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IMPORTANCE Low-grade non–muscle-invasive urothelial cancer frequently recurs after
excision by transurethral resection of bladder tumor (TURBT).

OBJECTIVE To determine whether immediate post-TURBT intravesical instillation of
gemcitabine reduces recurrence of suspected low-grade non–muscle-invasive urothelial
cancer compared with saline.

DESIGN, SETTING, AND PARTICIPANTS Randomized double-blind clinical trial conducted at 23 US
centers. Patients with suspected low-grade non–muscle-invasive urothelial cancer based on
cystoscopic appearance without any high-grade or without more than 2 low-grade urothelial
cancer episodes within 18 months before index TURBT were enrolled between January 23, 2008,
and August 14, 2012, and followed up every 3 months with cystoscopy and cytology for 2 years
and then semiannually for 2 years. Patients were monitored for tumor recurrence, progression to
muscle invasion, survival, and toxic effects. The final date of follow-up was August 14, 2016.

INTERVENTIONS Participants were randomly assigned to receive intravesical instillation of
gemcitabine (2 g in 100 mL of saline) (n = 201) or saline (100 mL) (n = 205) for 1 hour
immediately following TURBT.

MAIN OUTCOMES AND MEASURES The primary outcome was time to recurrence of cancer.
Secondary end points were time to muscle invasion and death due to any cause.

RESULTS Among 406 randomized eligible patients (median age, 66 years; 84.7% men), 383
completed the trial. In the intention-to-treat analysis, 67 of 201 patients (4-year estimate,
35%) in the gemcitabine group and 91 of 205 patients (4-year estimate, 47%) in the saline
group had cancer recurrence within 4.0 years (hazard ratio, 0.66; 95% CI, 0.48-0.90; P<.001
by 1-sided log-rank test for time to recurrence). Among the 215 patients with low-grade
non–muscle-invasive urothelial cancer who underwent TURBT and drug instillation, 34 of 102
patients (4-year estimate, 34%) in the gemcitabine group and 59 of 113 patients (4-year
estimate, 54%) in the saline group had cancer recurrence (hazard ratio, 0.53; 95% CI,
0.35-0.81; P = .001 by 1-sided log-rank test for time to recurrence). Fifteen patients had
tumors that progressed to muscle invasion (5 in the gemcitabine group and 10 in the saline
group; P = .22 by 1-sided log-rank test) and 42 died of any cause (17 in the gemcitabine group
and 25 in the saline group; P = .12 by 1-sided log-rank test). There were no grade 4 or 5
adverse events and no significant differences in adverse events of grade 3 or lower.

CONCLUSIONS AND RELEVANCE Among patients with suspected low-grade
non–muscle-invasive urothelial cancer, immediate postresection intravesical instillation
of gemcitabine, compared with instillation of saline, significantly reduced the risk of
recurrence over a median of 4.0 years. These findings support using this therapy,
but further research is needed to compare gemcitabine with other intravesical agents.
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A lmost 80 000 patients in the United States were diag-
nosed as having bladder cancer in 20171; the vast ma-
jority of these cancers were urothelial cancer. About

75% of bladder cancers are non–muscle invasive at diagnosis
and the majority are histologically low grade.2 Because these
tumors often recur after initial resection, monitoring re-
quires frequent cystoscopic examinations, and tumor recur-
rences usually are treated by repeat transurethral resection of
bladder tumor (TURBT). The frequency of these invasive pro-
cedures contributes to the cost and morbidity of managing uro-
thelial cancer. Courses of weekly intravesical instillations of
chemotherapy or immunotherapy are used to reduce the like-
lihood of recurrence in patients with frequently recurring, mul-
tifocal, or large low-grade or any high-grade non–muscle-
invasive urothelial cancer, further increasing morbidity and
costs.3-5 Thus, urothelial cancer is one of the most costly tumors
to treat over a patient’s lifetime.3

Randomized trials have found that a single postoperative
intravesical instillation of one of several chemotherapeutic
agents, including mitomycin C6,7 and epirubicin,8 reduces the
risk of recurrence following TURBT of low-grade non–muscle-
invasive urothelial cancer.9 However, despite compelling clini-
cal trial data and guideline recommendations,4,5 these treat-
ments are infrequently used in the United States.10

