
FITZPATRICK LECTURE

27

www.trendsinmenshealth.comTRENDS IN UROLOGY & MEN’S HEALTH     NOVEMBER/DECEMBER 2015

‘Things were better in my day,’ must 
be one of the most frequently heard 

remarks from the older generation. It is as 
illogical now as it has been for at least the 
last 500 years, since Baldassare Castiglione 
(1478-1529) commented: ‘If the world were 
always growing worse and if fathers were 
generally better than their sons, we would 
long since have become so rotten that no 
further deterioration would be possible.’1

Doctors are certainly not immune  
from making this mistake. Fortunately, 
however, it can easily be demonstrated 
that things in general, and particularly in 
urology, have got steadily better over the 
lifetime of those who now are considered 
to be old. Furthermore, the oldies have, 
presumably unconsciously, contributed to 
that improvement.

It is not necessary to make a Nobel 
Prize level discovery to make life better. 
Research, implementation of the research 
of others, teaching and the development of 
clinical practice all contribute.

In the case of urology, it is easy to see  
how the application of these principles  
has made things better. When the  
current retiring doctors were senior 
registrars, the following were common 
normal practice:
•  the Saturday morning clinic for the 

dilatation of urethral strictures, changes 
of catheter, aspiration of hydrocoeles and 
other forms of urological torture

•  cystoscopy with your eye on the lens
• retro-pubic prostatectomy
•  transurethral resection of the prostate 

(TURP) – largely by guess work with an 
incandescent light bulb which ‘blew’ just 
as the large bleeder had been located

•  open ureterolithotomy

Things ain’t what they 
used to be – or are they?
CHRISTOPHER WOODHOUSE

It is commonly remarked, 
particularly by the older 
generation, that things 
were better in the past. In 
this article, based on the 
inaugural John Fitzpatrick 
Memorial Lecture given in 
Dublin this year, Christopher 
Woodhouse explains that, in 
urology at least, this is not 
necessarily the case.

Christopher Woodhouse, Emeritus 
Professor of Adolescent Urology, University 
College, London

Figure 1. Professor John Blandy performing a TURP with a Riches 
resectoscope using an incandescent light bulb and his eye to  
the lens. Poor as this technology was, it was already replacing the  
open operation before the solid rod lens telescope and fibre optics 
became available
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•  blind stone basketing – for removal of 
ureteric stones, sometimes with a piece 
of ureter as well

•  Thompson’s lithotrite – for blind crushing 
of bladder stones

•  Gil-Vernet operation – maximally invasive 
surgery for renal stag horn calculi

•  trigonal transection – for detrusor 
instability

•  cystectomy (quick) and conduit – with 
10% to 20% mortality at 90 days.

How many of these are still done? How 
many urologists today would actually 
be able to do them? To how many of 
them would we wish to return, either 
as surgeons or, worse still, as patients? 
The disappearance of these practices is a 
product of research and its application to 
surgical practice.

RESISTANCE TO NEW IDEAS
History shows that there is often resistance 
to new ideas and their application. Galileo, 
for example, came close to execution for 
writing that the earth revolved around 
the sun, rather than the other way round. 
This idea had already been suggested by 
Copernicus, but Galileo used the newly 
invented telescope to make the accurate 
measurements necessary to confirm the 
planetary orbits. In so doing, Galileo learnt 
from past work, adopted new technology, 
did his own research, challenged the 
established dogma and published his 
results at great personal risk.

Changes in the management of urinary 
tract stones mirror all that can be learnt 
from the behaviour of Galileo. It took 
eight years of research to develop the 
original lithotripter. The research had to 
be translated into practice in the face of 
opposition, both on grounds of cost and 
perceived lack of clinical value. At the same 
time, several other technical developments 
were made in the field so that clinicians 
were faced with a plethora of options – a 
circumstance that sometimes seemed to 
increase the opposition. At one urology 
meeting, a presenter referred to the new 

techniques as ‘buggering about with 
stones or BAWS!’ Even now there is healthy 
debate about the relative merits of the 
different types of minimally invasive 
management, but no advocacy of a return 
to open surgery.

