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Abstract

Background: The treatment of large volume bladder stones by current equipments continues to be a
management problem in both developing and developed countries. AH-1 Stone Removal System (SRS) invented by
us is primarily used to crush and retrieve bladder stones. This study evaluated the safety and efficiency of transurethral
cystolitholapaxy with SRS for the treatment of bladder stones of variable size.

Methods: SRS, which was invented by Aihua Li in 2007, composed by endoscope, continuous-flow component, a jaw
for stone handling and retrieving, lithotripsy tube, handle, inner sheath and outer sheath. 112 patients with bladder
stones were performed by transurethral cystolitholapaxy with SRS since 2008. We compare the surgical outcome to
bladder stones of variable size, and evaluate the surgical efficiency and safety.

Results: Characteristics of patients and stone removal time in variable size were evaluated. To patients with single
stone, stone size was 1.35 ± 0.37 cm and the operating time was 5.50 ± 3.92 min in Group A. Stone size was 2.38 ± 0.32 cm
and the operating time was 11.90 ± 9.91 min in Group B. Stone size was 3.30 ± 0.29 cm and the operating time was
21.92 ± 9.44 min in Group C. Stone size was 4.69 ± 0.86 cm and the operating time was 49.29 ± 30.47 min in
Group D. The difference was statistically significant between the four groups. Among them, 74 (66.07%) patients
accompanied with benign prostatic hyperplasia (BPH) were treated by transurethral resection of the prostate
(TURP) simultaneously. Compared between the four groups, the difference of the TURP time was not statistically
significant, P >0.05. No significant complication was found in the surgical procedure.

Conclusions: Transurethral cystolitholapaxy with SRS appears to be increased rapidity of the procedure with
decreased morbidity. It is a safe and efficient surgical management to bladder stones. This endoscopic surgery
best fits the ethics principle of no injury; meanwhile, the accompanied BPH could be effectively treated by TURP
simultaneously.
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Background
Bladder stones account for 5% of urinary stones in the
developed countries but for more in the developing
countries. Novel modifications of these treatment mo-
dalities have been used for bladder stones. Unfortu-
nately, the treatment of large volume bladder stones
continues to be a management problem in both develop-
ing and developed countries [1-9].
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Transurethral cystolitholapaxy is probably the most
common way to manage cystolithiasis. But the transureth-
ral methods by the current lithotriptoscope, nephroscope,
cystoscope, resctoscope or ureteroscope are plagued by
long operative times, trauma to the bladder mucosa, and
still have several serious deficiencies [4,10-13]. SRS is pri-
marily used to fragment and retrieve bladder stones, and
is a dedicated endoscopic device with multiple functions
such as stabilizing stone, fragmenting stone, automatically
collecting fragments, retrieving stone, washing out stone
and continuous irrigation in cystolitholapaxy. The primary
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Figure 1 AH-1 stone removal system (SRS).
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outcome compared with a control group with current
device appeared that the surgical procedure was safe
and efficient [10-12].
The retrospective study was on 112 cases of bladder

stones treated by transurethral cystolitholapaxy with SRS
in last 7 years. We compare the surgical outcome to
bladder stones of variable size, and further evaluate the
surgical efficiency and safety.

Methods
Patients
Between July 2008 and March 2014, all 112 cases of blad-
der stone in our department were treated by transurethral
cystolitholapaxy with SRS, after informed consents were
obtained from patients. Among them, 74 (66.07%) patients
accompanied with BPH were treated by TURP simultan-
eously. Follow-up was performed in 3 month postopera-
tively. Patients were between the ages of 43 and 97 years
old, with a mean age of 74.1. Of these 112 patients,
97 were male and 15 were female.
112 patients were divided into four groups by the stone

size. 54 patients with stone size <2 cm were in Group A,
34 patients with stone size from 2 to 2.9 cm were in
Group B, 15 patients with stone size from 3 to 3.9 cm
were in Group C, and 9 patients with stone size ≥4 cm
were in Group D and the largest stone was 6.4 cm. The 54
patients in Group A were further divided to two sub-
groups by the surgical management to stones. Group A1
consisted of 10 patients and the stones were directly ex-
tracted using the jaw without lithotripsy; Group A2 had
44 patients and lithotripsy should be performed first and
then fragments were retrieved. In 71 cases of bladder
stone accompanied with BPH, TURP was performed with
transurethral cystolitholapaxy simultaneously.
All patients were evaluated by physical examination,

ultrasonography, plain abdominal radiography, complete
blood count and blood biochemistry. The patients accom-
panied with BPH were further evaluated by International
Prostate Symptom Score, serum prostate-specific antigen
level. Stone size was measured by plain abdominal radiog-
raphy and prostate volume was measured by ultrasonog-
raphy or CT scan. The used irrigation fluid was saline in
cystolitholapaxy and mannitol in TURP as usual.

