorentino, V.; Cenci, T.; Capodimonti, S.; Straccia, P.; Sacco, E.; Pugliese, D.; Cindolo, L.; Larocca, L.M.;
et al. The combination cytology/epichek test in non muscle invasive bladder carcinoma follow-up: Effective tool or useless
expence? Urol. Oncol. Semin. Orig. Investig. 2021, 39, 131.e17–131.e21. [CrossRef]

7. Pierconti, F.; Martini, M.; Cenci, T.; Fiorentino, V.; Sacco, E.; Bientinesi, R.; Pugliese, D.; Iacovelli, R.; Schinzari, G.; Larocca, L.M.;
et al. Methylation study of the Paris system for reporting urinary (TPS) categories. J. Clin. Pathol. 2021, 74, 102–105. [CrossRef]
[PubMed]

8. Pierconti, F.; Rossi, E.D.; Fiorentino, V.; Bakacs, A.; Carlino, A.; Navarra, E.; Sacco, E.; Totaro, A.; Palermo, G.; Larocca, L.M.; et al.
Methylation Analysis of Urinary Sample in Non-Muscle-Invasive Bladder Carcinoma: Frequency and Management of Invalid
Result. Biomedicines 2023, 11, 3288. [CrossRef]

9. Babjuk, M.; Burger, M.; Compérat, E.M.; Gontero, P.; Mostafid, A.H.; Palou, J.; van Rhijn, B.W.G.; Roupret, M.; Shariat, S.F.;
Sylvester, R.; et al. European Association of Urology Guidelines on Non-muscle-invasive Bladder Cancer (TaT1 and Carcinoma In
Situ)—2019 Update. Eur. Urol. 2019, 76, 639–657. [CrossRef]

10. Stenehjem, D.D.; Tran, D.; Nkrumah, M.; Gupta, S. PD1/PDL1 inhibitors for the treatment of advanced urothelial bladder cancer.
OncoTargets Ther. 2018, 11, 5973–5989. [CrossRef]

11. Kurian, A.; Lee, J.; Born, A. Urothelial Bladder Cancer with Cavitary Lung Metastases. Can. Respir. J. 2011, 18, e46–e47. [CrossRef]
[PubMed]

12. Akman, Y.; Cam, K.; Kavak, A.; Alper, M. Extensive cutaneous metastasis of transitional cell carcinoma of the bladder. Int. J. Urol.
2003, 10, 103–104. [CrossRef] [PubMed]

13. Zhu, L.-K.; Li, Z.-J.; Wang, Z.-B.; Chen, J.-T.; Zhang, H.-J.; Zhao, X.-W.; Liu, H.-Y. A rare case of bladder cancer that metastasized
to brain, heart, and lung lymph nodes benefited from immunotherapy. World J. Surg. Oncol. 2022, 20, 1–8. [CrossRef] [PubMed]

14. Macedo, L.; Ribeiro, J.; Curigliano, G.; Fumagalli, L.; Locatelli, M.; Carvalheira, J.; Quintela, A.; Bertelli, S.; De Cobelli, O.
Multidisciplinary approach in the treatment of patients with small cell bladder carcinoma. Eur. J. Surg. Oncol. (EJSO) 2011, 37,
558–562. [CrossRef] [PubMed]

15. A Dall’era, M.; Cheng, L.; Pan, C.-X. Contemporary management of muscle-invasive bladder cancer. Expert Rev. Anticancer. Ther.
2012, 12, 941–950. [CrossRef] [PubMed]

16. Sweis, R.F.; Galsky, M.D. Emerging role of immunotherapy in urothelial carcinoma—Immunobiology/biomarkers. Urol. Oncol.
Semin. Orig. Investig. 2016, 34, 556–565. [CrossRef]

17. Stakhovskyi, O.; Kobyliak, N.; Voylenko, O.; Stakhovskyi, E.; Ponomarchuk, R.; Sulaieva, O. Immune Microenvironment of
Muscular-Invasive Urothelial Carcinoma: The Link to Tumor Immune Cycle and Prognosis. Cells 2022, 11, 1802. [CrossRef]