Gemcitabine (2′,2′-difluorodeoxycytidine) is a chemo-
therapeutic agent that inhibits DNA synthesis in dividing cells.11

Regimens containing gemcitabine are used systemically to treat
muscle-invasive and more advanced urothelial cancer.12,13 Ad-
ditionally, preliminary evidence suggests that courses of in-
travesical gemcitabine are safe14 and as effective or more ef-
fective than other chemotherapeutic agents for non–muscle-
invasive urothelial cancer.14 The SWOG S0337 randomized
clinical trial was developed to determine the efficacy of a single
intravesical instillation of gemcitabine immediately after
TURBT to prevent recurrence of low-grade (grade 1 and grade
2 based on the 1973 World Health Organization classification15),
stage Ta or T1 urothelial cancer of the bladder.

Methods
The study was approved by institutional review boards at each
of the 23 enrolling sites in the United States and was con-
ducted according to the Declaration of Helsinki guidelines. All
patients provided written informed consent. The study pro-
tocol is available in the Supplement.

Eligible patients were those with suspected low-grade pap-
illary urothelial cancer based on tumor appearance on office
cystoscopy performed because of symptoms indicative of blad-
der cancer (eg, hematuria) or during surveillance for previ-
ously treated non–muscle-invasive urothelial cancer. Pa-
tients with any prior nonurothelial or muscle-invasive bladder
cancer were not eligible. Patients were also not eligible if within
18 months before the index TURBT, they had any high-grade
or more than 2 low-grade non–muscle-invasive urothelial can-
cer episodes or had received intravesical therapy within 6
months. Patients with previous or concurrent upper urinary
tract or prostatic urethral urothelial cancer, previous pelvic

radiotherapy for any malignancy, or prior treatment for any ma-
lignancy within 5 years other than nonmelanoma skin cancer
or non–muscle-invasive bladder urothelial cancer were not eli-
gible. Entry requirements included a serum creatinine level less
than 2.2 mg/dL (194 mmol/L) and serum bilirubin, alkaline
phosphatase, aspartate aminotransferase, and alanine ami-
notransferase levels below 2 times the institution’s upper lim-
its of normal; adequate hematologic function (hematocrit >35%
and <52%; white blood cell count ≥3000/μL; platelet count
>75 000/μL and <500 000/μL); Eastern Cooperative Oncol-
ogy Group performance status score20 of 1 or lower; unin-
fected urine; and normal upper urinary tract imaging find-
ings (for malignancy) within 1 year before the index TURBT.

Patients were randomized to receive 2 g of gemcitabine in
100 mL of saline vs 100 mL saline alone within 3 hours after
TURBT (Figure 1). Patients and physicians were blinded to treat-
ment assignment. Urethral catheters were unclamped after 1
hour of instillation or sooner if patients experienced signifi-
cant discomfort. As specified in the protocol, drug instilla-
tion could be withheld if a treating surgeon thought that blad-
der perforation, deep or extensive resection, or postoperative
hematuria led to unacceptable risk. To replicate standard care
in the United States (both to facilitate accrual and to maxi-
mize the study’s relevance), in-office biopsy before TURBT was
not permitted, and overnight hospital admission for continu-
ous bladder irrigation after TURBT was neither mandated nor
encouraged but was permitted if investigators thought it was
medically warranted.

Patients were followed up for 4 years, with cystoscopy and
cytology quarterly for the first 2 years and semiannually for 2
more years. This time horizon was prespecified in the proto-
col and was chosen because in several studies published dur-
ing the time of the SWOG S0337 trial’s development (2003),
the major benefit of post-TURBT single-instillation chemo-
therapy on recurrence occurred before then.6,7,16 Recur-
rences had to be confirmed histologically. Management fol-
lowing recurrence was at physician discretion. Similarly, if on
the index TURBT no cancer was found or if high-grade uro-
thelial cancer, nonurothelial bladder cancer, or muscle-
invasive cancer was diagnosed, management was based on
physician discretion but follow-up for disease progression to

Key Points
Question Does a single intravesical instillation of gemcitabine
reduce risk of recurrence after resection of low-grade
non–muscle-invasive urothelial cancer?

