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Abstract

Background

Second-line therapy is frequently utilized for metastatic urothelial carcinoma, but there are

limited data to guide this approach. While an assessment of overall survival based on regis-

try data may not capture the impact of second- and third-line therapies on clinical outcome,

this may be reflected in relative conditional survival (RCS).

Methods

Patients with stage IV urothelial carcinoma diagnosed from 1990–2010 were identified from

the Surveillance, Epidemiology and End Results (SEER) dataset. The association of clini-

copathologic variables with disease specific survival (DSS) was explored through univariate

and multivariate analyses. DSS in subgroups divided by time period (1990–2000 v 2001–
2010) was compared using the Kaplan-Meier method and log-rank test. One-year RCS at

annual landmarks up to 5 years was compared in subgroups divided by time period.

Results

Of 261,987 patients diagnosed with urothelial carcinoma from 1990–2010, 3,110 patients

met criteria for the current analysis. Characteristics of patients diagnosed between 1990

and 2000 (n = 810) and 2001 to 2010 (n = 2,300) were similar and there was no significant

difference in DSS between the two groups. On multivariate analysis, older age (age� 80)

was associated with shorter DSS (HR 1.79, 95%CI 1.48–2.15), but no association was

found between time period of diagnosis and outcome. One-year RCS improved substan-

tially through successive annual landmarks up to 5 years, but no differences were seen in

subgroups divided by time of diagnosis.
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Conclusions

No difference in RCS was observed amongst patients with stage IV urothelial carcinoma

diagnosed from 1990–2000 and 2001–2010. A lack of difference in RCS (more so than

cumulative DSS) may reflect a lack of progress in salvage therapies for the disease.

Introduction
Metastatic urothelial carcinoma (MUC) patients have a median overall survival of approxi-
mately 15 months and is attributed to an estimated 15,580 deaths in the United States in 2014
[1]. The use of platinating agents in treating urothelial carcinomas has been well-documented
in the literature for over 30 years [2–5]. Previously, the combination methotrexate, vinblastine
(Adriamycin) and cisplatin (MVAC) was the standard first-line treatment for MUC. More
recently, gemcitabine and cisplatin (GC) have become the standard first-line treatment for
MUC, because they works just as well and are less myelosuppressive [6]. Some efforts have
been made to build on GC through the addition of targeted agents (e.g., cetuximab or bevacizu-
mab) but prospective evaluations have shown little benefit with those combinations [7,8]. For
patients “unfit” for cisplatin, there are data to support carboplatin-based regimens as a first-
line approach [9–11].

Although there is some degree of consensus regarding the optimal first-line approach for
patients with metastatic urothelial carcinoma, treatment in the second- or third-line setting is
more controversial [12]. A phase III study comparing vinflunine, a novel microtubule inhibi-
tor, with best supportive care (BSC) to BSC alone showed a survival advantage in the experi-
mental arm [13]. However, vinflunine has not been approved for use in the United States.
Outside of this dataset, the preponderance of evidence supporting second-line regimens comes
in the form of single-arm, phase II studies [14]. Most of these studies (e.g., studies supporting
taxanes, gemcitabine, or pemetrexed) as second-line options have emerged over the past
decade [15–19]. Community oncologists frequently reference these studies to obtain payer
approval for these therapies.

With an increasing number of small datasets emerging to support second-line regimens, use
of second-line therapy may be more prevalent. Recent estimates from the Retrospective Inter-
national Study of Cancers of the Urothelium (RISC) database, a collaboration comprised of 23
international centers, suggest that nearly half of patients who receive first-line therapy go on to
second-line treatment [20]. Analyzing survival trends for the overall population of patients
with metastatic urothelial carcinoma at large will unlikely reflect the impact of second-line regi-
mens, given that many patients (up to 30%) do not receive first-line therapy [20]. However, if
second-line regimens have yielded an impact, this may be reflected in conditional survival.
Conditional survival accounts for the temporal change in prognosis that occurs as patients live
beyond certain milestones. Studies in other genitourinary cancers (e.g., metastatic renal cell
carcinoma) have suggested an improved conditional survival, likely due to the advent of novel
systemic therapies [21]. Herein, we make the assumption that use of second-line treatments
has increased over the past decade due to a greater number of published reports documenting
their efficacy. Although these reports do not constitute Level 1 evidence, they do frequently suf-
fice payor requirements. With this assumption in mind, we formulated the a priori hypothesis
that conditional survival has improved over time due to more abundant options beyond first-
line treatment.
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Patients and Methods