18. Crispen, P.L.; Kusmartsev, S. Mechanisms of immune evasion in bladder cancer. Cancer Immunol. Immunother. 2019, 69, 3–14.
[CrossRef] [PubMed]

19. Joseph, M.; Enting, D. Immune Responses in Bladder Cancer-Role of Immune Cell Populations, Prognostic Factors and Therapeutic
Implications. Front. Oncol. 2019, 9, 1270. [CrossRef]

20. Wang, B.; Pan, W.; Yang, M.; Yang, W.; He, W.; Chen, X.; Bi, J.; Jiang, N.; Huang, J.; Lin, T. Programmed death ligand-1 is associated
with tumor infiltrating lymphocytes and poorer survival in urothelial cell carcinoma of the bladder. Cancer Sci. 2018, 110, 489–498.
[CrossRef]

21. Pichler, R.; Heidegger, I.; Fritz, J.; Danzl, M.; Sprung, S.; Zelger, B.; Brunner, A.; Pircher, A. PD-L1 expression in bladder cancer
and metastasis and its influence on oncologic outcome after cystectomy. Oncotarget 2017, 8, 66849–66864. [CrossRef] [PubMed]

22. Faraj, S.F.; Munari, E.; Guner, G.; Taube, J.; Anders, R.; Hicks, J.; Meeker, A.; Schoenberg, M.; Bivalacqua, T.; Drake, C.; et al.
Assessment of Tumoral PD-L1 Expression and Intratumoral CD8+ T Cells in Urothelial Carcinoma. Urology 2015, 85, 703.e1–703.e6.
[CrossRef] [PubMed]

23. Reis, H.; Serrette, R.B.; Posada, J.B.; Lu, V.; Chen, Y.-B.; Gopalan, A.; Fine, S.W.; Tickoo, S.K.; Sirintrapun, S.J.; Iyer, G.; et al.
PD-L1 Expression in Urothelial Carcinoma With Predominant or Pure Variant Histology. Am. J. Surg. Pathol. 2019, 43, 920–927.
[CrossRef] [PubMed]

24. Allegrezza, M.J.; Conejo-Garcia, J.R. Targeted Therapy and Immunosuppression in the Tumor Microenvironment. Trends Cancer
2017, 3, 19–27. [CrossRef] [PubMed]

25. Kusmartsev, S.; Gabrilovich, D.I. Effect of tumor-derived cytokines and growth factors on differentiation and immune suppressive
features of myeloid cells in cancer. Cancer Metastasis Rev. 2006, 25, 323–331. [CrossRef] [PubMed]

26. Ostrand-Rosenberg, S.; Sinha, P.; Beury, D.W.; Clements, V.K. Cross-talk between myeloid-derived suppressor cells (MDSC),
macrophages, and dendritic cells enhances tumor-induced immune suppression. Semin. Cancer Biol. 2012, 22, 275–281. [CrossRef]
[PubMed]

27. Hurwitz, A.A.; Watkins, S.K. Immune suppression in the tumor microenvironment: A role for dendritic cell-mediated tolerization
of T cells. Cancer Immunol. Immunother. 2012, 61, 289–293. [CrossRef]

28. Ishida, Y.; Agata, Y.; Shibahara, K.; Honjo, T. Induced expression of PD-1, a novel member of the immunoglobulin gene
superfamily, upon programmed cell death. EMBO J. 1992, 11, 3887–3895. [CrossRef] [PubMed]

29. Kythreotou, A.; Siddique, A.; A Mauri, F.; Bower, M.; Pinato, D.J. PD-L1. J. Clin. Pathol. 2017, 71, 189–194. [CrossRef]

