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Dr. Armine Smith is an Assistant Professor of Urology at Johns Hopkins 
University and she's the Director of the Johns Hopkins Urologic Oncology at 
Sibley Hospital. She holds a position of Assistant Professor at George Washington 
University, and Clinical Associate at the National Cancer Institute. She earned her 
medical degree from the University of California in San Francisco and completed 
her Urologic Residency at the Cleveland Clinic and Urologic Oncology Fellowship 

at the NCI, the National Cancer Institute, where she focused on the development of targeted therapies 
for bladder cancer. Dr. Smith's area of expertise spans a wide range of urologic malignancies, with 
particular interest in bladder cancer. She specializes in complex urinary diversions, including continent 
orthotopic neobladder and continent catheterizable pouch techniques. Her research focus is on 
elucidating risk factors for the development of bladder cancer and overcoming resistance to conventional 
therapy regimens, including the development of personalized combinations targeted therapies. 
 

Question 1: Can there be lymphovascular invasion from a Ta tumor?  

Ta disease means that there is no invasion into the wall. The bladder, if I can go back, well, I'm not even 
gonna try but there was a slide where I put up the relationship between the bladder vessels and the 
lymphatic vessels. Those should be located in the layer that's below the superficial urothelium. My 
theory ... A little bit farther, hold on a second. There you go. You can see all the vessels, and the 
lymphatics should be more or less located beneath the deeper layers. Theoretically, if the tumor is not 
invading into the wall, and it's sitting flat against these umbrella cells, there shouldn't be a 
lymphovascular invasion. A lot of the times, there might be a small area of invasion that's missed so it's a 
possibility but nothing is excluded, but it shouldn't be. 
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Question 2: Would a tumor in the bladder neck preclude a neobladder? If they needed to have their 
bladder removed. 

If it's a woman, usually having a tumor of the bladder neck is a contraindication to neobladder, because 
like I said, that the goal of the operation to remove the cancer from the body. If by cutting the bladder's 
neck leaves a little bit of tumor behind, which can be evident on the ... at the time of the surgery, then it 
should not be pursued. 

Question 3: So what percentage of women with bladder cancer would you estimate receive a delayed 
diagnosis because they're treated for things like urinary tract infections, or some of the other 
symptoms could also be other problems and if somebody doesn't go in. What would you estimate to 
be the percentage of women that really are not getting a quick diagnosis when they present with 
symptoms? 

So the data seen in literature mentions about 30% of women with bladder cancer will be treated for a 
urinary tract infection instead of having the diagnosis of cancer and that is actually, it's ... Men are not 
immune from that, it's just those numbers are less. So it's about 14% in men and about 30% in women. 

Question 4: What are the chances of recurrence after a radical cystectomy is performed on a Ta 
patient that has high-grade Ta? 

High-grade Ta should be a stage 1 disease and I believe the cure rate for that is it's gonna be in the 90's, 
so I would say it's a 10% chance of recurrence or less. All those numbers, usually the bladder cancer 
numbers are quoted for five year data. Those are the numbers I give. 

Question 5: "I was T1, multifocal with one tumor, 3 cm, and was told to do radical cystectomy but your 
guidelines would have recommended BCG instead. Can you explain?" 

There are instances when we recommend early radical cystectomy in patients. Those are usually the 
patients who number one, don't respond to the treatment, in whom the eradication of the tumor, 
resection of tumor is technically not possible. There is a tumor, the T1 that has a lymphovascular 
invasion, or there's a deep invasion into the T1 layer. So those are some of the aspects that can be 
different in patients and can cause the treating physician to recommend early cystectomy instead of the 
conservative treatment. Just by the wording of it sounds like maybe this person, it was based off the 
disease was not resectable by the conventional means and that's why they recommended the 
cystectomy. The recommendation is usually if the disease is able to be resected, it's not growing in, 
there's no lymphovascular invasion, and if the patient is a lot of time is the driving force, and they want 
to try the BCG than that's the right way to go. 

Stephanie: Thank you, and you did bring up a good point, it's really hard sometimes for you to make an 
assessment with just that little bit of information. As you listen to Dr. Smith's answers, remember that 
it's really hard for her to be precise because she doesn't always know the whole detail about a person's 
case. 



 Women & Bladder Cancer | BCAN Patient Insight Webinar 2017 

 

Question 6: "I have an orthotopic neobladder and I'm completely hypercontinent and have to cath 
myself every four to six hours. What causes this and what can I do about it?" 