Patient Selection and Tumor Classification
We explored the a priori hypothesis of this study utilizing the Surveillance, Epidemiology and
End Results (SEER) dataset. This dataset encompasses roughly 28% of the US population, and
houses clinicopathologic information and outcome data including both overall survival (OS)
and disease-specific survival (DSS). We examined two time periods of similar duration, ranging
from 1990–2000 and 2001–2010. The latter period was felt to encompass the majority of publi-
cations reflecting active second-line regimens. As stage is only recorded at the time of original
diagnosis within SEER, we limited our analysis to those patients with stage IV disease (there-
fore implying de novometastases). ICD-O codes used included C67.0 (trigone of bladder),
C67.1 (dome of bladder), C67.2 (lateral wall of bladder), C67.3 (anterior wall of bladder),
C67.4 (posterior wall of bladder), C67.5 (bladder neck), C67.6 (ureteric orifice), C67.7 (ura-
chus), C67.8 (overlapping lesion of bladder), and C67.9 (bladder NOS). Limitation of our
search to these codes inherently excluded patients with upper tract tumors. Patients with stage
IV disease on the basis of T4 or N2 staging were also excluded from our analyses, as these
patients may still be perceived as being candidates for local definitive therapy (e.g. surgery or
radiotherapy). Complete stepwise inclusion/exclusion criteria and patient counts across time
periods are summarized in Table 1.

Ethics
SEER is a public database that houses demographic and clinical outcomes data without any
patient identifiers. For this reason, institutional approval was not required.

Data Collection
Clinicopathologic variables including age, race and tumor grade were collected. Tumor grade
was characterized as well differentiated, moderately differentiated, poorly differentiated or
undifferentiated (unless unknown). DSS was assessed for each patient, defined in detail in the
subsequent section.

Table 1. Stepwise inclusion and exclusion of patients with urothelial carcinoma included in the SEER database from 1990–2010.

Number of Patients Post Selection

Step Removal Criteria 1990–2000
(N = 810)

2001–2010
(N = 2,300)

Total
(N = 3,110)

1 All bladder patients since 1988 77,559 184,423 261,982

2 1990–2010 77,559 166,979 244,538

3 Distant Mets Patients Only 1,787 5,317 7,104

4 Exclude patients younger than 20 and older than 99 1,777 5,305 7,082

5 Exclude patients who did not have histologically confirmed diagnosis 1,709 5,023 6,732

6 Exclude patients who did not have active followup 1,704 5,004 6,708

7 Exclude patients diagnosed by autopsy or death certificate only 1,704 5,004 6,708

8 Exclude Louisiana registry patients from 7/05–12/05 Hurricane Katrina
impacted

1,704 4,992 6,696

9 Exclude patients with multiple primaries (per Howlader DSS paper*) 1,341 3,703 5,044

10 Exclude patients with surgical resection or type unknown 1,127 3,121 4,248

11 Exclude anyone who received radiation 810 2,300 3,110

doi:10.1371/journal.pone.0136622.t001
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Statistical Analysis
Patient demographic and clinicopathologic variables were compared across time periods using
the Pearson Χ2 test for categorical data and Wilcoxon non-parametric rank-sum test for con-
tinuous data. Univariate and multivariate Cox proportional hazard models were used to assess
factors associated with improved DSS, with results reported using hazard ratios (HR) and 95%
confidence intervals (CI).

Kaplan–Meier curves were used to calculate median, 1-, 2-, and 3-year DSS rates, with the
log-rank test used to determine statistical differences across time periods (Fig 1). DSS time, in
months, was calculated from the date of diagnosis until the date of death due to stage IV
urothelial cancer, as identified on death certificate.[22] Patients who were alive or dead from
other causes were censored at follow-up and date of death, respectively.

Conditional survival, which is the likelihood that a patient who has already survived a given
duration (e.g. 1 year) will continue to survive for an additional specified duration (e.g. 1 addi-
tional year), was compared across time period (Fig 2). Relative conditional survival (RCS) esti-
mates were age- and race-standardized using the International Cancer Survival Standard 1,
with expected survival calculated using U.S. 1970–2009 data by individual year.[23] All RCS
probabilities were calculated using SEER-Stat 8.1.5 actuarial life-table survival data, with the
Ederer II method used for cumulative expected survival.[24] Included were 1-year RCS rates
by time period for patients still alive at 1, 2, 3, 4, and 5 years from diagnosis. Results across
time period were compared using the z-test statistic, with confidence intervals calculated using

Fig 1. DSS Stratified by Time Period.

doi:10.1371/journal.pone.0136622.g001
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the Log(Log()) transformation. All analyses were performed using SAS and SEER�Stat, with
two–sided p–values�0.05 considered statistically significant.