https://doi.org/10.1002/cncy.22657
https://www.ncbi.nlm.nih.gov/pubmed/36262084
https://doi.org/10.1016/j.urolonc.2020.06.018
https://doi.org/10.1136/jclinpath-2020-206633
https://www.ncbi.nlm.nih.gov/pubmed/32527754
https://doi.org/10.3390/biomedicines11123288
https://doi.org/10.1016/j.eururo.2019.08.016
https://doi.org/10.2147/ott.s135157
https://doi.org/10.1155/2011/273241
https://www.ncbi.nlm.nih.gov/pubmed/21766082
https://doi.org/10.1046/j.1442-2042.2003.00571.x
https://www.ncbi.nlm.nih.gov/pubmed/12588608
https://doi.org/10.1186/s12957-022-02876-9
https://www.ncbi.nlm.nih.gov/pubmed/36529739
https://doi.org/10.1016/j.ejso.2011.04.005
https://www.ncbi.nlm.nih.gov/pubmed/21555200
https://doi.org/10.1586/era.12.60
https://www.ncbi.nlm.nih.gov/pubmed/22845409
https://doi.org/10.1016/j.urolonc.2016.10.006
https://doi.org/10.3390/cells11111802
https://doi.org/10.1007/s00262-019-02443-4
https://www.ncbi.nlm.nih.gov/pubmed/31811337
https://doi.org/10.3389/fonc.2019.01270
https://doi.org/10.1111/cas.13887
https://doi.org/10.18632/oncotarget.19913
https://www.ncbi.nlm.nih.gov/pubmed/28978000
https://doi.org/10.1016/j.urology.2014.10.020
https://www.ncbi.nlm.nih.gov/pubmed/25733301
https://doi.org/10.1097/pas.0000000000001264
https://www.ncbi.nlm.nih.gov/pubmed/31135485
https://doi.org/10.1016/j.trecan.2016.11.009
https://www.ncbi.nlm.nih.gov/pubmed/28718424
https://doi.org/10.1007/s10555-006-9002-6
https://www.ncbi.nlm.nih.gov/pubmed/16983515
https://doi.org/10.1016/j.semcancer.2012.01.011
https://www.ncbi.nlm.nih.gov/pubmed/22313874
https://doi.org/10.1007/s00262-011-1181-5
https://doi.org/10.1002/j.1460-2075.1992.tb05481.x
https://www.ncbi.nlm.nih.gov/pubmed/1396582
https://doi.org/10.1136/jclinpath-2017-204853


Int. J. Mol. Sci. 2024, 25, 6750 17 of 18

30. Simon, S.; Labarriere, N. PD-1 expression on tumor-specific T cells: Friend or foe for immunotherapy? OncoImmunology 2017,
7, e1364828. [CrossRef]

31. Hudson, K.; Cross, N.; Jordan-Mahy, N.; Leyland, R. The Extrinsic and Intrinsic Roles of PD-L1 and Its Receptor PD-1: Implications
for Immunotherapy Treatment. Front. Immunol. 2020, 11, 568931. [CrossRef]

32. Wei, S.C.; Levine, J.H.; Cogdill, A.P.; Zhao, Y.; Anang, N.-A.A.S.; Andrews, M.C.; Sharma, P.; Wang, J.; Wargo, J.A.; Pe’Er, D.;
et al. Distinct Cellular Mechanisms Underlie Anti-CTLA-4 and Anti-PD-1 Checkpoint Blockade. Cell 2017, 170, 1120–1133.e17.
[CrossRef] [PubMed]

33. Dong, H.; Strome, S.E.; Salomao, D.R.; Tamura, H.; Hirano, F.; Flies, D.B.; Roche, P.C.; Lu, J.; Zhu, G.; Tamada, K.; et al. Tumor-
associated B7-H1 promotes T-cell apoptosis: A potential mechanism of immune evasion. Nat. Med. 2002, 8, 793–800. [CrossRef]
[PubMed]

34. Lin, H.; Wei, S.; Hurt, E.M.; Green, M.D.; Zhao, L.; Vatan, L.; Szeliga, W.; Herbst, R.; Harms, P.W.; Fecher, L.A.; et al. Host
expression of PD-L1 determines efficacy of PD-L1 pathway blockade–mediated tumor regression. J. Clin. Investig. 2018, 128,
805–815, Erratum in J. Clin. Investig. 2018, 128, 1708. [CrossRef]

35. Tang, H.; Liang, Y.; Anders, R.A.; Taube, J.M.; Qiu, X.; Mulgaonkar, A.; Liu, X.; Harrington, S.M.; Guo, J.; Xin, Y.; et al. PD-L1 on
host cells is essential for PD-L1 blockade–mediated tumor regression. J. Clin. Investig. 2018, 128, 580–588. [CrossRef]