Finding In this randomized clinical trial of 406 patients with
suspected low-grade non–muscle-invasive urothelial cancer,
intravesical instillation of gemcitabine, compared with saline,
significantly reduced the risk of recurrence over a median of 4.0
years (recurrence rate: gemcitabine, 35%; saline, 47%; hazard
ratio, 0.66).

Meaning Intravesical gemcitabine immediately following tumor
excision reduced risk of recurrence in patients with suspected
low-grade non–muscle-invasive urothelial cancer.
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muscle invasion and overall survival continued for 4 years. Pa-
tients were accrued from January 23, 2008, through August
14, 2012, with the last follow-up occurring on August 14, 2016.

Statistical Analysis
It was estimated that 10% of enrolled patients would not have
the expected histology (low-grade stage Ta or T1 urothelial can-
cer) because eligibility was based on cystoscopic appearance,
not confirmatory histology.17 Also, it was anticipated that an-
other 10% would not receive study drug instillation because
of surgeon discretion.18

Patients were randomized in a blinded 1:1 fashion to re-
ceive gemcitabine or saline with dynamic balancing for 2 strati-
fication factors: disease status (newly diagnosed vs recur-
rent) and number of lesions (single vs multiple). The primary
end point was time to recurrence, where death or cystectomy
without recurrence were managed as competing risks in a cu-
mulative incidence analysis. Censoring occurred at the last con-

tact date. A 2-year 60% recurrence rate was assumed for the
saline group.19 Assuming exponential distribution, 2 years of
accrual and 2 additional years of follow-up, and a 1-sided
α = .025 with a stratified log-rank test, there would be 89%
power to detect a hazard ratio (HR) of 0.65, which translates
into an absolute decrease of 15% in recurrence rates at 2 years.9

The final analysis was to occur when 226 recurrences had been
reported or after 4 years of maximum follow-up for all pa-
tients, at the 1-sided α = .02 level to account for interim test-
ing. The primary analysis was based on a modified intention
to treat, including all eligible patients randomized. A prespeci-
fied subgroup analysis was based on patients who had low-
grade non–muscle-invasive urothelial cancer at TURBT and re-
ceived drug instillation. Prespecified secondary end points
included time to muscle invasion and death due to any cause.
As prespecified in the protocol, all P values are 1-sided. Hazard
ratios adjusted for stratification factors (disease status
and number of lesions) as covariates and 95% confidence

Figure 1. Participant Flow Through the SWOG S0337 Randomized Clinical Trial

416 Patients with suspected
low-grade non−muscle-invasive
urothelial cancer randomized

207 Randomized to receive gemcitabine instillation
201 Met eligibility criteria

6 Excluded (did not meet eligibility criteria)
2 ECOG performance status ≥2a

1 Cardiac problem
1 Hydronephrosis
1 Positive urine culture
1 Neuroendocrine tumor

190 Received TURBT
11 Did not receive TURBT

8 Withdrew consent
2 No tumor at cystoscopy
1 Cardiac problem

168 Received gemcitabine as randomized
22 Did not receive gemcitabine as randomized

17 Medical problem
5 Refused or logistical problem

4-y Follow-up
40 Had incomplete 4-y follow-up data

5 Had complete 4-y follow-up data but had
cystectomy prior to a recurrence

31 Censored at last contact date

9 Died without recurrence documented

13 No treatment (medical problem
or refused)

11 Low-grade disease (prespecified 
target population)

4 No cancer or inadequate pathology specimenb

3 High-grade disease

209 Randomized to receive saline instillation
205 Met eligibility criteria

4 Excluded (did not meet eligibility criteria)
1 ECOG performance status ≥2a

1 Concurrent ovarian cancer
1 Noncancer hyperplasia
1 Residual tumor, not recurrent

193 Received TURBT
12 Did not receive TURBT

9 Withdrew consent
2 No tumor at cystoscopy
1 Died before TURBT

177 Received saline as randomized
16 Did not receive saline as randomized

13 Medical problem
3 Refused or logistical problem

4-y Follow-up
39 Had incomplete 4-y follow-up data

8 Had complete 4-y follow-up data but had
cystectomy prior to a recurrence

25 Censored at last contact date

14 Died without recurrence documented

9 No treatment (medical problem
or refused)

8 Low-grade disease (prespecified 
target population)

5 No cancer or inadequate pathology specimenb

2 Stage T2 tumor
1 High-grade disease

201 Included in primary analysis
6 Excluded (did not meet eligibility criteria)

102 Included in per-protocol analysis 
(found to have low-grade non−muscle-invasive
urothelial cancer at time of TURBT)

205 Included in primary analysis
4 Excluded (did not meet eligibility criteria)

113 Included in per-protocol analysis 
(found to have low-grade non−muscle-invasive
urothelial cancer at time of TURBT)

No data are available for number of
patients approached to enroll in the
trial; 23 sites participated. TURBT
indicates transurethral resection of
bladder tumor.
a Eastern Cooperative Oncology

