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Abstract: Background: Molecular profiling in upper tract urothelial carcinoma (UTUC) with synchronous
or metachronous urothelial bladder cancer (UBC) is scarce. We intended to assess immunohistochemical
(IHC) and genetic differences between UTUC-only and UTUC with synchronous or metachronous UBC
(UTUC + UBC) and evaluate the effect of subsequent UBC on the outcome of UTUC patients stratified
by luminal-basal subtypes. Methods: A retrospective cohort of UTUC was divided into UTUC-only
(n = 71) and UTUC + UBC (n = 43). IHC expression of cytokeratin 5/6 (CK5/6), CK20, GATA3, and p53
was evaluated to assess relevant subtypes. Genetic characterization comprised TERTp, FGFR3, RAS,
and TP53 status. Kaplan–Meier and Cox regression analyses estimated the effect of clinicopathological
variables and molecular profiles on progression-free survival (PFS) and overall survival (OS) of UTUC
patients. Results: No meaningful differences were detected among both subgroups according to luminal-
basal stratification and genetic analysis. UTUC + UBC was independently associated with a worse PFS
when stratified by luminal-basal phenotype (HR 3.570, CI 95% 1.508–8.453, p = 0.004) but with no impact
in OS (HR 1.279, CI 95% 0.513–3.190, p = 0.597). Conclusions: This study reveals that both subgroups
exhibited equivalent genomic features and luminal-basal subtypes. The involvement of the bladder
relates to shorter PFS but does not seem to influence the survival outcome of UTUC, independently of
the IHC phenotype.

Keywords: upper tract urothelial carcinoma; molecular profiles; biomarkers; immunohistochemical
stratification; bladder cancer
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1. Introduction

Upper tract urothelial carcinoma (UTUC) represents a rare entity that arises in the
urothelium of the renal pelvis or ureter, accounting for 5–10% of all urothelial carcinoma
(UC) [1]. Given the more aggressive phenotype of UTUC compared with bladder cancer [2],
a better understanding of their molecular landscape is mandatory to identify predictive
biomarkers and potential therapeutic targets.

In urothelial bladder carcinoma (UBC), genomic analyses have identified distinct
molecular subtypes, and a luminal-basal-like stratification was proposed [3–8]. Some
authors report that primary UTUC and UBC display different phenotypes supporting
an independent oncogenic pathway [9]. Further data showed that the two entities share
similar genetic mutations but at varying frequencies [10–14]. Additionally, metachronous
bladder tumors in paired UTUC patients appear to uphold the molecular features of the
initial UTUC, which seems to favor the intraluminal seeding theory for developing bladder
disease in these patients [15].

There is no substantial biomarker profiling data in primary UTUC with synchronous
or metachronous UBC. Indeed, a stratification system in UTUC patients incorporating
immunohistochemical (IHC) phenotype and gene expression analysis might be more
reasonable to overcome the gap between molecular-based classification and the classic
pathologic/immunohistochemistry-based classification [16]. However, the application
of immunohistochemistry for a basic assessment of luminal-basal stratification in UTUC
patients is pending for use in clinical practice.

This study intends to identify biological differences among patients with UTUC-only
and UTUC with synchronous or metachronous bladder cancer (UTUC-UBC) based on IHC
and gene expression analysis. We also aim to understand the putative effect of synchronous
or metachronous bladder cancer on the outcome of UTUC patients after adjusting for
luminal-basal phenotype with an immunohistochemistry-based protocol.

2. Materials and Methods
2.1. Study Design

The authors assembled a dataset of tissue samples from a retrospective cohort of
patients diagnosed with UTUC in our institution between January 2009 and December
2019. Patients with synchronous (within six months) or metachronous UBC diagnosis
were included in this study. The cases were divided into two subgroups: (1) UTUC-only
(n = 71); (2) UTUC with synchronous or metachronous UBC diagnosis (UTUC + UBC;
n = 43). Previous UBC diagnoses and patients submitted to neoadjuvant or adjuvant
systemic treatment were excluded criteria.

Baseline demographic, clinicopathological, and outcome data were collected in a
database through a comprehensive review of the patient’s electronic medical records.

The preoperative staging comprised urethrocystoscopy, which was used to rule out
concomitant UBC, computed tomography (CT)/magnetic resonance imaging (MRI), and
flexible ureteroscopy with biopsy. Postoperative surveillance was conducted according to
European Association of Urology recommendations: cystoscopy and urine cytology every
three months for the first two years, every six months for three years, and annually after
that; abdominal and chest CT or MRI was considered within six months after surgery and
then at least annually for a minimum of five years, depending on the clinical stage.

The following procedures were performed with the approval of the ethics regulatory
hospital commission, granted on 3 February 2020 (process n◦ 425/19), and follow the
recommendations of the Helsinki and Tokyo Declarations, the World Health Organization
(WHO), and the European Community regulation.

2.2. Tumor Specimens

Representative hematoxylin and eosin (H&E) stained sections from all archived
formalin-fixed paraffin-embedded (FFPE) tumor samples from UTUC patients submit-
ted to radical nephroureterectomy resection or kidney-sparing approach were reviewed by
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an expert genitourinary pathologist. All the tissue samples containing adequate amounts
of the tumor were staged following the 2002 American Joint Committee on Cancer (AJCC)
staging system and graded based on the WHO pathological grading system of malignant
urothelial cancer in 2004.

2.3. DNA Extraction

After histopathological examination, genomic DNA was extracted according to the
manufacturer’s protocol (GRS Genomic DNA Kit, GRiSP, Porto, Portugal). Manual mi-
crodissection of the FFPE tissue block was performed using H&E slides as a template. The
isolated DNA was stored at −20 ◦C or 4 ◦C for immediate use.

2.4. Immunohistochemical Analysis

The protein expression of markers cytokeratin 5/6 (CK5/6), CK20, GATA3, and p53
was evaluated to assess clinically relevant subtypes. Immunohistochemistry (IHQ) was
performed using UltraVision™ Quanto Detection System HRP (REF: TL-125-QHL, Thermo
Scientific, Waltham, MA, USA). Tissue sections were deparaffinized, rehydrated, and
subjected to a 30 min treatment at 90 ◦C in 10× concentrated Epitope Retrieval Solution
pH 9.0 (Ref. RE7119, NovocastraTM, Leica Biosystems, Newcastle Upon Tyne, UK). For
p53 IHQ, antigen retrieval was performed in 10 mM sodium citrate buffer at pH 6.0.
Endogenous peroxidase activity was inhibited with Ultravision™ hydrogen peroxide
block (REF. TA-125-H202Q, Thermo Scientific, Waltham, MA, USA) and UltraVision™
protein block (REF. TA-125-PBQ, Thermo Scientific, Waltham, MA, USA). Then, slides
were incubated overnight in a humid chamber at 4 ◦C with the monoclonal antibodies
against CK5/6 (dilution 1:100, clone D5/16 B4, Dako, Agilent, Santa Clara, CA, USA) and
CK20 (dilution 1:100, clone Ks20.8, Dako, Agilent, Santa Clara, CA, USA). Sections with
anti-p53 antibody (dilution 1:600, clone DO-7, Leica Biosystems, Newcastle Upon Tyne,
UK) were incubated at room temperature for 60 min. After rinsing with PBS, slides were
incubated with HRP Polymer Quanto (REF. TL-125-QPH, Thermo Scientific, Waltham,
MA, USA) followed by 3% diaminobenzidine chromogen (DAB, REF. TA-004-QHCX,
Thermo Scientific, Waltham, MA, USA) and DAB Quanto Substrate (REF. TA-125-QHSX,
Thermo Scientific, MA, USA) for chromogenic visualization. Regarding CK5/6, slides
were incubated with HIGHDEF® Red IHC Chromogen (HRP, REF. ADI-950-210-0030,
Enzo Life Sciences, Farmingdale, NY, USA). Finally, slides were counterstained with Gill’s
hematoxylin (Thermo Scientific, Waltham, MA, USA), cleared, and mounted.