36. Prima, V.; Kaliberova, L.N.; Kaliberov, S.; Curiel, D.T.; Kusmartsev, S. COX2/mPGES1/PGE 2 pathway regulates PD-L1
expression in tumor-associated macrophages and myeloid-derived suppressor cells. Proc. Natl. Acad. Sci. USA 2017, 114,
1117–1122. [CrossRef]

37. Pierconti, F.; Raspollini, M.R.; Martini, M.; Larocca, L.M.; Bassi, P.F.; Bientinesi, R.; Baroni, G.; Minervini, A.; Petracco, G.; Pini,
G.M.; et al. PD-L1 expression in bladder primary in situ urothelial carcinoma: Evaluation in BCG-unresponsive patients and BCG
responders. Virchows Arch. 2020, 477, 269–277. [CrossRef]

38. Zhu, L.; Sun, J.; Wang, L.; Li, Z.; Wang, L.; Li, Z. Prognostic and Clinicopathological Significance of PD-L1 in Patients With
Bladder Cancer: A Meta-Analysis. Front. Pharmacol. 2019, 10, 962. [CrossRef] [PubMed]

39. Ward, M.; Albertson, D.; Furtado, L.V.; Deftereos, G. PD-L1 Tumor Cell Expression in Upper Tract Urothelial Carcinomas is
Associated With Higher Pathologic Stage. Appl. Immunohistochem. Mol. Morphol. 2022, 30, 56–61. [CrossRef]

40. Kawahara, T.; Ishiguro, Y.; Ohtake, S.; Kato, I.; Ito, Y.; Ito, H.; Makiyama, K.; Kondo, K.; Miyoshi, Y.; Yumura, Y.; et al. PD-1 and
PD-L1 are more highly expressed in high-grade bladder cancer than in low-grade cases: PD-L1 might function as a mediator of
stage progression in bladder cancer. BMC Urol. 2018, 18, 1–6. [CrossRef]

41. Huang, Y.; Zhang, S.-D.; McCRUDDEN, C.; Chan, K.-W.; Lin, Y.; Kwok, H.-F. The prognostic significance of PD-L1 in bladder
cancer. Oncol. Rep. 2015, 33, 3075–3084. [CrossRef] [PubMed]

42. Tang, Q.; Chen, Y.; Li, X.; Long, S.; Shi, Y.; Yu, Y.; Wu, W.; Han, L.; Wang, S. The role of PD-1/PD-L1 and application of
immune-checkpoint inhibitors in human cancers. Front. Immunol. 2022, 13, 964442. [CrossRef] [PubMed]

43. Bajorin, D.F.; Witjes, J.A.; Gschwend, J.E.; Schenker, M.; Valderrama, B.P.; Tomita, Y.; Bamias, A.; Lebret, T.; Shariat, S.F.; Park,
S.H.; et al. Adjuvant Nivolumab versus Placebo in Muscle-Invasive Urothelial Carcinoma. N. Engl. J. Med. 2021, 384, 2102–2114.
[CrossRef] [PubMed]

44. Erber, R.; Hartmann, A. Understanding PD-L1 Testing in Breast Cancer: A Practical Approach. Breast Care 2020, 15, 481–490.
[CrossRef] [PubMed]

45. Al Nabhani, S.; Al Harthy, A.; Al Riyami, M.; Al Sinawi, S.; Al Rashdi, A.; Al Husseni, S.; Kumar, S. Programmed Death-ligand 1
(PD-L1) Expression in Bladder Cancer and its Correlation with Tumor Grade, Stage, and Outcome. Oman Med J. 2022, 37, e441.
[CrossRef] [PubMed]

46. Bilé-Silva, A.; Lopez-Beltran, A.; Blanca, A.; Lopez-Rios, F.; Gómez-Gómez, E.; Cimadamore, A.; Montironi, R.; Vau, N.; Cheng, L.
Clinical utility of checkpoint inhibitors against metastatic bladder cancer: Overcoming challenges to find a way forward. Expert
Opin. Biol. Ther. 2023, 23, 407–418. [CrossRef] [PubMed]