Group (ECOG) performance status
scores20: 0 = fully active, able to
carry on all predisease performance
without restriction; 1 = restricted in
physically strenuous activity but
ambulatory and able to carry out
work of a light or sedentary nature;
eg, light housework, office work.

b Inadequate pathology specimen
indicates that based on scantiness
of the specimen, the pathologist
was unable to assess to
unequivocally diagnose a benign
condition or bladder cancer.
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intervals are reported for descriptive purposes. SAS version 9.4
statistical software (SAS Institute Inc) was used.

These were 2 post hoc analyses. A Wald χ2 analysis was
used to evaluate each stratification factor’s interaction with
treatment in the Cox model for time to recurrence, and a strati-
fied log-rank test for time to recurrence was applied to the sub-
group with high-grade non–muscle-invasive urothelial can-
cer at index TURBT. Because there were 23 sites and 42
enrolling investigators, center effects are not accounted for in
the analyses.

Results
During the 4.5 years of accrual, 416 patients were random-
ized at 23 participating centers; 10 did not meet entry crite-
ria, resulting in 406 eligible patients (201 in the gemcitabine
group and 205 in the saline group) who were well matched in
demographics, bladder tumor histories, and index tumor char-
acteristics (Table 1). Transurethral resection of bladder tumor
was performed in 383 patients (190 in the gemcitabine group
and 193 in the saline group); 168 and 177 patients received ran-
domized drug instillation, respectively (Figure 1). Reasons for
not receiving the instillation included depth of TURBT (n = 20),
resection extent (n = 9), hematuria (n = 1), and withdrawal of
consent and other logistical reasons (n = 8). Two prespeci-
fied interim analyses were conducted. In each case, the SWOG
data and safety monitoring committee recommended that the
trial continue as planned.

Of the 201 patients randomized to receive gemcitabine and
205 to receive saline in the intention-to-treat analysis, 67 pa-
tients in the gemcitabine group (4-year estimate, 35%) and 91
patients in the saline group (4-year estimate, 47%) experi-
enced a recurrence by 4-year median follow-up (HR, 0.66; 95%
CI, 0.48-0.90; P<.001 by 1-sided stratified log-rank test for time
to recurrence) (Table 2 and Figure 2A). In the protocol’s pre-
specified target population (patients found to have low-
grade non–muscle-invasive urothelial cancer), 34 of 102 pa-
tients receiving gemcitabine (4-year estimate, 34%) and 59 of
113 patients receiving saline (4-year estimate, 54%) had recur-
rences (HR, 0.53; 95% CI, 0.35-0.81; P = .001 by 1-sided strati-
fied log-rank test for time to recurrence) (Table 2 and Figure 2B).
First recurrences were high grade in 6 (5.9%) target popula-
tion patients treated with gemcitabine and in 10 (8.8%) target
population patients treated with saline, and the remaining re-
currences were low grade. Gemcitabine’s efficacy did not vary
by stratification factor (2-sided test of interaction with treat-
ment: newly diagnosed vs recurrent, P = .25; solitary vs mul-
tiple, P = .14). Fifteen patients in the intention-to-treat cohort
(n = 406) had progression to muscle-invasive urothelial can-
cer (5 in the gemcitabine group and 10 in the saline group; HR,
0.51; 95% CI, 0.17-1.49; P = .11 by 1-sided log-rank test). Among
the 5 patients receiving gemcitabine in whom disease pro-
gressed, 3 tumors were high grade and 2 were low grade, while
among the 10 patients receiving saline in whom disease pro-
gressed, 6 tumors were high grade, 3 were low grade, and 1 was
not cancer. Forty-two participants died of any cause (17 in the
gemcitabine group and 25 in the saline group; HR, 0.68; 95%

CI, 0.37-1.27; P = .12 by 1-sided log-rank test) over the 4 years
of follow-up (Table 2).