Immunostaining for GATA3 (ready-to-use, clone L50-823, Master-inVitro diagnóstica)
was conducted using a Ventana Benchmark XT automated staining system (Ventana Medical
Systems, Tucson, AZ, USA). Slides were developed using the OptiView DABv3 detection
kit (Roche, Rotkreuz, Switzerland), per the manufacturer’s instructions.

The expression for CK5/6, CK20, and GATA3 was evaluated semi-quantitatively accord-
ing to the staining intensity (absent = 0, faint = 1, moderate = 2, or strong = 3) and proportion
of positive-stained tumor cells (scored as <5% = 0; 5–25% = 1; 25–50% = 2; 50–75% = 3; and
>75% = 4) [17]. The immunoreactive score (IRS) was defined by multiplying the intensity
and proportion of positively stained cells. The positivity cut-off was established based on the
median of IRS values (CK5/6 > 3, CK20 > 6, GATA3 > 8). Cases stained for p53 were classified
as follows: wild-type (1–49% nuclear expression) or aberrant (null-phenotype: 0% nuclear ex-
pression; 50–99% nuclear expression; or diffuse overexpression: 100% nuclear expression) [18].

Luminal-like subtype was defined as CK20+ or GATA3+/CK5/6− and basal-like as
CK20− or GATA3−/CK5/6+.

2.5. Targeted Sequencing Genomic Characterization

The genetic characterization of UTUC was performed by analyzing mutations frequently
reported in UC, specifically in TERTp, FGFR3, RAS (HRAS, KRAS, and NRAS), and TP53.

Detection of target hotspot mutations in the promotor region of the TERT gene
(NM_198253; in the −124 and −146 positions to the transcription start site) and in the
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FGFR3 gene (NM_000142; in exon seven at codons 248 and 249) was performed by quantita-
tive real-time polymerase chain reaction (PCR) (QuantStudioTM 5 Real-Time PCR System,
Applied Biosystems, Waltham, MA, USA), using primers and probes provided by the
Uromonitor® test kit (U-monitor, Porto, Portugal) and according to the manufacturer’s
protocol.

Frequently mutated regions on the exons 5–9 of the TP53 gene (NM_000546) and
in codons 12, 13, and 61 of the HRAS (NM_005343) and the KRAS (NM_004985) genes
were analyzed by Sanger sequencing. For the NRAS gene (NM_002524), only codon 61
was analyzed.

Genomic DNA (25–50 ng) was amplified using the QIAGEN multiplex PCR kit (QIA-
GEN, Hilden, Germany) for TP53 and the MyTaq HS Mix 2X Bioline PCR kit (Meridian
Bioscience, Cincinnati, OH, USA) for RAS, following the manufacturer’s instructions. The
annealing temperature of 60 ◦C was established for NRAS segment amplification, while
TP53, HRAS, and KRAS were screened separately by a touchdown PCR. After confirming
DNA amplification with a 1% agarose gel electrophoresis (GRS Agarose LE, GRiSP, Porto,
Portugal), PCR products were purified with Exonuclease I (Thermo Scientific, Waltham,
MA, USA) and Shrimp Alkaline Phosphatase (Thermo Scientific, Massachusetts, USA) and
sequenced using the Big Dye Terminator v3.1 Cycle Sequencing Kit (Applied Biosystems,
Waltham, MA, USA). After precipitation, sequencing products were separated by capillary
electrophoresis and analyzed in an automatic sequencer (ABI PRISM 3100 Genetic Ana-
lyzer, Perkin-Elmer, Foster City, CA, USA). All identified mutations were confirmed and
validated by an independent PCR analysis.

2.6. Outcomes and Statistical Analysis

All statistical analyses were performed using the Statistical Package for Social Sciences
(SPSS, IBM Corp., Chicago, IL, USA) software, version 28.0.

Disease progression was defined as a newly diagnosed local disease, bladder recur-
rence, or distant metastasis. Overall survival (OS) and progression-free survival (PFS) were
stated as the time between the date of diagnosis and the date of death/disease progression
or the end of follow-up.

Univariate analysis was performed using the appropriate Chi-square or Fisher’s exact
test. Student’s unpaired t-test was also conducted for independent samples or the Wilcoxon
signed-rank test if the data were not normally distributed.

Overall survival and PFS were summarized using the Kaplan–Meier method, and
the log-rank test was used to assess differences between subgroups. Multivariate analysis
with the Cox regression model assessed the effect of different clinicopathological variables
and molecular profiles on the survival analysis. Differences were considered statistically
significant when p-value < 0.05.

Missing data can be due to a lack of available information or data technically infeasible.

3. Results
3.1. Clinicopathological Characteristics of UTUC Patients

One hundred fourteen patients with UTUC diagnoses were included in the present
study. The median follow-up time was 23 months (IQR: 10–50). A total of 35 patients
(35.4%) experienced disease progression, and 36.8% (n = 42) died of the disease. Twenty-
five patients (21.9%) were lost to follow-up.

The median age at diagnosis was 75 years (interquartile range, IQR: 66–80), and 69.3%
(n = 79) were male. Most patients had stage ≥ II (69.9%, n = 79) and a high-grade tumor
(93.8%, n = 105). A total of 43 patients had a history of synchronous (12.3%, n = 14) or
metachronous UBC (25.4%, n = 29), and among them, 9% (n = 4) were diagnosed in the
muscle-invasive stage. Demographic and clinicopathological data of UTUC patients are
summarized in Table 1.
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Table 1. Baseline clinicopathologic characteristics of upper tract urothelial carcinoma patients.

Baseline Characteristics Total, n (%) UTUC-Only,
n (%)

UTUC + UBC,
n (%) p-Value

Number of patients (n/%) 114 (100) 71 (62.2) 43 (37.7)

Age (median, years) 75 (41–94) 74 (41–91) 77 (55–94) 0.108 a

Gender
0.933 bMale 79 (69.3) 49 (69) 30 (69.8)

Female 35 (30.7) 22 (31) 13 (30.2)

Smoking
0.941 bYes 49 (55.1) 31 (55.4) 18 (54.5)

No 40 (44.9) 25 (44.6) 15 (45.5)

Hydronephrosis
0.901 bYes 55 (49.5) 35 (50) 20 (48.8)

No 56 (50.5) 35 (50) 21 (51.2)

Tumor location

0.387 bRenal pelvis 65 (57) 44 (62.0) 21 (48.8)
Ureter 33 (28.9) 18 (25.4) 15 (34.9)
Both 16 (14.0) 9 (12.7) 7 (16.3)

Surgical procedure
0.079 bNephroureterectomy 105 (92.1) 68 (95.8) 37 (86.0)

Kidney-sparing approach 9 (7.9) 3 (4.2) 6 (14)

Histological subtype
0.502 cPure UC 102 (89.5) 63 (88.7) 39 (90.7)

Non-pure UC 12 (10.5) 8 (11.3) 4 (9.3)

Lymphadenectomy
0.741 bYes 30 (26.8) 18 (25.7) 12 (28.6)

No 82 (73.2) 52 (74.3) 30 (71.4)

Tumor size, cm
0.961 b≤2 16 (14.2) 10 (14.3) 6 (14)

>2 97 (85.8) 60 (85.7) 37 (86)

Multifocality
0.327 cYes 103 (90.4) 5 (7) 6 (14)

No 11 (9.6) 66 (93) 37 (86)

Tumor grade
0.548 cLow-grade 7 (6.3) 4 (5.8) 3 (7.0)

High-grade 105 (93.8) 65 (94.2) 40 (93)

Lymphovascular invasion
0.127 bYes 38 (34.2) 27 (39.7) 11 (25.6)

No 73 (65.8) 41 (60.3) 32 (74.4)

Carcinoma in situ
0.782 bYes 20 (17.5) 13 (18.3) 7 (16.3)

No 94 (82.5) 58 (81.7) 36 (83.7)

AJCC staging *
0.878 b0is + 0a + I 34 (30.1) 21 (29.6) 13 (31)