Surgical instruments and techniques
These surgical procedures were performed in the lithot-
omy position under spinal anesthesia. Holmium laser
was used to perform cystolithotripsy, and the power set-
ting used of holmium laser was 2.6–3.5 J and 2.0–
2.5 Hz. The procedures were as follows.
26 F SRS is composed by endoscope with illuminant

and imaging component, continuous-flow component, a
jaw for stone handling and stabilization during cysto-
lithotripsy and stone retrieving during lithoextraction,
lithotripsy tube, handle, inner sheath and outer sheath
(Figure 1). Inner diameter of the outer sheath is
8.2 mm and it can be connected with Ellik evacuator.
Sphere >60 mm in diameter can be stabilized with the
jaw, sphere <15 mm can be grasped directly, and
sphere <8 mm can be retrieved through outer sheath.
The lithotripsy tube is 1.4 mm in inner diameter, by
which, holmium laser fiber or pneumatic lithotripter
probe can be passed to perform cystolithotripsy. The
entire device is usually attached to a video camera to
provide vision for the surgeon [10-12].
During the surgical procedure, first the outer sheath

with inner sheath and endoscope was introduced into
bladder in visual and conventional cystoscopy could be
performed to check and visualize stones (Figure 2).
Then, the inner sheath was removed and the working
component was inserted into the outer sheath. By im-
proving design, the working component also can go
through a standard resectoscope sheath by a connector.
After entering bladder and visualizing stones, stones
were grasped and fixed using the jaw, and then cysto-
lithotripsy was performed with holmium laser through
lithotripsy tube (Figure 3B). After lithotripsy is com-
pleted, fragments could be retrieved using the jaw
through outer sheath synchronously (Figure 3C). If there
were more residual smaller fragments, Ellik evacuator
could be further connected with the outer sheath and
fragments were retrieved by Ellik evacuator. To patients
accompanied with BPH, resectoscope was reinserted into
urethra to perform TURP after cystolitholapaxy. A
standard 26 F continuous-flow Storz resectoscope with a
wing loop was used. The electrosurgical generator
(Bircher Type-4400, USA) was set to 280–290 W of pure
cutting current for the incision and 80–90 W for coagu-
lation. Prostate tissue was resected to the surgical cap-
sule of the prostate during the operating procedure. All
surgical procedures were performed by one surgeon.
The patients without other diseases were discharged
within 48 hours and the patients simultaneously per-
formed TURP or bladder neck incision was discharged
in 5-7 days postoperatively [10-12].



Figure 2 The outer sheath with inner sheath and endoscope.

Figure 3 Characteristics and functions of the jaw. A. The jaw in
endoscope; B. Stone was stabilized with the jaw and lithotripsy was
performed with holmium laser; C. Fragments were retrieved using
the jaw through outer sheath.
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SRS was designed by Aihua Li, M.D., and manufactured
by Hangzhou Tonglu Shikonghou Medical Instrument
Co., Ltd.

Ethical consent
The study was approved by the Medical Ethics Committee
of Yangou Hospital, School of Medicine, Tongji University.

Statistical analysis
The differences of measurement data were compared
using an unpaired t test and Chi-square test. Difference
was considered significant at a P value <0.05. The reported
values are the mean ± SD.