In a post hoc analysis, of the 86 patients with high-grade
non–muscle-invasive urothelial cancer or carcinoma in situ
who received post-TURBT study drug instillation, 17 of 44
(4-year estimate, 40%) receiving gemcitabine and 19 of 42
(4-year estimate, 45%) receiving saline experienced recur-
rence (HR, 0.84; 95% CI, 0.45-1.60; P = .38 by 1-sided log-
rank test for time to recurrence) (Table 2). Many of these

Table 1. Baseline Characteristics of All Randomized, Eligible Participants

Characteristics

No. (%) of Participantsa

Gemcitabine
Group (n = 201)

Saline Group
(n = 205)

Age, median (IQR), y 66 (59-74) 66 (59-75)

Male sex 163 (81) 181 (88)

Race

White 186 (93) 185 (90)

Black 6 (3) 9 (4)

Asian 4 (2) 5 (2)

American Indian 0 2 (1)

Unknown 5 (2) 4 (2)

ECOG performance
status, 0 (vs 1)c

157 (78) 165 (80)

Smoking history

Current 49 (24) 54 (26)

Prior 98 (49) 101 (49)

Never 54 (27) 46 (22)

Unknown 0 4 (2)

Occurrence, first
(vs recurrent)

128 (64) 128 (62)

No. of tumors at index
TURBT, 1 (vs ≥2)

135 (67) 140 (68)

Pathologic findings among
patients who received
TURBT and drug instillation

(n = 168) (n = 177)

No cancer or inadequate
pathology specimenb

17 (10) 14 (8)

Stage T2 tumor 5 (3) 8 (5)

High-grade
non–muscle-invasive
disease

44 (26) 42 (24)

Low-grade
non–muscle-invasive
disease

102 (61) 113 (64)

Prior intravesical therapy

All types 39 (19) 39 (19)

Bacille Calmette-Guérin 18 25

Adriamycin 1 0

Mitomycin C 1 2

Not specified 19 12

Abbreviations: IQR, interquartile range; TURBT: transurethral resection of
bladder tumor.
a Data are expressed as No. (%) of participants unless otherwise indicated.
b Inadequate pathology specimen indicates that based on scantiness of the

specimen, the pathologist was unable to assess to unequivocally diagnose
a benign condition or bladder cancer.

c Eastern Cooperative Oncology Group (ECOG) performance status scores20:
0 = fully active, able to carry on all predisease performance without
restriction; 1 = restricted in physically strenuous activity but ambulatory and
able to carry out work of a light or sedentary nature; eg, light housework,
office work.
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patients underwent additional treatments after the index
TURBT, including repeat TURBT within 6 weeks (n = 18), an
induction course of intravesical bacille Calmette-Guérin within
4 months (n = 52 [the number is probably more than re-
ported because site investigators were not required to submit
this information]), and cystectomy within 6 months (n = 4).
These reported secondary treatments were similarly distrib-
uted in the treatment groups.

Intravesical gemcitabine was well tolerated, with no grade
4 or 5 toxic effects in either group and similar grade 3 adverse
events (4 [2.4%] in the gemcitabine group and 6 [3.4%] in the
saline group; P = .29 by 1-sided χ2 test). Grade 1 and 2 adverse
events also were similarly distributed in both groups (Table 3).

Discussion
In this randomized clinical trial of patients with suspected low-
grade non–muscle-invasive urothelial cancer, immediate
postresection instillation of intravesical gemcitabine, com-
pared with intravesical saline, significantly reduced the risk
of cancer recurrence over a median of 4.0 years among the in-
tention-to-treat population (HR, 0.66 [absolute reduction in
recurrence of 12% at 4 years]) and among the target popula-
tion of patients found to have low-grade non–muscle-
invasive urothelial cancer (HR, 0.53 [absolute reduction in re-
currence of 20% at 4 years]). To our knowledge, this phase 3
trial is the first to demonstrate a significant benefit for a single
postoperative instillation of a new agent in more than 2
decades.6,8,16 These findings support the European Associa-
tion of Urology and American Urological Association
recommendations4,5 and provide a new, readily available drug
for patients with bladder cancer.