II + III + IV 79 (69.9) 50 (70.4) 29 (69)

Lymph node involvement
0.099 bYes 8 (26.7) 7 (38.9) 1 (8.3)

No 22 (73.3) 11 (61.1) 11 (91.7)

Metastasis at diagnosis
0.030 cYes 13 (11.4) 12 (16.9) 1 (2.3)

No 101 (88.6) 59 (83.1) 42 (97.7)

% valid percent; * excluded patients with metastasis at diagnosis and locally advanced unresectable disease;
a Student’s t-test; b Chi-square test; c Fisher’s exact test; Abbreviations: AJCC—American Joint Committee on
Cancer; cm—centimeter; ECOG PS—Eastern Cooperative Oncology Group Performance Status; n—number of
patients; UBC—urothelial bladder cancer; UC—urothelial carcinoma; UTUC—upper tract urothelial carcinoma.
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Both subgroups, UTUC-only and UTUC + UBC, were comparable regarding the
defined clinicopathologic variables (Table 1). Still, there were no statistically significant
differences among higher-risk features such as lymphovascular invasion (LVI) (p = 0.127),
non-pure urothelial variant (p = 0.502), and lymph node involvement (p = 0.099). Metastasis
at diagnosis was significantly higher in the UTUC-only subgroup than in UTUC + UBC
(16.9 vs. 2.3%, p = 0.03). These patients (n = 13) were excluded from the survival analysis.

3.2. Immunohistochemical and Gene Expression Profiling and Their Association with
Clinicopathological Features

Our series was described regarding the expression of IHC markers and the selected
gene’s status. Overall, positive expression of CK5/6, CK20, and GATA3 was identified in
47.4% (n = 54), 49.1% (n = 56), and 46.5% (n = 53) of UTUC cases, respectively (Figure 1).
Aberrant expression of p53 was found in 19.5% (n = 22) cases.
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Figure 1. Venn diagram representing the positive expression of the CK5/6 (basal), GATA3, and CK20
(luminal) markers.

Across all UTUC samples, 76.3% (n = 87) were mutated for at least one of the stud-
ied genes. Specifically, the frequency of FGFR3, TERTp, and RAS mutations was 48.7%
(n = 55), 52.7% (n = 58), and 7.9% (n = 9), respectively. Co-occurring genomic alterations
were identified among FGFR3-TERTp (32.7%, n = 36), FGFR3-RAS (3.6%, n = 4), and RAS-
TERTp genes (3.6%, n = 4). An overview of the genomic landscape and mutational profile
of UTUC samples is shown in Figure 2.

To further elucidate the aberrant p53 IHC pattern, we evaluated TP53 mutations in
a subset of cases with aberrant p53 expression (n = 20) and in a similar number of cases
with wild-type expression status (n = 20). TP53 mutation was found in 12 (30%) cases, 5
with wild-type expression pattern and 7 with aberrant type expression pattern. Thus, 35%
of patients with TP53 mutation and 65% with wild-type status were associated with an
aberrant p53 IHC pattern (Supplementary Files—Table S1).

The relationship between molecular profiling and clinicopathological variables was
also assessed (Supplementary Files—Table S2). A higher tumor stage was associated with
CK20 positive expression (p = 0.025) and an aberrant expression pattern for p53 (p = 0.003).
Instead, LVI (p = 0.006), lymph node involvement (p = 0.047), and metastasis at diagnosis
(p = 0.046) were detected in tumors with negative CK20 expression. A pure urothelial
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histological subtype (p = 0.029) was related to GATA3 positive expression (p = 0.029) and
CK5/6 expression (p = 0.046). Inversely, RAS mutations were frequently found in non-
pure UC (p = 0.001). FGFR3 mutation was commonly linked with the absence of LVI and
carcinoma in situ and TERTp mutation with larger tumor size (p = 0.048).

A total of 50 cases were assigned to the luminal-like subtype (43.9%) and 48 patients
to the basal-like subtype (42.1%). There was no association between FGFR3, TERTp, and
RAS expression and luminal-basal stratification.
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SNV—single-nucleotide variant; UTUCs—upper tract urothelial carcinomas. TP53 n = 40 cases.

3.3. Molecular Profiling Comparison between UTUC-Only and UTUC + UBC Subgroups

Immunohistochemical and genomic expression were compared to evaluate the molec-
ular differences between UTUC-only and UTUC + UBC subgroups. No meaningful dif-
ferences were detected among luminal and basal-like stratification and gene expression
analysis between UTUC-only and UTUC + UBC (all p values > 0.05). Detailed IHC and
gene expression profiling in both subgroups are summarized in Table 2.

Table 2. IHC staining and gene expression rates in UTUC subgroups (UTUC-only vs. UTUC + UBC).

IHC Markers Total, n (%) UTUC-Only, n (%) UTUC + UBC, n (%) p-Value

CK5/6
0.887 aPositive 54 (47.4) 34 (47.9) 20 (46.5)

Negative 60 (52.6) 37 (52.1) 23 (53.5)

CK20
0.059 aPositive 56 (49.1) 30 (42.3) 26 (60.5)

Negative 58 (50.9) 41(57.7) 17 (39.5)

GATA3
0.122 aPositive 53 (46.5) 37 (52.1) 16 (37.2)

Negative 61 (53.5) 34 (47.9) 27 (62.8)
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Table 2. Cont.

IHC Markers Total, n (%) UTUC-Only, n (%) UTUC + UBC, n (%) p-Value

p53
0.931 aWild-type 91 (80.5) 57 (80.3) 34 (81)

Aberrant 22 (19.5) 14 (19.7) 8 (19)

Luminal-basal phenotype
0.715 aLuminal 50 (43.9) 32 (52.5) 18 (48.6)

Basal 48 (42.1) 29 (47.5) 19 (51.4)

Gene Status

FGFR3

0.863 a

Wild-type 58 (51.3) 36 (50.7) 22 (52.4)
Mutated 55 (48.7) 35 (49.3) 20 (47.6)

Specific mutations
Exon 7 p.R248C 35 (31.0) 25 (35.2) 10 (23.8)
Exon 7 p.S249C 14 (12.4) 7 (9.9) 7 (16.7)

Exon 7 p.R248C + p.S249C 6 (5.3) 3 (4.2) 3 (7.1)

TERTp
0.808 aWild-type 52 (47.3) 33 (47.8) 19 (46.3)

Mutated 58 (52.7) 36 (52.2) 22 (53.7)
Specific mutations

c.1-124G>A 44 (40) 28 (40.6) 16 (39.0)
c.1-146G>A 14 (12.7) 8 (11.6) 6 (14.6)

RAS
0.727 bWild-type 105 (92.1) 66 (93) 39 (90.7)

Mutated 9 (7.9) 5 (7) 4 (9.3)
Specific mutations

NRAS p.Q61R 1 (0.9) 1 (1.4) 0
HRAS p.G13R 1 (0.9) 0 1 (2.3)
KRAS p.G12D 4 (3.5) 3 (4.2) 1 (2.3)
KRAS p.G12A 1 (0.9) 1 (1.4) 0
KRAS p.V14I 1 (0.9) 0 1 (2.3)

HRAS p.G13R + KRAS p.Q61P 1 (0.9) 0 1 (2.3)

% valid percent; a Chi-square test; b Fisher’s exact test; Abbreviations: IHC—Immunohistochemical; n—number
of patients; UBC—urothelial bladder cancer; UTUC—upper tract urothelial carcinoma.

3.4. Survival Analysis of UTUC-Only and UTUC + UBC Subgroups According to
Luminal-Basal Phenotype

Overall, the luminal-like subtype showed a better PFS than the basal-like subtype
(2y-PFS: 79.9% vs. 58.7%, p = 0.038) in the entire UTUC series, but OS was not statistically
different (2y-OS: 64.5% vs. 62.9%, p = 0.499) (Supplementary Files—Figure S1).

FGFR3, TERTp, and RAS status were not associated with significant differences in PFS
and OS of UTUC patients (Supplementary Files—Figure S2).