Results

Patient Characteristics
Stepwise inclusion/exclusion criteria and patient counts across time periods are summarized in
Table 1. A total of 3,110 stage IV urothelial cancer patients were included; of these, 810 patients
were diagnosed from 1990–2000 and 2,300 patients from 2001–2010. The median age of both
cohorts was 71 and most patients in both groups were characterized as non-Hispanic White.

Fig 2. 1-Year Relative Conditional Survival by Time Period.

doi:10.1371/journal.pone.0136622.g002
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Differences in disease grade were observed between the two time periods, although the collec-
tive proportion of patients with poorly differentiated or undifferentiated tumors was similar
(74% in both groups), as shown in Table 2.

In both populations, the most common subtype was transitional cell carcinoma (ICD-O
code 8120) and the second most common was papillary transitional cell carcinoma (ICD-O
code 8130). S1 Table summarizes the histology distribution.

Predictors of DSS
Univariate and multivariate analyses of potential predictors of DSS are noted in Table 3. On
univariate analysis, there appeared to be no difference in DSS based on the time period of diag-
nosis (1990–2000 v 2001–2010). Furthermore, there were no significant differences based on

Table 2. Patient, tumor and treatment-related characteristics in patients stratified by time period.

1990–2000 \N = 810 N (%) 2001–2010 N = 2,300 N (%) p-value

Age Median (IQR+) 71 (63–79) 71 (62–79) 0.9330

Age Group 20–49 52 (6) 128 (6) 0.0438

50–64 183 (23) 614 (27)

65–79 386 (48) 989 (43)

80+ 189 (23) 569 (25)

Sex Men 539 (67) 1577 (69) 0.2886

Women 271 (33) 723 (31)

Race/Ethnicity Non-Hispanic White 642 (79) 1801 (78) 0.1360

Black 81 (10) 233 (10)

Hispanic White 49 (6) 180 (8)

Asian/Pacific Islanders 30 (4) 74 (3)

American Indians/Alaska Natives 1 (0) 6 (0)

Hispanic Non-White 3 (0) 4 (0)

Unknown 4 (0) 2 (0)

Marital Status Married 399 (49) 1172 (51) 0.5191

Single 119 (15) 357 (16)

Separated 4 (0) 20 (1)

Divorced 92 (11) 253 (11)

Widowed 169 (21) 417 (18)

Unknown 27 (3) 81 (4)

Grade Well Differentiated 12 (1) 29 (1) <.0001

Moderately Differentiated 88 (11) 127 (6)

Poorly Differentiated 401 (50) 861 (37)

Undifferentiated 194 (24) 844 (37)

Unknown 115 (14) 439 (19)

Grade Group Low Grade 100 (12) 156 (7) <.0001

High Grade 595 (73) 1705 (74)

Unknown 115 (14) 439 (19)

Vital Status Dead 801 (99) 2173 (94) <.0001

Alive 9 (1) 127 (6)

Disease Specific Survival Dead 703 (87) 1971 (86) 0.4404

Alive/Dead Other 107 (13) 329 (14)

+IQR = Interquartile Range.

doi:10.1371/journal.pone.0136622.t002
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race/ethnicity, albeit with wide confidence intervals due to relatively small subgroups. Tumor
grade also had no bearing on DSS on univariate analysis. However, age group appeared to play
a role in predicting DSS. Using patients between the ages of 20–49 as a referent group, no sig-
nificant differences were observed in patients age 50–64. However, patients age 65–79 had
shorter DSS (multivariate hazard ratio [HR] 1.34; 95% CI 1.13–1.59), as did patients age� 80
(multivariate HR 1.79, 95%CI 1.48–2.15). As noted in Table 3, single, widowed and divorced
patients had shorter DSS as compared to patients who were married. No specific difference in
DSS was noted between patients based on sex.