Although patients with these cancers rarely experience
progression to muscle invasion or die of urothelial cancer, the
frequent disease recurrences9,19 cause significant morbidity
and result in a high cost of care.3 Full anesthesia is usually re-
quired for TURBT, in patients often burdened by other
comorbidities.22 Following TURBT, an indwelling urethral cath-
eter may remain for several days, and patients can experi-
ence irritable voiding symptoms, hematuria, and, occasion-
ally, more serious complications. Additional courses of
intravesical therapy are administered to patients with large,
multifocal, or frequently recurring low-grade or any high-
grade non–muscle-invasive urothelial cancer.4,5

Despite compelling evidence supporting immediate post-
operative intravesical chemotherapy, US urologists infre-
quently use this therapy.10 Examination of a national data-
base and questionnaires given to a national sample of urologists
shows that as little as 1% to 16% of appropriate patients re-
ceive this treatment.10,23 Although some patients do not un-
dergo the treatment because of medical contraindications, even
with physician education and no logistical barriers to admin-
istration, less than 35% of patients similar to the SWOG S0337
target population receive this treatment.24 Largely explain-
ing this pattern, particularly for use of mitomycin C, are prob-
lems with drug availability,24 expense,25 and toxic effects, in-
cluding prolonged chemical cystitis, dystrophic bladder
calcifications and eschars, and perivesical inflammation and
fibrosis.18 It was for these reasons (and the much larger sample
size required) that a direct comparison with mitomycin in a 2-
or 3-group trial was not conducted. With establishment of ef-
ficacy of a readily available, less costly, and less toxic agent,
greater adoption of this treatment is anticipated.

A previous study tested immediate postoperative intra-
vesical gemcitabine in a similar patient population.26 Although

Table 2. Primary and Secondary Analysis Comparisons by Treatment Group

Outcomes and Populations

Gemcitabine Group Saline Group

Hazard Ratio
(95% CI)c

P Value
by 1-Sided
Log-Rank Test

No. With
Outcome/
Total No.a

4-y Recurrence Rate,
% (95% CI)b

No. With
Outcome/
Total No.a

4-y Recurrence Rate,
% (95% CI)b

Primary Outcome and Primary Population

Recurrence among all randomized,
eligible patients (intention-to-treat
population)

67/201 35 (29-42) 91/205 47 (41-54) 0.66 (0.48-0.90) <.001d

Secondary Populations

Recurrence among all patients who
received instillation and had low-grade
non–muscle-invasive disease

34/102 34 (26-44) 59/113 54 (45-65) 0.53 (0.35-0.81) .001d

Recurrence among all patients who
received instillation and had high-grade
non–muscle-invasive disease

17/44 40 (27-58) 19/42 45 (32-63) 0.84 (0.45-1.60) .38d

Secondary Outcomes

Muscle invasion in intention-to-treat
population

5/201 10/205 0.51 (0.17-1.49) .11

Death due to any cause in
intention-to-treat population

17/201 25/205 0.68 (0.37-1.27) .12

a Only a first recurrence for a given patient was counted; number of recurrences
represents the number of individuals with a first recurrence.

b Four-year event rates were estimated from cumulative incidence curves
in which either cystectomy or death prior to recurrence was managed
as a competing risk.

c Hazard ratios are adjusted for stratification factors as covariates except for
time to muscle-invasive disease and survival, which had no adjustment
because of low event rates.

d Stratified by primary vs recurrent tumor and 1 vs 2 or more tumors.
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the drug was found to be safe and well tolerated, efficacy was
not demonstrated.26 Major differences between the previous
and current trials include the longer 60-minute retention of
gemcitabine in SWOG S0337 compared with a 35-minute dwell
time and that both groups in the previous trial received 20
hours of continuous saline bladder irrigations after study drug
instillation. Although prolonged irrigation of saline has been
reported to be beneficial in nonrandomized comparisons,9 the
one randomized study assessing its benefits was published only
in abstract form and reported a modest 6% improvement in
recurrence-free rate at 2 years for saline irrigations, a differ-
ence that did not reach statistical significance (HR, 0.83; 95%
CI, 0.69-1.0; P = .05).27 Moreover, 20 hours of saline irriga-
tions may have washed out any remnants of gemcitabine that
persisted after the initial instillation, possibly eliminating some
of gemcitabine’s benefits.28 Gemcitabine is a pyrimidine ana-
log that interferes with DNA synthesis and is believed to act
only during the S phase of the cell cycle26; as such, longer re-
sidual drug exposure may be necessary to affect all cells dur-
ing DNA replication.26 In support of this possibility are obser-

vations that the effects of gemcitabine on depleting
deoxynucleotide triphosphate pools in vivo begin during the
first 30 minutes but reach their maximal effect in 2 hours.26