UTUC-only had consistently higher PFS than UTUC + UBC subgroup, either in the
luminal-like subtype (2y-PFS 83.5% vs. 41%, p = 0.014) or basal-like phenotype (2y-PFS:
68.1% vs. 45.2%, p = 0.028) (Figure 3). Overall survival was not distinct for both UTUC
subgroups when stratified by luminal-basal phenotypes (luminal: UTUC-only 2y-OS 68.8%
vs. UTUC + UBC 74.8%, p = 0.288; basal: UTUC-only 2y-OS 70.1% vs. UTUC + UBC 75.4%,
p = 0.584) (Figure 4).
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Figure 4. Kaplan–Meier curves comparing overall survival (OS) between UTUC-only and
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bladder cancer; UTUC—upper tract urothelial carcinoma; Log-rank test, statistical significance
p value < 0.05.

3.5. The Impact of Bladder Cancer in UTUC Outcome Stratified by Luminal-Basal Phenotype

Synchronous or metachronous UBC was independently associated with a worse PFS
when stratified by luminal-basal phenotype (HR 3.570, CI 95% 1.508–8.453, p = 0.004)
(Table 3). However, it had no impact on OS, adjusting for IHC phenotype (HR 1.279, CI
95% 0.513–3.190, p = 0.597) (Table 3). The histological subtype (p = 0.003), LVI (p < 0.001),
AJCC staging system (p = 0.031), and p53 status (p = 0.034) were identified as significant
prognostic factors for PFS on univariate analysis (Table 3). Nevertheless, only LVI was
independently associated with decreased PFS (HR 3.265, CI 95% 1.378–7.734 p = 0.007)
according to luminal-basal stratification (Table 3).

Smoking status (p = 0.029), LVI (p < 0.001), lymph node involvement (p = 0.035),
aberrant p53 (p = 0.048), and non-pure histological variant (p = 0.006) showed a nega-
tive association for OS in univariate analysis (Table 4). Multivariate analysis, adjusted
for luminal-basal phenotypes, disclosed smoking status (HR 4.256, CI 95% 1.303–13.898,
p = 0.016) and LVI (HR 13.510, CI 95% 3.837–47.570, p < 0.001) as prognostic factors inde-
pendently related to worse OS (Table 4).
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Table 3. Univariate and multivariate Cox regression analysis of prognostic factors for PFS in UTUC
patients stratified by luminal-basal subtypes.

Variables
Univariate Analysis Multivariate Cox Regression Model

HR CI 95% p-Value HR CI 95% p-Value

Gender (male a vs. female) 0.631 0.282–1.411 0.262
Smoking status (never a vs. former/current) 1.017 0.437–2.369 0.969

Hydronephrosis (no a vs. yes) 1.017 0.496–2.087 0.962
Histological subtype (pure UC a vs. non-pure UC) 3.474 1.520–7.940 0.003 1.820 0.756–4.386 0.182

Tumor grade (low-grade a vs. high-grade) 2.863 0.383–21.399 0.305
Lymphovascular invasion (no a vs. yes) 3.646 1.785–7.448 <0.001 3.265 1.378–7.734 0.007

Carcinoma in situ (no a vs. yes) 1.518 0.608–3.788 0.371
AJCC staging system (0is−0a−I a vs. II−IV) 2.687 1.096–6.590 0.031 2.149 0.705–6.553 0.179

Lymph node involvement (no a vs. yes) 3.143 0.830–11.898 0.092
Subgroups (only UTUC a vs. UTUC + UBC) 3.214 1.506–6.858 0.003 3.570 1.508–8.453 0.004

p53 (WT a vs. aberrant) 2.487 1.073–5.766 0.034 1.105 0.396–3.082 0.849
FGFR3 (WT a vs. mutated) 0.521 0.241–1.126 0.097
TERTp (WT a vs. mutated) 1.208 0.582–2.508 0.612

RAS (WT a vs. mutated) 2.068 0.711–6.019 0.183
TP53 (WT a vs. mutated) 1.423 0.397–5.093 0.588

Abbreviations: AJCC—American Joint Committee on Cancer; CI—confidence interval; HR—hazard ratio;
UBC—urothelial bladder cancer; UC—urothelial carcinoma; UTUC—upper tract urothelial carcinoma; WT—wild-
type; a Reference category.

Table 4. Univariate and multivariate Cox regression analysis of prognostic factors for OS in UTUC
patients stratified by luminal-basal subtypes.

Variables
Univariate Analysis Multivariate Cox Regression Model

HR CI 95% p-Value HR CI 95% p-Value

Gender (male a vs. female) 0.552 0.226–1.348 0.192
Smoking status (never a vs. former/current) 3.349 1.129–9.935 0.029 4.256 1.303–13.898 0.016

Hydronephrosis (no a vs. yes) 1.032 0.507–2.100 0.930
Histological subtype (pure UC a vs. non-pure UC) 3.341 1.413–7.899 0.006 3.134 0.916–10.729 0.069

Tumor grade (low-grade a vs. high-grade) 1.041 0.302–3.593 0.949
Lymphovascular invasion (no a vs. yes) 4.610 2.200–9.661 <0.001 13.510 3.837–47.570 <0.001

Carcinoma in situ (no a vs. yes) 1.394 0.568–3.426 0.469
AJCC staging system (0is−0a−I a vs. II−IV) 1.360 0.643–2.878 0.421 1.937 0.649–5.780 0.236

Lymph node involvement (no a vs. yes) 3.650 1.094–12.178 0.035
Subgroups (UTUC-only a vs. UTUC + UBC) 1.495 0.726–3.075 0.275 1.279 0.513–3.190 0.597

p53 (WT a vs. aberrant) 2.471 1.008–6.055 0.048 2.092 0.669–6.538 0.204
FGFR3 (WT a vs. mutated) 0.823 0.402–1.687 0.595
TERTp (WT a vs. mutated) 0.958 0.463–1.980 0.907
RAS (WT a vs. mutated) 1.926 0.659–5.632 0.231
TP53 (WT a vs. mutated) 0.874 0.266–2.877 0.825

Abbreviations: AJCC—American Joint Committee on Cancer; CI—confidence interval; HR—hazard ratio;
UBC—urothelial bladder cancer; UC—urothelial carcinoma; UTUC—upper tract urothelial carcinoma; WT—wild-
type; a Reference category.

4. Discussion

Molecular evaluation in UC reveals potential prognostic and predictive biomarkers
and can assign a better patient selection for tailored treatment strategies. A comprehensive
classification including IHC and genetic expression might be more effective in subtyping UC.

In the present study, we conducted a systematic analysis comprising IHC and the genetic
profile of a retrospective UTUC series to assess putative biological differences between two
subgroups of UTUC: UTUC-only and UTUC with synchronous and metachronous UBC.

We reported previously that UTUC-only and UTUC with concomitant or later UBC
share clinicopathologic features [19]. Here, we substantiate that the phenotypical and
genomic (FGFR3, RAS, and TERTp) characteristics among both primary UTUC subgroups
are comparable. Likewise, our study reveals that both subgroups exhibited equivalent
luminal and basal-like subtypes and that the involvement of the bladder does not seem to
influence the survival outcome of UTUC independently of the IHC phenotype.
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Over the last few years, many studies have expanded our understanding of the
genomic characterization of UTUC. However, a highly complex and costly advanced
molecular technology limits a comprehensive molecular analysis’s applicability in clinical
settings. Moreover, immunohistochemistry has the unique advantage of disclosing the
precise morphological distribution of biomarkers in cell/tissue components [20]. A strong
correlation between IHC features and mRNA expression profiles in basal (CK5/6-positive)
and luminal (CK20-positive) subtypes of UC was recently reported [21,22]. The latest
evidence has also reported that molecular subtypes in UBC may be recognized with GATA3
and CK5/6 expression in 80–90% of cases [23–25]. Nonetheless, an immunohistochemistry-
based method for a critical assessment of luminal-basal stratification in UTUC still needs to
be approved for routine clinical practice.