Results
In all the 15 (13.39%) female patients, 4 (7.40%) cases
were in Group A, 4 (11.76%) cases in Group B, 3
(20.00%) cases in Group C and 4 (44.44%) cases in
Group D. Group D was compared with Group A, the
difference was statistically significant, P <0.05. Stone
size, stone number, patients performed by TURP simul-
taneously and the prostate volume in the four groups
are shown in Table 1.
In Group A1, stones were directly retrieved by the jaw

through the outer sheath or through urethra outside the
sheath without lithotripsy. In Group A2 and other three
groups, cystolithotripsy should be performed first and
then fragments were retrieved by the jaw. In the surgery,
stones <0.7 cm can be easily retrieved by the jaw through
the outer sheath and more fragments could be retrieved
by one extracting procedure. Stone removal time in differ-
ent stone sizes and patients with single stone are shown in
Tables 2 and 3.
To 12 (10.71%) patients with BPH, the insertion of

SRS was prevented by larger prostatic median lobe. So
that TURP or bladder neck incision was first performed
by F24 Storz resectoscope, to resect prostate or only the
larger median lobe, and then cystolitholapaxy was per-
formed. In this case, the surgical vision would be too
blurred to perform surgery due to bleeding from
resected fossa of prostate. In 4 (3.57%) patients with ur-
ethral stricture, urethral dilatation was performed first
and then cystolithotripsy was done. But in another
(0.89%) patients, the urethral stricture was too serious so
that SRS was unable to be introduced into bladder. After
SRS was further improved, the equipment can be intro-
duced into the bladder under direct vision. And then the
difficulty inserting into bladder was markedly improved,
it appeared only in 3 patients (6.98%) among the later 43
patients.
No other significant complication was found in the

surgical procedure and no patient was converted to an



Table 1 Characteristics of patients

Group N Stone
size (cm)

Stone
number

BPH Prostate
volume (ml)

A1 (<2 cm) 10 0.84 ± 0.30 8.78 ± 8.45 9 44.87 ± 25.74

A2 (<2 cm) 44 1.43 ± 0.24 5.12 ± 6.36 31 56.93 ± 33.38

B (2-2.9 cm) 34 2.34 ± 0.31 2.62 ± 3.43 20 63.75 ± 42.71

C (3-3.9 cm) 15 3.27 ± 0.24 1.47 ± 1.20 10 63.12 ± 28.78

D (≥4 cm) 9 4.82 ± 0.83 2.44 ± 3.64 4 37.78 ± 18.04

Total 112 74

Stone size was presented by the biggest in patients with multiple stones.
Compared between the four groups, the difference of prostate volume was
not statistically significant, P >0.05.

Table 3 Stone removal time of patients with single stone

Group N Stone size Stone removal time (min)

A (<2 cm) 22 1.35 ± 0.37 5.50 ± 3.92

B (2-2.9 cm) 21 2.38 ± 0.32 11.90 ± 9.91

C (3-3.9 cm) 12 3.30 ± 0.29 21.92 ± 9.44

D (≥4 cm) 7 4.69 ± 0.86 49.29 ± 30.47

Compared with Group A, the difference of stone removal time was statistically
significant, P <0.01 in Group B, P <0.001 in Group C and Group D. Compared
with Group B, the difference was statistically significant, P <0.01 in Group C
and P <0.001 in Group D. Compared with Group C, the difference was
statistically significant, P <0.02 in Group D.
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open procedure. The mean follow-up time was 35.18 ±
20.05 months (range 3-72 months) with no late compli-
cations related to the surgical procedure. None of the
patients developed urethral stricture disease in the
follow-up. All patients including whom with BPH and
previously known urethral stricture disease had normal
voiding function in the follow-up.

Discussion
In the last decades, variable techniques for management
of bladder stones have been mentioned in literature
[1-12]. Open cystolithotomy, extracorporeal shockwave
lithotripsy, percutaneous cystolitholapaxy and trans-
urethral cystolitholapaxy are commonly performed in
different medical center. The classical treatment for
bladder stones still is transurethral cystolitholapaxy with
lithotriptoscope, nephroscope, cystoscope, resctoscope
or ureteroscope [1,2,4,10-14]. But the transurethral methods
are either time consuming or have high morbidity, because
four major deficiencies still can’t be perfectly resolved in the
procedures [2]. First, bladder stone is easily rolling within
bladder for the large cavity, which makes lithotripsy more
difficult, especially to large volume or hard stone; Second,
excessive fragments are produced after large bladder stone is
Table 2 Stone removal time in different stone sizes

Group Lithotripsy Stone removal
time (min)

TURP time (min)