Another difference between the 2 studies that could have miti-
gated gemcitabine’s effect was that 25% of participants in the
earlier trial underwent immediate repeat TURBT26 compared
with 4.4% in SWOG S0337.

Immediate post-TURBT intravesical chemotherapy pre-
vents tumor cell implantation that is facilitated by traumatic
pertubations of the TURBT.29 This treatment may also elimi-
nate unrecognized small cancers or precancerous cells pre-
sent in the urothelium at the time of TURBT.30 That such poorly
visualized cancers exist is well documented, particularly with
improvement in detection rate and recurrence-free survival re-
ported for methods that make them more apparent than they
are with standard white light cystoscopy, such as fluores-
cence cystoscopy30,31 or narrow band imaging.32,33

A higher proportion of patients in SWOG S0337 had high-
grade urothelial cancer (21.2%) than was originally predicted
(approximately 10%). This may be due in part to the 2003

Figure 2. Time to Recurrence of Bladder Cancer
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reclassification from grade 1, 2, and 3 urothelial cancer15 to
papillary urothelial neoplasm of low malignant potential
(PUNLMP), low-grade urothelial cancer, and high-grade uro-
thelial cancer.34 In SWOG S0337, PUNLMPs were grouped
together with low-grade cancers (in the roughly 50% of
patients graded by the 2003 classification, only 5 PUNLMPs
occurred in each group), but the new grading system was
adopted at participating institutions during the conduct of
SWOG S0337, resulting in some cancers that would have
been grade 2 lesions in the 1973 system being classified as
high grade.

In an underpowered post hoc subgroup analysis, there was
no evidence of a benefit of immediate post-TURBT gem-
citabine in patients with high-grade non–muscle-invasive uro-
thelial cancer. Likely contributing to this result was the ad-
ministration of subsequent courses of intravesical therapies
(and at times other treatments), which most SWOG S0337 pa-
tients with high-grade non–muscle-invasive urothelial can-
cer in both treatment groups received, possibly diminishing
the effect of a single instillation of gemcitabine.35,36 A lack of
benefit for patients with high-grade tumors is consistent with
findings of other clinical trials of immediate post-TURBT
intravesical chemotherapy.9,26

This study demonstrated that an immediate postopera-
tive instillation of gemcitabine significantly reduced recur-
rence in patients with newly diagnosed or occasionally recur-
rent low-grade non–muscle-invasive urothelial cancer.
Gemcitabine is well tolerated and readily available. Con-
versely, there have been significant drug shortages and large
increases in the cost of mitomycin C,24,25 the agent most
commonly used for this indication in the United States.5-7

Compared with mitomycin, gemcitabine is considerably less
expensive (average sales price for 2 g of gemcitabine is $55.70
and for 40 mg of mitomycin is $1062.72).37 Additionally,

mitomycin appears to have greater toxicity than gemcitabine
when administered intravesically.14 In SWOG S0337, almost
all toxic effects in each group seemed to be due to TURBT
alone (Table 3).

Although it is difficult to compare treatment efficacies be-
tween different studies, there is no evidence to our knowl-
edge that mitomycin C is more effective than gemcitabine was
in SWOG S0337.6,7 A recently published study comparing a
single instillation of mitomycin within 24 hours of TURBT with
a single instillation 2 weeks later failed to find a significant im-
provement in recurrence-free survival with immediate post-
TURBT mitomycin in the prespecified group of participants
with low-risk disease (n = 510; similar to the target popula-
tion of SWOG S0337); there was a 43% rate of 5-year recur-
rence with immediate instillation vs 46% with delayed instil-
lation (P = .11).38