Firstly, we validated the luminal-basal-based method for risk stratification in our
UTUC series with an IHC protocol, combining the expression of CK5/6, GATA3, and CK20
markers according to proposed patterns in UBC [16,26]. A comparable representation of
luminal-like and basal-like subtypes was uncovered in the entire cohort. As expected,
luminal-like phenotype bared a lower risk of disease progression, and important aggressive
clinicopathologic features (LVI, lymph node involvement, and metastasis at diagnosis)
were associated with negative CK20 status. Unpredictably, CK20 positivity was related
to a higher tumor stage, and CK5/6 positive expression was linked to variant histology
with favorable clinical outcomes. The same misleading prognostic results were already
revealed in series with non-muscle invasive bladder cancer (NMIBC) [8]; furthermore,
Sikic et al. [22]. reported that in non-muscle-invasive high-grade UTUC, both CK5-
negativity and CK20-positivity were associated with poor prognosis. These results are in
contradiction with prior findings in muscle-invasive bladder cancer (MIBC) and breast
cancer, in which basal markers were linked with meaningful worse outcomes [27]. The
debate remains on whether IHC-based patterns in non-muscle-invasive UTUC are more
closely related to those of NMIBC.

Most of the available molecular data have reported slight genomic differences between
primary UTUC and primary genetically unrelated UBC [11,14], indicating that UTUC
seems to display more frequent mutations in FGFR3 and HRAS, whereas UBC harbors
TP53, RB1, ATM, and ERBB2 mutations [11–14,28]. In our UTUC series, we have uncovered
FGFR3 mutations as one of the significant genetic events, as reported before in other
analyses [11,29,30]. Notably, we identified a higher prevalence of mutations at the p.R248C
hotspot than the common mutations at codon 249 [29,31,32]. We also found that FGFR3
alterations were linked with the absence of LVI and carcinoma in situ, supporting their
known effect as biomarkers associated with better outcomes [29,30,33].

The TERTp mutation frequency that we observed in the present study was described
in UTUC and UBC [34]. Our results were aligned with the Killela et al. report on UTUC
patients (52.7 vs. 47.3%) [35]. These somatic mutations have been related to higher tu-
mor progression and distant metastasis in several cancers, but discordant findings exist
regarding UC [34,36]. However, our study barely associated a higher tumor size with
TERTp alterations.

KRAS mutations represented the most common mutated RAS gene, and few patients
displayed HRAS mutations, at variance with findings in previous UTUC series (12%) [11,30,37,38].
Since our cohort included tumors with more aggressive features, a higher prevalence of KRAS
mutations could be expected.

Although we have not conducted TP53 mutational analysis in the entire tumor cohort,
our findings support their low incidence in UTUC compared with UBC, as reported in
other studies (30 vs. 57.8%) [11]. Also of note is the fact that p53 IHC is not a direct read-out
of the gene status. We found cases with non-aberrant p53 IHC expression that harbor TP53
mutation and TP53 non-mutated cases showing aberrant IHC expression. It is essential to
recognize that our evaluation has focused solely on the hotspot genetic region of the TP53,
meaning that we cannot rule out the possibility of additional mutations occurring in other
regions of the TP53 gene. Otherwise, we must consider the high complexity of cellular
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process regulation as well as molecular and tumor microenvironment interactions [39].
Further proteome-wide comprehensive analysis of the p53 IHC pattern would be necessary
to better identify and acknowledge any such TP53 dysfunctions.

Remarkably, our research team has recently published a molecular analysis of
125 NMIBC, showing an equivalent frequency of TERTp and FGFR3 mutations in UBC
samples [40]. These results indicate a high genetic similarity between primary UTUC and
an unrelated primary UBC, which differs from the current literature-reported data [37].

Together, we postulated that UTUC might share genotype and phenotype expression
profiles with NMIBC, as argued before [8,41–43]. However, it is crucial to state that different
stages of the disease, comprising non-muscle-invasive and muscle-invasive tumors, have
been evaluated in a published series of UTUC and UBC studies, making comparison chal-
lenging. Additionally, a distinct pathway seems to be involved in the disease pathogenesis
of UTUC and UBC [9].

The clonal relatedness of primary UTUC with an intravesical recurrence or a divergent
primary UBC remains unanswered. The biological idiosyncrasies of primary UTUC with
concomitant or later UBC are also unknown. It has been proposed that molecular events in
UTUC and UBC can be shared or distinct. Yet, our findings suggest a similar expression
profile when analyzing both primary UTUC subgroups.

In the era of molecular subtypes in UC, the impact of subsequent UBC on the outcome
of primary UTUC, with no previous bladder cancer diagnosis, is also debatable. We sustain
the concept that UTUC itself might display an aggressive phenotypical course and could
be the main influential factor, independently of the presence of UBC. Despite the higher
risk of recurrence, the effect of bladder cancer seems not to establish a worse prognosis,
even when adjusted for luminal-basal stratification and genetic alterations.

Several studies showed that UTUC patients with concomitant or bladder cancer
histories had a worse prognosis [44–46]. Still, the same assumption in patients with no
previous bladder cancer diagnosis has not yet been systematically evaluated. On the
other hand, a meticulous clinical follow-up of patients with previous tumor history could
support a better prognosis. Divergent results regarding intravesical recurrence (IVR) and
the impact on the prognosis of UTUC have also been reported [44,47–50]. Kuroiwa et al.
refined that IVR was not associated with worse survival in UTUC patients with pT3–4
disease stage [44].

However, significant confounding factors of this study comprise a higher disease stage
of our UTUC patients and the different proportion of patients submitted to nephroureterec-
tomy in both subgroups, compared with other reports.

Noteworthy, our study highlights the prognostic implication of LVI in the risk stratifi-
cation of UTUC, as we reported in a previous study [19]. These results also emphasize a
strong negative impact of smoking in OS, while there was no impact on disease progression.
Perhaps these findings underlie the adverse association of smoking with the poor global
health status of the patients instead of representing a direct effect on disease course.

Our study had some inherent limitations. The cohort represents a single-center retro-
spective study with a relatively small sample of patients and short follow-up, which might
influence the representativity and statistical power of the results. Moreover, our analysis was
focused on DNA and protein-based analyses, whereas comprehensive large-scale DNA se-
quencing techniques may unravel other UTUC alterations. In addition, restrictions associated
with immunohistochemistry, such as tumor heterogeneity and the extension and intensity of
the marker’s expression, warrant further validation studies. Different scoring systems have
been used beyond the IRS to quantify marker expression, leading to diverse results. Another
reason for the other results might relate to a few specific markers used as surrogate markers
for the UTUC subtypes. Yet, in our work, the pathologist’s intervention in selecting adequate
samples for molecular analysis seems an improvement over other studies.

Despite our limitations, this study provides novel insights concerning UTUC molecular
and IHC stratification that could be validated in more extensive prospective studies, guiding
the selection of patients for a tailor-made approach.
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Likewise, further research focused on UC’s tumor microenvironment will help us
better understand tumor biology and how the immune landscape reflects on clinical
outcomes and immunotherapy responses.

5. Conclusions

Reported data on molecular subtypes of UTUC remain an unmet need. Indeed, the
assessment of biomarker profiling of UTUC with synchronous or metachronous bladder
cancer is still limited.

Our study reveals similar luminal-basal phenotype and genetic features among pa-
tients with UTUC with synchronous or metachronous UBC and UTUC without UBC. An
immunohistochemistry-based protocol was recognized as an accessible and standardized
method for luminal-basal classification in UTUC patients.

Furthermore, in the era of molecular subtypes, the association of bladder cancer does
not seem to convey a worse outcome for UTUC patients, even when adjusted for molecular
and luminal-basal subtypes.

This study highlights the biological heterogeneity and molecular features of UTUC
associated with an individual worse prognosis, independently of bladder involvement.
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and OS in luminal and basal subtypes of the entire UTUC cohort; Figure S2: Kaplan–Meier curves for
PFS and OS in UTUC patients according to FGFR3, TERT, and RAS status.