47. 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.; et al. Pembrolizumab as Second-Line Therapy for Advanced Urothelial Carcinoma. N. Engl. J. Med. 2017, 376, 1015–1026.
[CrossRef] [PubMed]

48. 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.; et al. 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]

49. van der Heijden, M.S.; Loriot, Y.; Durán, I.; Ravaud, A.; Retz, M.; Vogelzang, N.J.; Nelson, B.; Wang, J.; Shen, X.; Powles, T.
Atezolizumab Versus Chemotherapy in Patients with Platinum-treated Locally Advanced or Metastatic Urothelial Carcinoma: A
Long-term Overall Survival and Safety Update from the Phase 3 IMvigor211 Clinical Trial. Eur. Urol. 2021, 80, 7–11. [CrossRef]

50. 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.; et al.
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]

51. Plimack, E.R.; Bellmunt, J.; Gupta, S.; Berger, R.; Chow, L.Q.M.; Juco, J.; Lunceford, J.; Saraf, S.; Perini, R.F.; O’Donnell, P.H.
Safety and activity of pembrolizumab in patients with locally advanced or metastatic urothelial cancer (KEYNOTE-012): A
non-randomised, open-label, phase 1b study. Lancet Oncol. 2017, 18, 212–220. [CrossRef] [PubMed]

https://doi.org/10.1080/2162402x.2017.1364828
https://doi.org/10.3389/fimmu.2020.568931
https://doi.org/10.1016/j.cell.2017.07.024
https://www.ncbi.nlm.nih.gov/pubmed/28803728
https://doi.org/10.1038/nm730
https://www.ncbi.nlm.nih.gov/pubmed/12091876
https://doi.org/10.1172/jci96113
https://doi.org/10.1172/jci96061
https://doi.org/10.1073/pnas.1612920114
https://doi.org/10.1007/s00428-020-02755-2
https://doi.org/10.3389/fphar.2019.00962
https://www.ncbi.nlm.nih.gov/pubmed/31616289
https://doi.org/10.1097/pai.0000000000000957
https://doi.org/10.1186/s12894-018-0414-8
https://doi.org/10.3892/or.2015.3933
https://www.ncbi.nlm.nih.gov/pubmed/25963805
https://doi.org/10.3389/fimmu.2022.964442
https://www.ncbi.nlm.nih.gov/pubmed/36177034
https://doi.org/10.1056/nejmoa2034442
https://www.ncbi.nlm.nih.gov/pubmed/34077643
https://doi.org/10.1159/000510812
https://www.ncbi.nlm.nih.gov/pubmed/33223991
https://doi.org/10.5001/omj.2022.96
https://www.ncbi.nlm.nih.gov/pubmed/36458243
https://doi.org/10.1080/14712598.2023.2201371
https://www.ncbi.nlm.nih.gov/pubmed/37036223
https://doi.org/10.1056/nejmoa1613683
https://www.ncbi.nlm.nih.gov/pubmed/28212060
https://doi.org/10.1016/s0140-6736(17)33297-x
https://doi.org/10.1016/j.eururo.2021.03.024
https://doi.org/10.1016/s1470-2045(17)30616-2
https://doi.org/10.1016/s1470-2045(17)30007-4
https://www.ncbi.nlm.nih.gov/pubmed/28081914


Int. J. Mol. Sci. 2024, 25, 6750 18 of 18

52. Balar, A.; Castellano, D.; Grivas, P.; Vaughn, D.; Powles, T.; Vuky, J.; Fradet, Y.; Lee, J.-L.; Fong, L.; Vogelzang, N.; et al. Efficacy
and safety of pembrolizumab in metastatic urothelial carcinoma: Results from KEYNOTE-045 and KEYNOTE-052 after up to
5 years of follow-up. Ann. Oncol. 2022, 34, 289–299. [CrossRef] [PubMed]

53. 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.; et al. 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, Erratum in Lancet 2017, 390, 848. [CrossRef]
[PubMed]