Conditional Survival
Relative conditional survival (RCS) was explored at 1-year landmarks up to 5 years, with analy-
sis stratified by time of diagnosis (Table 4). At the time of diagnosis in the overall study popula-
tion, 1-year survival was lower in patients diagnosed from 1990–2000 as compared to 2001–
2010 (20% and 23%, respectively; P = 0.028). At subsequent landmarks, there were improve-
ments in 1-year RCS, but no significant differences between groups based on time of diagnosis.
For instance, at 2-years post diagnosis, 1-year survival in patients diagnosed from 1990–2000
was 72%, as compared to 69% for patients diagnosed from 2001–2010 (P = 0.66). At 4-years

Table 3. Disease specific survival predictors, stage IV bladder cancer.

Univariate Multivariate

N (%) HR (95% CI) p-value HR (95% CI) p-value

Age Median (IQR+) 71 (62–79) 1.01 (1.01–1.02) <.0001

Age Group† 20–49 180 (6) (reference) - (reference) -

50–64 797 (26) 1.17 (0.99–1.40) 0.0721 1.22 (1.02–1.45) 0.0277

65–79 1375 (44) 1.28 (1.08–1.52) 0.0037 1.34 (1.13–1.59) 0.0008

80+ 758 (24) 1.73 (1.45–2.06) <.0001 1.79 (1.48–2.15) <.0001

Time Period† 1990–2000 810 (26) (reference) - (reference) -

2001–2010 2300 (74) 0.94 (0.86–1.02) 0.1573 0.92 (0.84–1.00) 0.0489

Sex† Men 2116 (68) (reference) - (reference) -

Women 994 (32) 1.12 (1.04–1.22) 0.0045 1.04 (0.96–1.14) 0.3154

Race/Ethnicity Non-Hispanic White 2443 (79) (reference) -

Black 314 (10) 1.08 (0.95–1.22) 0.2497

Hispanic White 229 (7) 0.87 (0.75–1.01) 0.0665

Asian/Pacific Islanders 104 (3) 0.85 (0.68–1.05) 0.1380

American Indians/Alaska Natives 7 (0) 1.11 (0.46–2.67) 0.8136

Hispanic Non-White 7 (0) 1.23 (0.59–2.58) 0.5857

Unknown 6 (0) 0.36 (0.11–1.11) 0.0741

Marital Status† Married 1571 (51) (reference) - (reference) -

Single 476 (15) 1.26 (1.13–1.41) <.0001 1.34 (1.20–1.50) <.0001

Separated 24 (1) 1.04 (0.64–1.67) 0.8854 1.18 (0.73–1.91) 0.4913

Divorced 345 (11) 1.29 (1.14–1.47) <.0001 1.34 (1.18–1.52) <.0001

Widowed 586 (19) 1.45 (1.31–1.60) <.0001 1.25 (1.12–1.40) <.0001

Unknown 108 (3) 1.34 (1.09–1.65) 0.0064 1.32 (1.07–1.64) 0.0093

Grade Well Differentiated 41 (1) (reference) -

Moderately Differentiated 215 (7) 1.06 (0.73–1.54) 0.7493

Poorly Differentiated 1262 (41) 1.36 (0.96–1.93) 0.0798

Undifferentiated 1038 (33) 1.27 (0.90–1.80) 0.1810

doi:10.1371/journal.pone.0136622.t003
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post diagnosis, the 1-year survival was 79% and 92% in the two groups, respectively
(P = 0.1554).

Discussion
The data presented herein suggest that DSS for patients with de novometastatic urothelial can-
cer has not improved over the time periods assessed. Furthermore, there have not been any sig-
nificant improvements in conditional survival at 1-year landmarks. Perhaps it is not surprising
that DSS for the population at large has not improved; there have not been any major advances
in the systemic management of metastatic urothelial cancer since the introduction of plati-
num-based chemotherapy. However, we did anticipate an improvement in conditional sur-
vival. When considering the subset of patients that remain alive at prolonged intervals,
selective pressures would likely make this group more chemosensitive and more fit. On account
of both of these factors, patients would likely be more amenable to receiving second- and third-
line chemotherapy regimens for metastatic disease. Based on our findings, it is unclear what
net impact these regimens have on the natural history of the disease.