Author Contributions: Conceptualization, S.M., C.D., J.M.L. and P.S.; methodology, S.M., C.D.,
J.M.L. and P.S.; software, S.M. and C.D.; validation, S.M., C.D., J.M.L. and P.S.; formal analysis, S.M.
and C.D.; investigation, S.M., C.D., D.M., A.M. and N.D.; resources, S.M., C.D., D.M., A.M. and
N.D.; data curation, S.M., C.D., D.M. and A.M.; writing—original draft preparation, S.M. and C.D.;
writing—review and editing, S.M., C.D., L.P.-F., J.S., C.M.S., M.B., L.C., J.M.L. and P.S.; visualization,
S.M. and C.D.; supervision, J.M.L. and P.S.; project administration, S.M., C.D., J.M.L. and P.S.; funding
acquisition, S.M. and P.S. All authors have read and agreed to the published version of the manuscript.

Funding: This research was partly supported by the project “Institute for Research and Innovation in
Health Sciences” (UID/BIM/04293/2019) and the project “The Porto Comprehensive Cancer Center”
ref. NORTE-01-0145-FEDER-072678—Consórcio PORTO.CCC—Porto. Comprehensive Cancer Center
Raquel Seruca. The funders had no role in the study design, data collection, analysis, publication
decision, or manuscript preparation.

Institutional Review Board Statement: This study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of
Centro Hospitalar Universitário de São João (process n◦ 425/19—3 February 2020).

Informed Consent Statement: Patient consent was waived due to the study’s retrospective nature,
and anonymous clinical data were used for the analysis.

Data Availability Statement: The data presented in this study are available upon reasonable request
from the corresponding author. The data are not publicly available due to patient privacy.

Acknowledgments: The authors thank Arnaud Da Cruz Paula, Associate Researcher at the Institute
for Research and Innovation in Health (i3S)—University of Porto, for contributing to oncoplot design.

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

References
1. Siegel, R.L.; Miller, K.D.; Fuchs, H.E.; Jemal, A. Cancer Statistics, 2021. CA Cancer J Clin. 2021, 71, 7. [CrossRef] [PubMed]
2. McConkey, D.J.; Singla, N.; Pierorazio, P.; Lombardo, K.; Matoso, A.; Hoffman-Censits, J. Molecular subtypes of upper tract

urothelial cancer: Setting the stage for precision therapy. Cancer Cell. 2021, 39, 745–747. [CrossRef]
3. Robertson, A.G.; Kim, J.; Al-Ahmadie, H.; Bellmunt, J.; Guo, G.; Cherniack, A.D.; Hinoue, T.; Laird, P.W.; Hoadley, K.A.; Akbani, R.; et al.

Comprehensive Molecular Characterization of Muscle-Invasive Bladder Cancer. Cell 2017, 171, 540–556.e25. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/biomedicines12092154/s1
https://www.mdpi.com/article/10.3390/biomedicines12092154/s1
https://doi.org/10.3322/caac.21654
https://www.ncbi.nlm.nih.gov/pubmed/33433946
https://doi.org/10.1016/j.ccell.2021.05.004
https://doi.org/10.1016/j.cell.2017.09.007
https://www.ncbi.nlm.nih.gov/pubmed/28988769


Biomedicines 2024, 12, 2154 14 of 15

4. Marzouka, N.A.; Eriksson, P.; Rovira, C.; Liedberg, F.; Sjödahl, G.; Höglund, M. A validation and extended description of the
Lund taxonomy for urothelial carcinoma using the TCGA cohort. Sci. Rep. 2018, 8, 3737. [CrossRef]

5. Cancer Genome Atlas Research Network. Comprehensive molecular characterization of urothelial bladder carcinoma. Nature
2014, 507, 315–322. [CrossRef] [PubMed]

6. Sjödahl, G.; Eriksson, P.; Liedberg, F.; Höglund, M. Molecular classification of urothelial carcinoma: Global mRNA classification
versus tumour-cell phenotype classification. J. Pathol. 2017, 242, 113–125. [CrossRef]

7. Mo, Q.; Nikolos, F.; Chen, F.; Tramel, Z.; Lee, Y.C.; Hayashi, K.; Xiao, J.; Shen, J.; Chan, K.S. Prognostic Power of a Tumor
Differentiation Gene Signature for Bladder Urothelial Carcinomas. J. Natl. Cancer Inst. 2018, 110, 448–459. [CrossRef]

8. Hedegaard, J.; Lamy, P.; Nordentoft, I.; Algaba, F.; Høyer, S.; Ulhøi, B.P.; Vang, S.; Reinert, T.; Hermann, G.G.; Mogensen, K.
Comprehensive Transcriptional Analysis of Early-Stage Urothelial Carcinoma. Cancer Cell. 2016, 30, 27–42. [CrossRef]

9. Green, D.A.; Rink, M.; Xylinas, E.; Matin, S.F.; Stenzl, A.; Roupret, M.; Karakiewicz, P.I.; Scherr, D.S.; Shariat, S.F. Urothelial
carcinoma of the bladder and the upper tract: Disparate twins. J. Urol. 2013, 4, 1214–1221. [CrossRef]

10. Fujii, Y.; Sato, Y.; Suzuki, H.; Kakiuchi, N.; Yoshizato, T.; Lenis, A.T.; Maekawa, S.; Yokoyama, A.; Takeuchi, Y.; Inoue, Y. Molecular
classification and diagnostics of upper urinary tract urothelial carcinoma. Cancer Cell. 2021, 39, 793–809.e8. [CrossRef]

11. Sfakianos, J.P.; Cha, E.K.; Iyer, G.; Scott, S.N.; Zabor, E.C.; Shah, R.H.; Ren, Q.; Bagrodia, A.; Kim, P.H.; Hakimi, A.A.; et al.
Genomic Characterization of Upper Tract Urothelial Carcinoma. Eur. Urol. 2015, 68, 970–977. [CrossRef]

12. Moss, T.J.; Qi, Y.; Xi, L.; Peng, B.; Kim, T.B.; Ezzedine, N.E.; Mosqueda, M.E.; Guo, C.C.; Czerniak, B.A.; Ittmann, M.; et al.
Comprehensive Genomic Characterization of Upper Tract Urothelial Carcinoma. Eur. Urol. 2017, 72, 641–649. [CrossRef] [PubMed]

13. Lee, J.Y.; Kim, K.; Sung, H.H.; Jeon, H.G.; Jeong, B.C.; Seo, S.I.; Jeon, S.S.; Lee, H.M.; Choi, H.Y.; Kwon, G.Y.; et al. Molecular
Characterization of Urothelial Carcinoma of the Bladder and Upper Urinary Tract. Transl. Oncol. 2018, 11, 37–42. [CrossRef]

14. Audenet, F.; Isharwal, S.; Cha, E.K.; Donoghue, M.T.A.; Drill, E.N.; Ostrovnaya, I.; Pietzak, E.J.; Sfakianos, J.P.; Bagrodia, A.;
Murugan, P.; et al. Clonal Relatedness and Mutational Differences between Upper Tract and Bladder Urothelial Carcinoma. Clin.
Cancer Res. 2019, 25, 967–976. [CrossRef] [PubMed]

15. Petros, F.G.; Choi, W.; Qi, Y.; Moss, T.; Li, R.; Su, X.; Guo, C.C.; Czerniak, B.; Dinney, C.; McConkey, D.J.; et al. Expression Analysis of
Same-Patient Metachronous and Synchronous Upper Tract and Bladder Urothelial Carcinoma. J. Urol. 2021, 206, 548–557. [CrossRef]

16. Sjodahl, G.; Lauss, M.; Lovgren, K.; Chebil, G.; Gudjonsson, S.; Veerla, S.; Patschan, O.; Aine, M.; Ferno, M.; Ringnér, M.; et al. A
molecular taxonomy for urothelial carcinoma. Clin. Cancer Res. 2012, 18, 3377–3386. [CrossRef] [PubMed]