The causes for hypercontinence are ... There's a variety of causes for that. It can be either because 
there's the abnormal kinking of the neobladder because if you remove the uterus there's an empty 
space. If the neobladder is not constructed properly it's gonna fall behind and it's gonna cause the 
kinking of the outlet, so that's one of the reasons. Some people can have a prolapse of the front wall of 
the vagina that's obstructing. There can be also bladder outlet scaring, which is the bladder neck 
contracture can cause that. It can be because of the overstretching of the reservoir. Let's see, what else? 
Just think about ... Just overly capacious reservoir. Those are all the things that can cause it. What can be 
done about it? If there's a reversible cause, such as let's say, the bladder neck scaring it can be incised. It 
can improve the continence but then you're kind of risking the moving from the hypercontinence to the 
incontinence which is a whole another problem as well. All the measures fail, the orthotopic 
neobladders are usually can be converted to a different type of a diversion, such as the ileal conduit. 

Stephanie: Okay. All right, so they should talk to their doctor then about what their options are or 
seeing if their doctor would be able to identify the reason behind that hypercontinence? 

Dr. Smith: Yes, and a lot of the times, like I said, if the reason is not identifiable, it's something the 
patient may have to live with. If they feel like it's not acceptable way to live the rest of their life it can be 
converted to a different type of a diversion. 

Question 7: A patient had a cystectomy in November with a neobladder, and has serious day and 
nighttime incontinence and they notice that they think there's a little bit of prolapse in their vagina 
and they're seeing their urologist next week. Is there a way, under those circumstances, that you can 
suggest they could correct the prolapse? 

It can be attempted by somebody very specialized. It's possible that correcting the prolapse may help 
with the incontinence. A lot of the times, it may not, unless it's the overflow incontinence, which means 
they're not draining the bladder and the prolapse is causing the obstruction, so then there's a leakage 
because the bladder's not emptying. I suspect this prolapse may not really effect incontinence. It 
becomes very difficult to treat for the incontinence in these patients because they have a shorter 
urethra. The conventional treatments that we've tried with women who have stress incontinence 
usually don't work very well in this population. People have tried to inject bulking agents into the 
urethra. The success rate has been reported as low as zero, and as high as about 16%. It may work, it 
may not work but there is a ... The slings, like I said, don't work very well, and they can actually put the 
person who's incontinent to complete hypercontinent state and need support catheterization. 

Let's see, it's just hard to manage these. One thing that needs to be ruled out is the abnormal 
connection between the vagina and the neobladder, which is the fistula. So if its the fistula, the person 
can have a surgery for fistula and get this fixed. Yeah, but the incontinence at the neobladder becomes a 
hard to deal with problem. If the pelvic floor training fails and if the person's very unhappy, like I said, it 
can always be converted to a different kind of diversion, continence stoma, or something of that nature. 
Having surgery in November, this puts them at the about four months, five month mark so I would say, 
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"It doesn't hurt you. Wait a little bit longer to see if the problems improve." A lot of the time it can take 
up to a year for the continence to improve. 

Question 8: If you're diagnosed with early stage urethelial carcinoma, what's the probability of 
recurrence being an advanced stage, once you've had your TURBT? 

So for a low-grade tumors they do tend to recur, but they don't usually progress, as a rule. I've seen in a 
very few cases where people would have low-grade tumors and then high-grade tumors and it's unclear 
whether they were arising from the same kind of a cancer or was it the rest of the bladder that 
produced the high-grade. Low-grade tumors, as a usually a rule do not progress, so they're safer to 
watch and resect. The high-grade tumors they, depending on the size and the other characteristics, they 
do have a higher chance of progression and the growth through the bladder walls. There are some 
nomograms that can be used to calculate the risk of the recurrence of progression for each tumor, 
depending a little bit more precise information. 

Question 9: Can you have both papillary tumors and flat tumors and if doctors see the papillary 
tumors would they even look to see if there were flat ones in there? I know maybe you could mention 
something about bluelight ... and the differences of both tumors. 

Yes, it's very possible to have papillary and flat tumors. Usually those would be the high-grade tumors, 
the flat kinds. The papillary tumors should be resected in its entirety and the flat tumors, if they're seen 
should be resected and then a lot of time BCG works very well for the flat CIS tumors. The 
recommendation is to resect as much of the tumor and [inaudible 00:57:12] as much of the tumor and 
ablate as much as possible. Now we have these newer technologies that helps us find these spots that 
we weren't able to see before. Bluelight [inaudible 00:57:21] is one of them. It's a little bit of a more 
involved process of not all the hospitals and institutions have it, but whoever has it I think it's usually a 
very good adjunct to improve the cure rate and improve the effects of the intravesicular therapies for 
these patients. 

 

 

 

 

 

 

 

 