Limitations
This study had several limitations. First, less than 60% of en-
rolled patients had the expected low-grade non–muscle-
invasive urothelial cancer histology. We had anticipated a lower
rate of inaccurate grade assessments based on cystoscopic ap-
pearance of the index tumor,17 possibly explained by some pa-
tients with grade 2 cancers being classified as high grade, and
an additional 13% had either no cancer or muscle-invasive can-
cers on their index TURBT (similar to the proportion seen in
other trials).6,26,39 Although it is possible that had a biopsy been
performed during the diagnostic cystoscopy preceding the in-
dex TURBT, the proportion of patients with high-grade can-
cers would have been less, this was not done in SWOG S0337
because it is not part of standard care, particularly for newly
diagnosed tumors.5 Moreover, since cautery is often needed
to control bleeding, this might confound interpretation of
histology of index TURBT specimens and results of treatment.

Table 3. Adverse Events Reported Among Patients Who Underwent TURBT and Received Instillationa

Adverse Events

No. of Events

Gemcitabine Group (n = 165) Saline Group (n = 175)

Grade 1-2 Grade 3 Grade 1-2 Grade 3
Voiding dysfunction 31 0 32 3

Voiding pain/sexual pain 26 0 23 2

Hematuria 12 3 14 1

Gastrointestinal 8 0 4 0

Hematologic 5 0 5 0

Flu-like/other syndromes 3 0 4 0

Pain (not urologic or gastrointestinal) 5 0 1 0

Allergy/dermatologic 4 0 2 0

Genitourinary infection/perforation 1 0 4 0

Metabolic/mood alteration 2 0 1 0

Infection/pulmonary 0 1 1 0

Maximum grade, No. of patients 53 4 47 6

Abbreviation: TURBT: transurethral resection of bladder tumor.
a Patients could have had more than 1 adverse event. There were no grade 4 or

grade 5 adverse events in patients in either group who had adverse event data
reported. Three patients in the gemcitabine group and 2 patients in the saline
group did not have adverse events evaluated and reported. Grade 1 indicates
mild (such as minimal hematuria or urinary frequency that resolved either

without treatment or with temporary changes of behavior such as drinking
more fluid or reducing activity); grade 2, moderate (such as symptomatic
bacteruria treated with an oral antibiotic); grade 3, severe (such as hematuria
which required hospitalization for catheter irrigation); grade 4, life
threatening/disabling; and grade 5, death.21

Research Original Investigation Effect of Postresection Gemcitabine vs Saline Instillation on Low-Grade Bladder Cancer Recurrence

1886 JAMA May 8, 2018 Volume 319, Number 18 (Reprinted) jama.com

© 2018 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ on 08/27/2022

http://www.jama.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2018.4657


Additionally, 10% of patients did not receive study drug in-
stillation (generally because of medical factors), a proportion
similar to previous reports.7,24,26

Second, information about tumor size could not be reli-
ably obtained from pathology or operative reports and was not
required at entry. Also, treatment at recurrence and subse-
quently was not reliably captured. These factors can affect sub-
sequent tumor progression4,5 and are not known, although ar-
guably the 2 most important outcomes, progression to muscle
invasion and death, were monitored for.

Third, mirroring standard practice, we did not have cen-
tral pathology review. Institutional pathologists of varying lev-
els of experience and training reviewed cases, although most
came from sizable institutions where consensus conferences
were held to render all diagnoses.

Fourth, we anticipated a higher rate of recurrence in the
saline group based on a study conducted at the time of proto-
col development that randomized patients with grade 1 or 2
non–muscle-invasive urothelial cancer to difluoromethylorni-

thine or placebo starting weeks after index TURBT.19 In that
study, pathologic status was known before entry so that pa-
tients with high-grade, muscle-invasive, or no cancers were
not included, and these groups represented more than 34% of
patients accrued to the SWOG S0337 trial. However, for pa-
tients with low-grade urothelial cancers who received saline
in SWOG S0337, the recurrence rate approached that seen in
the study of difluoromethylornithine.19

Conclusions
Among patients with suspected low-grade non–muscle-
invasive urothelial cancer, immediate postresection intravesi-
cal instillation of gemcitabine, compared with instillation of
saline, significantly reduced the risk of recurrence over a me-
dian of 4.0 years. These findings support using this therapy,
but further research is needed to compare gemcitabine with
other intravesical agents.
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