One might argue that few second-line regimens have been supported by level 1 evidence. In
fact, a randomized study comparing vinflunine to best supportive care is the only positive
phase III second-line trial to date, and vinflunine remains without FDA approval in the United
States. However, multiple phase II studies have emerged over the past decade that suggest a
modest progression-free survival (2–5 months) and OS (4–9 months) using a wide variety of
cytotoxic regimens [14]. These regimens are diverse and include both monotherapy (with
agents such as paclitaxel, oxaliplatin and pemetrexed) and doublet therapy (with regimens
such as ifosfamide/gemcitabine and carboplatin/paclitaxel). The RISC database consortium
recently reported data derived from a large pool of patients with advanced bladder cancer
treated at academic centers (the majority being US-based) [20]. Of 1,077 patients with meta-
static disease, 758 patients (70%) received first-line therapy. Amongst patients receiving first-
line therapy, 348 patients (46%) received second-line treatment and 137 patients (18%)
received third-line treatment. Thus, the practice of applying salvage therapies for bladder can-
cer beyond first-line therapy is not uncommon, despite the dearth of strongly supportive data.
RISC includes patients evaluated from 2006–2011, reflecting the second study period in this
analysis.

The foremost limitation to our study is the lack of data pertaining to treatment. Databases
such as SEER do not record systemic therapies rendered. Herein, we make the substantial infer-
ence that patients who are alive for extended periods (e.g., 2–3 years following diagnosis with
metastatic disease) have received systemic therapy. Notably, we have removed from our analy-
sis all patients with stage IV disease who may have had localized tumors (e.g., T4 or N2 dis-
ease), as these patients may have been treated with definitive intervention (either cystectomy

Table 4. 1 year relative conditional survival by time period.

1990–2000 2001–2010

Time from Diagnosis N Relative Conditional Survival (95% CI) N Relative Conditional Survival (95% CI) p-value

At Diagnosis 810 20% (17% to 22%) 2300 23% (22% to 25%) 0.0280

1 Year Post-Dx 152 44% (36% to 52%) 514 39% (35% to 44%) 1.0000

2 Years Post-Dx 65 72% (58% to 82%) 171 69% (61% to 76%) 1.0000

3 Years Post-Dx 44 79% (61% to 89%) 97 73% (62% to 81%) 1.0000

4 Years Post-Dx 33 79% (59% to 90%) 57 92% (76% to 98%) 0.1554

5 Years Post-Dx 25 100% (undefined) 38 87% (70% to 95%) UND

doi:10.1371/journal.pone.0136622.t004
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or radiation) and may not require subsequent systemic treatment. Thus, the remaining patients
likely have distant metastatic disease, where few treatments other than systemic therapy can be
envisioned. We acknowledge, however, that our assumptions regarding treatment extend
beyond this; we presume that patients in the latter time period (2001–2010) have received a
greater number of systemic therapy regimens. Clearly, there is a subpopulation of patients who
receive first-line systemic treatment that will not require further systemic therapy. However, in
pivotal phase III studies such as the randomized comparison of GC and MVAC for locally
advanced or metastatic disease, this amounted to less than 10% of the study population [25].
There are databases that do include more granular treatment-related data. However, these
databases also have inherent limitations. SEER-Medicare, for instance, encompasses a wide
spectrum of patients and offers data pertaining to systemic therapy. Unfortunately, the data-
base is limited to primarily patients aged� 65, excluding roughly one-third of the patients
incorporated in the current analysis. Commercial databases such as MarketScan and IMS
Health also include systemic therapy information, but include data derived from a limited set
of payors.

Other limitations include the diminishing number of patients in our analysis at extended
timepoints. Whereas at the time of diagnosis, our analysis incorporates over 3,000 patients, just
63 patients were assessed at 5 years post diagnosis. Furthermore, while SEER provides basic
demographic data, it does not provide sufficient information to inform various nomograms for
advanced bladder cancer [25–27]. These nomograms utilize clinical data, such as Karnofsky
performance status, the presence of visceral metastases, and leukocyte count, and help refine
prognosis across both first- and second-line therapy. Presumably, conditional survival would
vary substantially in groups stratified by these nomograms.

Despite the limitations cited herein, the current analysis does provide a thorough assessment
of conditional survival in patients with metastatic disease. Conditional survival studies have been
performed in the setting of localized disease, and like our study, the results suggest improved con-
ditional survival at extended intervals from diagnosis [28,29]. However, to our knowledge, there
have been no studies that stratify conditional survival based on the time of diagnosis. For patients
with metastatic disease, our data has substantial implications; specifically, the plethora of phase II
data for various systemic regimens over the past decade has not resulted in a shift in the natural
history of the disease. These data underscore the need for novel systemic therapies beyond first-
line therapy with platinating agents. Furthermore, these data establish benchmarks for novel ther-
apies such as programmed death-1 (PD-1) inhibitors. With these immunotherapeutic strategies,
OS is likely to serve as a primary endpoint for pivotal trials.