54. Szabados, B.; Kockx, M.; Assaf, Z.J.; van Dam, P.-J.; Rodriguez-Vida, A.; Duran, I.; Crabb, S.J.; Van Der Heijden, M.S.; Pous, A.F.;
Gravis, G.; et al. Final Results of Neoadjuvant Atezolizumab in Cisplatin-ineligible Patients with Muscle-invasive Urothelial
Cancer of the Bladder. Eur. Urol. 2022, 82, 212–222. [CrossRef] [PubMed]

55. Powles, T.; Walker, J.; Williams, J.A.; Bellmunt, J. The evolving role of PD-L1 testing in patients with metastatic urothelial
carcinoma. Cancer Treat. Rev. 2019, 82, 101925. [CrossRef] [PubMed]

56. Bamias, A.; Davis, I.D.; Galsky, M.D.; Arranz, J.; Kikuchi, E.; Grande, E.; del Muro, X.G.; Park, S.H.; De Giorgi, U.; Alekseev,
B.; et al. Atezolizumab monotherapy versus chemotherapy in untreated locally advanced or metastatic urothelial carcinoma
(IMvigor130): Final overall survival analysis from a randomised, controlled, phase 3 study. Lancet Oncol. 2024, 25, 46–61.
[CrossRef] [PubMed]

57. Eckstein, M.; Cimadamore, A.; Hartmann, A.; Lopez-Beltran, A.; Cheng, L.; Scarpelli, M.; Montironi, R.; Gevaert, T. PD-L1
assessment in urothelial carcinoma: A practical approach. Ann. Transl. Med. 2019, 7, 690. [CrossRef] [PubMed]

58. Powles, T.; Matsubara, N.; Cheng, S.Y.-S.; Fradet, Y.; Oudard, S.; Vulsteke, C.; Barrera, R.M.; Gunduz, S.; Loriot, Y.; Rodriguez-Vida,
A.; et al. Pembrolizumab alone or combined with chemotherapy versus chemotherapy as first-line therapy for advanced urothelial
carcinoma (KEYNOTE-361): A randomised, open-label, phase 3 trial. Lancet Oncol. 2021, 22, 931–945. [CrossRef] [PubMed]

59. Galsky, M.D.; Arija, J.Á.A.; Bamias, A.; Davis, I.D.; De Santis, M.; Kikuchi, E.; Garcia-Del-Muro, X.; De Giorgi, U.; Mencinger,
M.; Izumi, K.; et al. Atezolizumab with or without chemotherapy in metastatic urothelial cancer (IMvigor130): A multicentre,
randomised, placebo-controlled phase 3 trial. Lancet 2020, 395, 1547–1557. [CrossRef]

60. Grande, E.; Arranz, J.; De Santis, M.; Bamias, A.; Kikuchi, E.; del Muro, X.G.; Park, S.H.; De Giorgi, U.; Alekseev, B.; Mencinger,
M.; et al. Atezolizumab plus chemotherapy versus placebo plus chemotherapy in untreated locally advanced or metastatic
urothelial carcinoma (IMvigor130): Final overall survival analysis results from a randomised, controlled, phase 3 study. Lancet
Oncol. 2023, 25, 29–45. [CrossRef]

61. Galsky, M.D.; Bajorin, D.F.; Witjes, J.A.; Gschwend, J.E.; Tomita, Y.; Nasroulah, F.; Li, J.; Collette, S.; Pérez-Valderrama, B.; Grimm,
M.-O.; et al. Analysis of disease-free survival in CheckMate 274 by PD-L1 combined positive score and tumor proportion score. J.
Clin. Oncol. 2022, 40, 491. [CrossRef]

62. Apolo, A.B.; A Ellerton, J.; Infante, J.R.; Agrawal, M.; Gordon, M.S.; Aljumaily, R.; Gourdin, T.; Dirix, L.; Lee, K.-W.; Taylor, M.H.;
et al. Avelumab as second-line therapy for metastatic, platinum-treated urothelial carcinoma in the phase Ib JAVELIN Solid
Tumor study: 2-year updated efficacy and safety analysis. J. Immunother. Cancer 2020, 8, e001246. [CrossRef] [PubMed]