17. Liu, H.; Shi, J.; Wilkerson, M.L.; Lin, F. Immunohistochemical evaluation of GATA3 expression in tumors and normal tissues: A
useful immunomarker for breast and urothelial carcinomas. Am. J. Clin. Pathol. 2012, 138, 57–64. [CrossRef]

18. Hodgson, A.; Xu, B.; Downes, M.R. p53 immunohistochemistry in high-grade urothelial carcinoma of the bladder is prognostically
significant. Histopathology 2017, 71, 296–304. [CrossRef] [PubMed]

19. Meireles, S.; Dias, N.; Martins, D.; Dias, C.; Gonçalves, M.; Silva, J.; Silva, C.M.; Oliveira, P.D.; Soares, P.; Lopes, J.M. Prognostic
Value of Bladder Involvement in the Outcome of Upper Tract Urothelial Carcinoma. Diagnostics 2023, 13, 153. [CrossRef]

20. Sanguedolce, F.; Zanelli, M.; Palicelli, A.; Ascani, S.; Zizzo, M.; Cocco, G.; Björnebo, L.; Lantz, A.; Landriscina, M.;
Conteduca, V.; et al. Are We Ready to Implement Molecular Subtyping of Bladder Cancer in Clinical Practice? Part 2: Subtypes
and Divergent Differentiation. Int. J. Mol. Sci. 2022, 23, 7844. [CrossRef]

21. Wang, C.C.; Tsai, Y.C.; Jeng, Y.M. Biological significance of GATA3, cytokeratin 20, cytokeratin 5/6 and p53 expression in
muscle-invasive bladder cancer. PLoS ONE 2019, 14, e0221785. [CrossRef] [PubMed]

22. Sikic, D.; Keck, B.; Wach, S.; Taubert, H.; Wullich, B.; Goebell, P.J.; Kahlmeyer, A.; Olbert, P.; Isfort, P.; Nimphius, W.; et al.
Immunohistochemiocal subtyping using CK20 and CK5 can identify urothelial carcinomas of the upper urinary tract with a poor
prognosis. PLoS ONE 2017, 12, e0179602. [CrossRef]

23. Dadhania, V.; Zhang, M.; Zhang, L.; Bondaruk, J.; Majewski, T.; Siefker-Radtke, A.; Guo, C.C.; Dinney, C.; Cogdell, D.E.; Zhang, S.
Meta-Analysis of the Luminal and Basal Subtypes of Bladder Cancer and the Identification of Signature Immunohistochemical
Markers for Clinical Use. EBioMedicine 2016, 12, 105–117. [CrossRef] [PubMed]

24. Guo, C.C.; Bondaruk, J.; Yao, H.; Wang, Z.; Zhang, L.; Lee, S.; Lee, J.G.; Cogdell, D.; Zhang, M.; Yang, G.; et al. Assessment of
Luminal and Basal Phenotypes in Bladder Cancer. Sci. Rep. 2020, 10, 9743. [CrossRef] [PubMed]

25. Koll, F.J.; Schwarz, A.; Kollermann, J.; Banek, S.; Kluth, L.; Wittler, C.; Bankov, K.; Doring, C.; Becker, N.; Chun, F.K.H.; et al.
CK5/6 and GATA3 defined phenotypes of muscle-invasive bladder cancer: Impact in adjuvant chemotherapy and molecular
subtyping of negative cases. Front. Med. 2022, 16, 875142. [CrossRef]

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

27. Choi, W.; Porten, S.; Kim, S.; Willis, D.; Plimack, E.R.; Hoffman-Censits, J.; Roth, B.; Cheng, T.; Tran, M.; Lee, I.L.; et al.
Identification of distinct basal and luminal subtypes of muscle-invasive bladder cancer with different sensitivities to frontline
chemotherapy. Cancer Cell. 2014, 25, 152–165. [CrossRef]

28. Lindgren, D.; Sjödahl, G.; Lauss, M.; Staaf, J.; Chebil, G.; Lövgren, K.; Gudjonsson, S.; Liedberg, F.; Patschan, O.;
Månsson, W.; et al. Integrated genomic and gene expression profiling identifies two major genomic circuits in urothe-
lial carcinoma. PLoS ONE 2012, 7, e38863. [CrossRef]

https://doi.org/10.1038/s41598-018-22126-x
https://doi.org/10.1038/nature12965
https://www.ncbi.nlm.nih.gov/pubmed/24476821
https://doi.org/10.1002/path.4886
https://doi.org/10.1093/jnci/djx243
https://doi.org/10.1016/j.ccell.2016.05.004
https://doi.org/10.1016/j.juro.2012.05.079
https://doi.org/10.1016/j.ccell.2021.05.008
https://doi.org/10.1016/j.eururo.2015.07.039
https://doi.org/10.1016/j.eururo.2017.05.048
https://www.ncbi.nlm.nih.gov/pubmed/28601352
https://doi.org/10.1016/j.tranon.2017.10.008
https://doi.org/10.1158/1078-0432.CCR-18-2039
https://www.ncbi.nlm.nih.gov/pubmed/30352907
https://doi.org/10.1097/JU.0000000000001788
https://doi.org/10.1158/1078-0432.CCR-12-0077-T
https://www.ncbi.nlm.nih.gov/pubmed/22553347
https://doi.org/10.1309/AJCP5UAFMSA9ZQBZ
https://doi.org/10.1111/his.13225
https://www.ncbi.nlm.nih.gov/pubmed/28342221
https://doi.org/10.3390/diagnostics13010153
https://doi.org/10.3390/ijms23147844
https://doi.org/10.1371/journal.pone.0221785
https://www.ncbi.nlm.nih.gov/pubmed/31469885
https://doi.org/10.1371/journal.pone.0179602
https://doi.org/10.1016/j.ebiom.2016.08.036
https://www.ncbi.nlm.nih.gov/pubmed/27612592
https://doi.org/10.1038/s41598-020-66747-7
https://www.ncbi.nlm.nih.gov/pubmed/32546765
https://doi.org/10.3389/fmed.2022.875142
https://doi.org/10.1073/pnas.1318376111
https://doi.org/10.1016/j.ccr.2014.01.009
https://doi.org/10.1371/journal.pone.0038863


Biomedicines 2024, 12, 2154 15 of 15

29. van Oers, J.M.; Zwarthoff, E.C.; Rehman, I.; Azzouzi, A.R.; Cussenot, O.; Meuth, M.; Hamdy, F.C.; Catto, J.W. FGFR3 mutations
indicate better survival in invasive upper urinary tract and bladder tumours. Eur. Urol. 2009, 55, 650–657. [CrossRef]

30. Li, Q.; Bagrodia, A.; Cha, E.K.; Coleman, J.A. Prognostic Genetic Signatures in Upper Tract Urothelial Carcinoma. Curr. Urol. Rep.
2016, 17, 12. [CrossRef]

31. Kompier, L.C.; Lurkin, I.; van der Aa, M.N.; van Rhijn, B.W.; van der Kwast, T.H.; Zwarthoff, E.C. FGFR3, HRAS, KRAS,
NRAS and PIK3CA mutations in bladder cancer and their potential as biomarkers for surveillance and therapy. PLoS ONE
2010, 5, e13821. [CrossRef]

32. Touat, M.; Ileana, E.; Postel-Vinay, S.; André, F.; Soria, J.C. Targeting FGFR Signaling in Cancer. Clin. Cancer Res.
2015, 21, 2684–2694. [CrossRef]

33. di Martino, E.; Tomlinson, D.C.; Williams, S.V.; Knowles, M.A. A place for precision medicine in bladder cancer: Targeting the
FGFRs. Future Oncol. 2016, 12, 2243–2263. [CrossRef]

34. Wang, K.; Liu, T.; Ge, N.; Liu, L.; Yuan, X.; Liu, J.; Kong, F.; Wang, C.; Ren, H.; Yan, K.; et al. TERT promoter mutations are
associated with distant metastases in upper tract urothelial carcinomas and serve as urinary biomarkers detected by a sensitive
castPCR. Oncotarget 2014, 5, 12428–12439. [CrossRef]