Supporting Information
S1 Table. Histology Summary.
(DOCX)

Author Contributions
Conceived and designed the experiments: SKP RAN. Analyzed the data: RAN. Contributed
reagents/materials/analysis tools: SKP BY YIL KD NV. Wrote the paper: SKP BY YIL KD AK
NV.

References
1. AbidaW, Bajorin DF, Rosenberg JE. First-Line Treatment and Prognostic Factors of Metastatic Bladder

Cancer for Platinum-Eligible Patients. Hematol Oncol Clin North Am. 2015; doi: 10.1016/j.hoc.2014.10.
005

Conditional Survival in Bladder Cancer

PLOS ONE | DOI:10.1371/journal.pone.0136622 August 26, 2015 9 / 11

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0136622.s001
http://dx.doi.org/10.1016/j.hoc.2014.10.005
http://dx.doi.org/10.1016/j.hoc.2014.10.005


2. Yagoda A, Watson RC, Gonzalez-Vitale JC, Grabstald H, WhitmoreWF. Cis-dichlorodiammineplati-
num(II) in advanced bladder cancer. Cancer Treat Rep. 1976; 60: 917–923. PMID: 1009522

3. Rossof AH, Talley RW, Stephens R, Thigpen T, Samson MK, Groppe C, et al. Phase II evaluation of
cis-dichlorodiammineplatinum(II) in advanced malignancies of the genitourinary and gynecologic
organs: a Southwest Oncology Group Study. Cancer Treat Rep. 63: 1557–1564. PMID: 498155

4. Rossof AH, Coltman CA, Jones SE, Talley RW. Phase II evaluation of cis-dichlorodiammineplati-
num(II) in lymphomas: a Southwest Oncology Group Study. Cancer Treat Rep. 63: 1605–1608.
PMID: 498159

5. Ostrow S, Egorin MJ, Hahn D, Markus S, Leroy A, Chang P, et al. Cis-dichlorodiammine platinum and
adriamycin therapy for advanced gynecological and genitourinary neoplasms. Cancer. 1980; 46:
1715–1721. doi: 10.1002/1097-0142(19801015)46:8<1715::AID-CNCR2820460802>3.0.CO;2-H
PMID: 7191768

6. Gondo T, Ohori M, Hamada R, Tanaka A, Satake N, Takeuchi H, et al. The efficacy and safety of gemci-
tabine plus cisplatin regimen for patients with advanced urothelial carcinoma after failure of M-VAC reg-
imen. Int J Clin Oncol. 2011; 16: 345–351. doi: 10.1007/s10147-011-0188-4 PMID: 21331770

7. Grivas P, Agarwal N, Siefker-Radtke A, Daignault S, Puzanov I, MacVicar GR, et al. Randomized
phase II trial of gemcitabine/cisplatin (GC) with or without cetuximab (CET) in patients (pts) with
advanced urothelial carcinoma (UC). J Clin Oncol. 2012; 30: abstr 4506.

8. Hahn NM, Stadler WM, Zon RT, Waterhouse D, Picus J, Nattam S, et al. Phase II trial of cisplatin, gem-
citabine, and bevacizumab as first-line therapy for metastatic urothelial carcinoma: Hoosier oncology
group GU 04–75. J Clin Oncol. 2011; 29: 1525–1530. doi: 10.1200/JCO.2010.31.6067 PMID:
21422406

9. Galsky MD, Hahn NM, Rosenberg J, Sonpavde G, Hutson T, OhWK, et al. A consensus definition of
patients with metastatic urothelial carcinoma who are unfit for cisplatin-based chemotherapy. The Lan-
cet Oncology. 2011. pp. 211–214. doi: 10.1016/S1470-2045(10)70275-8 PMID: 21376284

10. Bamias A, Moulopoulos LA, Koutras A, Aravantinos G, Fountzilas G, Pectasides D, et al. The combina-
tion of gemcitabine and carboplatin as first-line treatment in patients with advanced urothelial carci-
noma: A phase II study of the hellenic cooperative oncology group. Cancer. 2006; 106: 297–303. doi:
10.1002/cncr.21604 PMID: 16342065

11. Linardou H, Aravantinos G, Efstathiou E, Kalofonos C, Anagnostopoulos A, Deliveliotis C, et al. Gemci-
tabine and carboplatin combination as first-line treatment in elderly patients and those unfit for cisplatin-
based chemotherapy with advanced bladder carcinoma: Phase II study of the Hellenic Co-operative
Oncology Group. Urology. 2004; 64: 479–484. doi: 10.1016/j.urology.2004.04.024 PMID: 15351574