63. Powles, T.; Park, S.H.; Caserta, C.; Valderrama, B.P.; Gurney, H.; Ullén, A.; Loriot, Y.; Sridhar, S.S.; Sternberg, C.N.; Bellmunt, J.;
et al. Avelumab First-Line Maintenance for Advanced Urothelial Carcinoma: Results From the JAVELIN Bladder 100 Trial After
≥2 Years of Follow-Up. J. Clin. Oncol. 2023, 41, 3486–3492. [CrossRef] [PubMed]

64. Eturi, A.; Bhasin, A.; Zarrabi, K.K.; Tester, W.J. Predictive and Prognostic Biomarkers and Tumor Antigens for Targeted Therapy
in Urothelial Carcinoma. Molecules 2024, 29, 1896. [CrossRef] [PubMed]

65. Queiroz, M.M.; de Souza, Z.S.; Gongora, A.B.L.; Barbosa, F.d.G.; Buchpiguel, C.A.; de Castro, M.G.; de Macedo, M.P.; Coelho, R.F.;
Soko, E.S.; Camargo, A.A.; et al. Emerging biomarkers in metastatic urothelial carcinoma: Tumour mutational burden, PD-L1
expression and APOBEC polypeptide-like signature in a patient with complete response to anti-programmed cell death protein-1
inhibitor. Ecancermedicalscience 2021, 15. [CrossRef] [PubMed]

66. Cimadamore, A.; Franzese, C.; Di Loreto, C.; Blanca, A.; Lopez-Beltran, A.; Crestani, A.; Giannarini, G.; Tan, P.H.; Carneiro,
B.A.; El-Deiry, W.S.; et al. Predictive and prognostic biomarkers in urological tumours. Pathology 2024, 56, 228–238. [CrossRef]
[PubMed]

67. Rani, B.; Ignatz-Hoover, J.J.; Rana, P.S.; Driscoll, J.J. Current and Emerging Strategies to Treat Urothelial Carcinoma. Cancers 2023,
15, 4886. [CrossRef]

68. Gilyazova, I.; Enikeeva, K.; Rafikova, G.; Kagirova, E.; Sharifyanova, Y.; Asadullina, D.; Pavlov, V. Epigenetic and Immunological
Features of Bladder Cancer. Int. J. Mol. Sci. 2023, 24, 9854. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.annonc.2022.11.012
https://www.ncbi.nlm.nih.gov/pubmed/36494006
https://doi.org/10.1016/s0140-6736(16)32455-2
https://www.ncbi.nlm.nih.gov/pubmed/27939400
https://doi.org/10.1016/j.eururo.2022.04.013
https://www.ncbi.nlm.nih.gov/pubmed/35577646
https://doi.org/10.1016/j.ctrv.2019.101925
https://www.ncbi.nlm.nih.gov/pubmed/31785413
https://doi.org/10.1016/s1470-2045(23)00539-9
https://www.ncbi.nlm.nih.gov/pubmed/38101431
https://doi.org/10.21037/atm.2019.10.24
https://www.ncbi.nlm.nih.gov/pubmed/31930091
https://doi.org/10.1016/s1470-2045(21)00152-2
https://www.ncbi.nlm.nih.gov/pubmed/34051178
https://doi.org/10.1016/s0140-6736(20)30230-0
https://doi.org/10.1016/S1470-2045(23)00540-5
https://doi.org/10.1200/jco.2022.40.6_suppl.491
https://doi.org/10.1136/jitc-2020-001246
https://www.ncbi.nlm.nih.gov/pubmed/33037118
https://doi.org/10.1200/JCO.22.01792
https://www.ncbi.nlm.nih.gov/pubmed/37071838
https://doi.org/10.3390/molecules29081896
https://www.ncbi.nlm.nih.gov/pubmed/38675715
https://doi.org/10.3332/ecancer.2021.1306
https://www.ncbi.nlm.nih.gov/pubmed/34824629
https://doi.org/10.1016/j.pathol.2023.10.016
https://www.ncbi.nlm.nih.gov/pubmed/38199927
https://doi.org/10.3390/cancers15194886
https://doi.org/10.3390/ijms24129854

	Introduction 
	The Role of Immune System in Bladder Carcinoma 
	Mechanisms of Immune System Evasion in Bladder Carcinoma 
	PD-L1 Expression in Bladder Carcinoma 
	Conclusions 
	References