35. Killela, P.J.; Reitman, Z.J.; Jiao, Y.; Bettegowda, C.; Agrawal, N.; Diaz, L.A., Jr.; Friedman, A.H.; Friedman, H.; Gallia, G.L.;
Giovanella, B.C. TERT promoter mutations occur frequently in gliomas and a subset of tumors derived from cells with low rates
of self-renewal. Proc. Natl. Acad. Sci. USA 2013, 110, 6021–6026. [CrossRef]

36. Allory, Y.; Beukers, W.; Sagrera, A.; Flández, M.; Marqués, M.; Márquez, M.; van der Keur, K.A.; Dyrskjot, L.; Lurkin, I.; Vermeij,
M. Telomerase reverse transcriptase promoter mutations in bladder cancer: High frequency across stages, detection in urine, and
lack of association with outcome. Eur. Urol. 2014, 65, 360–366. [CrossRef]

37. Park, C.K.; Cho, N.H. Differences in genomic profile of high-grade urothelial carcinoma according to tumor location. Urol. Oncol.
2022, 40, 109.e1–109.e9. [CrossRef]

38. Necchi, A.; Madison, R.; Pal, S.K.; Ross, J.S.; Agarwal, N.; Sonpavde, G.; Joshi, M.; Yin, M.; Miller, V.A.; Grivas, P. Comprehensive
Genomic Profiling of Upper-tract and Bladder Urothelial Carcinoma. Eur. Urol. Focus. 2021, 7, 1339–1346. [CrossRef]

39. Jurisic, V. Multiomic analysis of cytokines in immuno-oncology. Expert Rev. Proteom. 2020, 17, 663–674. [CrossRef]
40. Batista, R.; Lima, L.; Vinagre, J.; Pinto, V.; Lyra, J.; Máximo, V.; Santos, L.; Soares, P. TERT Promoter Mutation as a Potential

Predictive Biomarker in BCG-Treated Bladder Cancer Patients. Int. J. Mol. Sci. 2020, 21, 947. [CrossRef]
41. Sanford, T.; Porten, S.; Meng, M.V. Molecular Analysis of Upper Tract and Bladder Urothelial Carcinoma: Results from a

Microarray Comparison. PLoS ONE 2015, 10, e0137141. [CrossRef]
42. Patschan, O.; Sjödahl, G.; Chebil, G.; Lövgren, K.; Lauss, M.; Gudjonsson, S.; Kollberg, P.; Eriksson, P.; Aine, M.; Månsson, W. A

Molecular Pathologic Framework for Risk Stratification of Stage T1 Urothelial Carcinoma. Eur. Urol. 2015, 68, 824–832. [CrossRef]
43. Desai, S.; Lim, S.D.; Jimenez, R.E.; Chun, T.; Keane, T.E.; McKenney, J.K.; Zavala-Pompa, A.; Cohen, C.; Young, R.H.; Amin, M.B.

Relationship of cytokeratin 20 and CD44 protein expression with WHO/ISUP grade in pTa and pT1 papillary urothelial neoplasia.
Mod. Pathol. 2000, 13, 1315–1323. [CrossRef]

44. Kuroiwa, K.; Inokuchi, J.; Nishiyama, H.; Kojima, T.; Kakehi, Y.; Sugimoto, M.; Tanigawa, T.; Fujimoto, H.; Gotoh, M.; Masumori,
N.; et al. Impact of Previous, Simultaneous or Subsequent Bladder Cancer on Prognosis after Radical Nephroureterectomy for
Upper Urinary Tract Urothelial Carcinoma. J. Urol. 2019, 202, 1127–1135. [CrossRef]

45. Mullerad, M.; Russo, P.; Golijanin, D.; Chen, H.N.; Tsai, H.H.; Donat, S.M.; Bochner, B.H.; Herr, H.W.; Sheinfeld, J.; Sogani, P.C.; et al.
Bladder cancer as a prognostic factor for upper tract transitional cell carcinoma. J. Urol. 2004, 172, 2177–2181. [CrossRef]

46. Rouprêt, M.; Colin, P.; Yates, D.R. A new proposal to risk stratify urothelial carcinomas of the upper urinary tract (UTUCs) in a
predefinitive treatment setting: Low-risk versus high-risk UTUCs. Eur. Urol. 2014, 66, 181–183. [CrossRef]

47. Wu, J.; Xu, P.H.; Luo, W.J.; Dai, B.; Shen, Y.J.; Ye, D.W.; Wang, Y.C.; Zhu, Y.P. Intravesical Recurrence After Radical Nephroureterec-
tomy of Upper Urinary Tract Urothelial Carcinoma: A Large Population-Based Investigation of Clinicopathologic Characteristics
and Survival Outcomes. Front. Surg. 2021, 8, 590448. [CrossRef]

48. Jiang, Y.; Yao, Z.; Zhu, X.; Wu, B.; Bai, S. Risk factors and oncological outcome for intravesical recurrence in organ-confined upper
urinary tract urothelial carcinoma patients after radical nephroureterectomy: A propensity score-matched case control study. Int.
J. Surg. 2020, 76, 28–34. [CrossRef]

49. Elawdy, M.M.; Osman, Y.; Taha, D.E.; Zahran, M.H.; El-Halwagy, S.; Garba, M.E.; Harraz, A.M. Risk factors and prognosis of
intravesical recurrence after surgical management of upper tract urothelial carcinoma: A 30-year single centre experience. Arab. J.
Urol. 2017, 15, 216–222. [CrossRef]

50. Lee, C.H.; Ku, J.Y.; Jeong, C.W.; Ku, J.H.; Kwak, C.; Kim, H.H.; Tae, B.S.; Choi, S.H.; Kim, H.T.; Kwon, T.G.; et al. Predictors for
Intravesical Recurrence Following Radical Nephroureterectomy for Upper Tract Urothelial Carcinoma: A National Multicenter
Analysis. Clin. Genitourin. Cancer 2017, 15, e1055–e1061. [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.eururo.2008.06.013
https://doi.org/10.1007/s11934-015-0566-y
https://doi.org/10.1371/journal.pone.0013821
https://doi.org/10.1158/1078-0432.CCR-14-2329
https://doi.org/10.2217/fon-2016-0042
https://doi.org/10.18632/oncotarget.2660
https://doi.org/10.1073/pnas.1303607110
https://doi.org/10.1016/j.eururo.2013.08.052
https://doi.org/10.1016/j.urolonc.2021.08.019
https://doi.org/10.1016/j.euf.2020.08.001
https://doi.org/10.1080/14789450.2020.1845654
https://doi.org/10.3390/ijms21030947
https://doi.org/10.1371/journal.pone.0137141
https://doi.org/10.1016/j.eururo.2015.02.021
https://doi.org/10.1038/modpathol.3880241
https://doi.org/10.1097/JU.0000000000000422
https://doi.org/10.1097/01.ju.0000144505.40915.98
https://doi.org/10.1016/j.eururo.2013.12.007
https://doi.org/10.3389/fsurg.2021.590448
https://doi.org/10.1016/j.ijsu.2020.02.015
https://doi.org/10.1016/j.aju.2017.03.006
https://doi.org/10.1016/j.clgc.2017.07.009

	Introduction 
	Materials and Methods 
	Study Design 
	Tumor Specimens 
	DNA Extraction 
	Immunohistochemical Analysis 
	Targeted Sequencing Genomic Characterization 
	Outcomes and Statistical Analysis 

	Results 
	Clinicopathological Characteristics of UTUC Patients 
	Immunohistochemical and Gene Expression Profiling and Their Association with Clinicopathological Features 
	Molecular Profiling Comparison between UTUC-Only and UTUC + UBC Subgroups 
	Survival Analysis of UTUC-Only and UTUC + UBC Subgroups According to Luminal-Basal Phenotype 
	The Impact of Bladder Cancer in UTUC Outcome Stratified by Luminal-Basal Phenotype 

	Discussion 
	Conclusions 
	References