12. Pal SK, Milowsky MI, Plimack ER. Optimizing systemic therapy for bladder cancer. J Natl Compr Canc
Netw. 2013; 11: 793–804. PMID: 23847217

13. Bellmunt J, Théodore C, Demkov T, Komyakov B, Sengelov L, Daugaard G, et al. Phase III trial of vin-
flunine plus best supportive care compared with best supportive care alone after a platinum-containing
regimen in patients with advanced transitional cell carcinoma of the urothelial tract. J Clin Oncol. 2009;
27: 4454–4461. doi: 10.1200/JCO.2008.20.5534 PMID: 19687335

14. Sonpavde G, Sternberg CN, Rosenberg JE, Hahn NM, Galsky MD, Vogelzang NJ. Second-line sys-
temic therapy and emerging drugs for metastatic transitional-cell carcinoma of the urothelium. The Lan-
cet Oncology. 2010. pp. 861–870. doi: 10.1016/S1470-2045(10)70086-3 PMID: 20537950

15. Dreicer R, Li H, Cooney MM,Wilding G, Roth BJ. Phase 2 trial of pemetrexed disodium and gemcita-
bine in advanced urothelial cancer (E4802): A trial of the Eastern Cooperative Oncology Group. Can-
cer. 2008; 112: 2671–2675. doi: 10.1002/cncr.23503 PMID: 18459175

16. Sweeney CJ, Roth BJ, Kabbinavar FF, Vaughn DJ, Arning M, Curiel RE, et al. Phase II study of peme-
trexed for second-line treatment of transitional cell cancer of the urothelium. Journal of clinical oncol-
ogy: official journal of the American Society of Clinical Oncology. 2006 pp. 3451–3457. doi: 10.1200/
JCO.2005.03.6699

17. Fechner G, Siener R, Reimann M, Kobalz L, Albers P. Randomised phase II trial of gemcitabine and
paclitaxel second-line chemotherapy in patients with transitional cell carcinoma (AUO Trial AB 20/99).
Int J Clin Pract. 2006; 60: 27–31. doi: 10.1111/j.1742-1241.2005.00663.x PMID: 16409425

18. Gitlitz BJ, Baker C, Chapman Y, Allen HJ, Bosserman LD, Patel R, et al. A Phase II Study of Gemcita-
bine and Docetaxel Therapy in Patients with Advanced Urothelial Carcinoma. Cancer. 2003; 98:
1863–1869. doi: 10.1002/cncr.11726 PMID: 14584068

19. Srinivas S, Harshman LC. A phase II study of docetaxel and oxaliplatin for second-line treatment of
urothelial carcinoma. Chemotherapy. 2009; 55: 321–326. doi: 10.1159/000230695 PMID: 19641314

20. Galsky MD. Treatment patterns and outcomes in “real world” patients (pts) with metastatic urothelial
cancer (UC). J Clin Oncol. 2013; 31: abstr 4525.

Conditional Survival in Bladder Cancer

PLOS ONE | DOI:10.1371/journal.pone.0136622 August 26, 2015 10 / 11

http://www.ncbi.nlm.nih.gov/pubmed/1009522
http://www.ncbi.nlm.nih.gov/pubmed/498155
http://www.ncbi.nlm.nih.gov/pubmed/498159
http://dx.doi.org/10.1002/1097-0142(19801015)46:8&lt;1715::AID-CNCR2820460802&gt;3.0.CO;2-H
http://www.ncbi.nlm.nih.gov/pubmed/7191768
http://dx.doi.org/10.1007/s10147-011-0188-4
http://www.ncbi.nlm.nih.gov/pubmed/21331770
http://dx.doi.org/10.1200/JCO.2010.31.6067
http://www.ncbi.nlm.nih.gov/pubmed/21422406
http://dx.doi.org/10.1016/S1470-2045(10)70275-8
http://www.ncbi.nlm.nih.gov/pubmed/21376284
http://dx.doi.org/10.1002/cncr.21604
http://www.ncbi.nlm.nih.gov/pubmed/16342065
http://dx.doi.org/10.1016/j.urology.2004.04.024
http://www.ncbi.nlm.nih.gov/pubmed/15351574
http://www.ncbi.nlm.nih.gov/pubmed/23847217
http://dx.doi.org/10.1200/JCO.2008.20.5534
http://www.ncbi.nlm.nih.gov/pubmed/19687335
http://dx.doi.org/10.1016/S1470-2045(10)70086-3
http://www.ncbi.nlm.nih.gov/pubmed/20537950
http://dx.doi.org/10.1002/cncr.23503
http://www.ncbi.nlm.nih.gov/pubmed/18459175
http://dx.doi.org/10.1200/JCO.2005.03.6699
http://dx.doi.org/10.1200/JCO.2005.03.6699
http://dx.doi.org/10.1111/j.1742-1241.2005.00663.x
http://www.ncbi.nlm.nih.gov/pubmed/16409425
http://dx.doi.org/10.1002/cncr.11726
http://www.ncbi.nlm.nih.gov/pubmed/14584068
http://dx.doi.org/10.1159/000230695
http://www.ncbi.nlm.nih.gov/pubmed/19641314