Another common urological problem is 
the benignly enlarged prostate. In the UK, 
the most significant advocate of change 
in management was probably Professor 
John Blandy (Figure 1), who had learnt the 
difficult technique of TURP in Chicago. 
Resectoscopes had an incandescent  
light bulb and no teaching attachment; 
cutting was done with a valve machine 
and coagulation with a spark-gap 
diathermy. A long and, at times, vitriolic 
controversy followed the paper that Blandy 
co-authored in 1974, which pointed out 
the advantages of TURP and advocated 
the expansion of the urology specialty to 
take prostate surgery out of the hands of 
general surgeons.2

The interesting thing about TURP is that 
it has not only virtually replaced open 
prostatectomy, but has largely survived 
the technological assaults of microwaving, 
lasering, stenting, boiling and freezing of 
the benign prostate. This shows that, as 
good as new technology may be, it must 
be compared critically to the old before 
it is adopted. John Fitzpatrick took up 
his mentor’s baton, writing and lecturing 
extensively on diseases of the prostate. As 
a result, these conditions are much better 
understood. An additional side-effect of 
the extensive research on male bladder 
dysfunction is that the all-embracing 
diagnosis of prostatism has now 
disappeared from the lexicon. 

BLADDER CANCER ADVANCES
It is not only in minimally invasive urology 
that things are better than they were  

30 years ago. Consider treatment for 
muscle invasive bladder cancer. Cystectomy 
is a mutilating operation that even now 
has a 2.6% mortality at 90 days.3 Patients 
can often no longer urinate and will have 
a poor or non-existent sex life. It may also 
upset their intestinal and bowel function.

Today, the same cure rates can be achieved 
with chemoradiation so that cystectomy 
can be avoided in some patients. The 5-year 
survival is about the same as with cystectomy 
and most patients will still void normally.4 The 
LigaSure® has made deep pelvic dissection 
much safer and considerably reduced the 
need for blood transfusion.5

An understanding of the importance of 
thorough lymph node dissection has also 
improved the cure rate. This should be 
done in all cases as, at present, imaging 
is not sufficiently sensitive or specific for 
case selection. A quarter of patients with 
negative imaging have positive nodes and 
of those a quarter can be cured by surgery. 
The number of nodes to be removed 
remains debatable. We may not all have the 
same number of nodes and it is possible 
that merely the possession of a larger 
number of nodes may confer a survival 
advantage. Nevertheless, ‘adequate’ (more 
than 16) node clearance increases the cure 
rate from 58% to 75%.6

Finally, if cystectomy has to be done, there 
are now four broad choices for dealing 
with the urinary drainage. Viable systems 
include an ileal conduit, an orthotopic 
neobladder, a continent supra-pubic pouch 
with a Mitrofanoff channel, and a rectal 
pouch of the Mainz II type. In this regard, it 
is interesting to note that the ileal conduit 
was first done in the year that John 
Fitzpatrick was born and remains the most 
common system used after cystectomy. 
I believe it is quite wrong to regard any 
of these as a gold standard; they are all 
imperfect and studies of quality of life 
make little distinction between them. 
The important thing is for the patient to 
choose the one that is most suitable for 

‘ It is not necessary to make a 
Nobel Prize level discovery to 
make life better’
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him or herself, and not to have the one 
that is most suitable for the surgeon.

Early experience suggests that some or all 
of this can be done laparoscopically or with 
robotic assistance. This would be in line 
with the regular advances that have been 
made in the scope of minimally invasive 
surgery. If laparoscopy had been the 
original type of surgery, it seems unlikely 
that anyone would have bothered to invent 
an open approach.

These three areas of obvious improvement 
during the working lifetime of older 
urologists do not disprove the original 
thesis that ‘things were better in the past’. 
Indeed, there are things that were better 
in the past. Some were truly better; some 
seemed better to those who experienced 
them, but do not seem so to the present 
generation of urologists. They should, 
however, give us pause for thought. The 

words of Baldassare Castiglione are self-
evidently correct – if things were always 
worse in the present than they were in 
the past, we would be in severe trouble. In 
general, and in urology in particular, things 
are better than they were. If a patient 

were able to choose between having his 
urological complaint treated in 1915, 1965 
or 2015, he would be wise to choose the 
last. An even better choice would be 2065.
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