21. Harshman LC, Xie W, Bjarnason GA, Knox JJ, MacKenzie M, Wood L, et al. Conditional survival of
patients with metastatic renal-cell carcinoma treated with VEGF-targeted therapy: A population-based
study. Lancet Oncol. 2012; 13: 927–935. doi: 10.1016/S1470-2045(12)70285-1 PMID: 22877847

22. Surveillance E, and End Results (SEER) Program (www.seer.cancer.gov) SEER*Stat Database: Mor-
tality—All COD, Aggregated With State, Total U.S. (1969–2012), National Cancer Institute, DCCPS,
Surveillance Research Program, Surveillance Systems Branch, released April 2015.

23. Corazziari I, Quinn M, Capocaccia R (2004) Standard cancer patient population for age standardising
survival ratios. Eur J Cancer 40: 2307–2316. PMID: 15454257

24. Surveillance Research Program, National Cancer Institute SEER*Stat software (www.seer.cancer.
gov/seerstat) version 8.1.5.

25. Galsky MD, Moshier E, Krege S, Lin C-C, Hahn N, Ecke T, et al. Nomogram for predicting survival in
patients with unresectable and/or metastatic urothelial cancer who are treated with cisplatin-based che-
motherapy. Cancer. 2013; 119: 3012–9. doi: 10.1002/cncr.28146 PMID: 23720216

26. Bajorin DF, Dodd PM, Mazumdar M, Fazzari M, McCaffrey JA, Scher HI, et al. Long-term survival in
metastatic transitional-cell carcinoma and prognostic factors predicting outcome of therapy. J Clin
Oncol. 1999; 17: 3173–3181. PMID: 10506615

27. Pond GR, Agarwal N, Bellmunt J, Choueiri TK, Qu A, Fougeray R, et al. A nomogram including baseline
prognostic factors to estimate the activity of second-line therapy for advanced urothelial carcinoma.
BJU Int. 2014; 113. doi: 10.1111/bju.12564

28. Ploussard G, Shariat SF, Dragomir A, Kluth LA, Xylinas E, Masson-Lecomte A, et al. Conditional sur-
vival after radical cystectomy for bladder cancer: Evidence for a patient changing risk profile over time.
Eur Urol. 2014; 66: 361–370. doi: 10.1016/j.eururo.2013.09.050 PMID: 24139235

29. Sun M, Abdollah F, Bianchi M, Trinh Q-D, Shariat SF, Jeldres C, et al. Conditional survival of patients
with urothelial carcinoma of the urinary bladder treated with radical cystectomy. Eur J Cancer. 2012;
48: 1503–11. doi: 10.1016/j.ejca.2011.11.024 PMID: 22196034

Conditional Survival in Bladder Cancer

PLOS ONE | DOI:10.1371/journal.pone.0136622 August 26, 2015 11 / 11

http://dx.doi.org/10.1016/S1470-2045(12)70285-1
http://www.ncbi.nlm.nih.gov/pubmed/22877847
http://www.seer.cancer.gov
http://www.ncbi.nlm.nih.gov/pubmed/15454257
http://www.seer.cancer.gov/seerstat
http://www.seer.cancer.gov/seerstat
http://dx.doi.org/10.1002/cncr.28146
http://www.ncbi.nlm.nih.gov/pubmed/23720216
http://www.ncbi.nlm.nih.gov/pubmed/10506615
http://dx.doi.org/10.1111/bju.12564
http://dx.doi.org/10.1016/j.eururo.2013.09.050
http://www.ncbi.nlm.nih.gov/pubmed/24139235
http://dx.doi.org/10.1016/j.ejca.2011.11.024
http://www.ncbi.nlm.nih.gov/pubmed/22196034