A1 (<2 cm) No 5.10 ± 2.13 32.50 ± 14.10

A2 (<2 cm) Yes 11.11 ± 11.96 35.97 ± 14.92

B (2-2.9 cm) Yes 17.30 ± 14.36 35.20 ± 10.74

C (3-3.9 cm) Yes 20.68 ± 9.04 31.70 ± 12.44

D (≥4 cm) Yes 64.11 ± 40.14 25.00 ± 12.25

Compared with Group A1, the difference of stone removal time was
statistically significant, P <0.05 in Group B, P <0.001 in Group C and Group D.
Compared with Group A2, the difference of stone removal time was
statistically significant, P <0.01 in Group B and Group C, and P <0.001 in Group
D. Compared with Group B, the difference of stone removal time was
statistically significant, P <0.001 in Group D. Compared with Group C, the
difference of stone removal time was statistically significant, P <0.01 in Group
D. Compared between the four groups, the difference of TURP operating time
was not statistically significant, P >0.05.
crushed, and men urethra is slender and curl so that lithoex-
traction is not easy; Third, bladder wall is too thin to be eas-
ily damaged and ruptured in filling condition by irrigating
solution [3,4]. Moreover, the current forceps used in endo-
scopic surgery can’t be used to stabilize stone during litho-
tripsy, only can be used to retrieve smaller stone and extract
one fragment by one extracting procedure during lithoex-
traction [15]. Therefore, multiple entries to the urethra for
lithoextraction would be needed, which will lead to urethral
injury.
Bladder stones are rare in women [16,17]. In the study,

patients with bladder stones in men were more than that
in women and approximately 14% of all bladder stones
occur in women, but with the stone size increasing, the
proportion in women will be increased significantly.
In the surgical procedure, stones are stabilized with

the jaw so that stones are no longer rolling in bladder,
which makes lithotripsy more effective. Stones or frag-
ments <7 mm can be easily retrieved by the jaw through
the outer sheath. It effectively prevents multiple entries
to the urethra and hence avoids possible urethral injury.
The stones in 0.7-0.9 cm can be directly retrieved
through urethra outside the sheath without lithotripsy,
but the management will bring more injury to urethra
so that it shouldn’t be used repeatedly. For retrieving
smaller residual fragments, it’s also possible the use of a
resectoscope connected to Ellik evacuator in order to
avoid multiple entries to the urethra [10-12].
In the study, along with the increase of stone size, op-

erating time is obviously increased. In 16 patients with
BPH or urethral stricture, SRS was failure to be intro-
duced into bladder, which was overcome by urethral
dilatation, incision of the elevated bladder neck and
TURP. Fortunately, after the structure of SRS was im-
proved and the equipment can be introduced into the
bladder under direct vision, the difficulty in insertion
into the bladder was markedly improved [10-12].
About 15% patients were accompanied with bladder

stones in the patients underwent TURP in our depart-
ment. The surgical procedure can be safely combined
with TURP [18-21]. We prefer to perform cystolithola-
paxy first in the surgery, because surgical vision would
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be blurred after TURP, for associated bleeding from the
resected fossa.
In the surgical procedure, working component should

be introduced into bladder through the sheath in visual
to avoid injury to urethra and bladder, after the sheath is
inserted. Keeping low-pressure continuous irrigation and
drainage to bladder during the surgical procedure is im-
portant to keep surgical vision clear and prevent bladder
damage and rupture. For advanced aged and high risk
patient, or too many, large and hard stones, the surgery
could be performed in phases for surgical safety [10-12].

Conclusions
Transurethral cystolitholapaxy by SRS appears to be in-
creased rapidity of the procedure with decreased mor-
bidity and is a safe and efficient surgery to bladder
stones. The benefits of SRS apparently are the ability to
grasp the stone to prevent moving whilst energy is being
delivered to the stone and more rapid evacuation of
crushed fragments. It also prevents multiple entries to
the urethra and hence avoids possible urethral injury. It
would be the better alternative for urologist to treat
bladder stones. To the patients with urethral stricture
and children, SRS in smaller size is needed to develop in
the future [22,23].

Abbreviations
BPH: Benign prostatic hyperplasia; SRS: AH-1 stone removal system;
TURP: Transurethral resection of the prostate.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
AL and HW contributed equally to this paper. AL and HW performed data
collection and analysis, and drafted the manuscript. AL, CJ, HW, GL, HL, SL,
WL, BZ and WF performed the operations. All authors have read and
approved the final manuscript.

Acknowledgements
The study is financially supported by The Project to Popularize Advanced
and Suitable Technology in Shanghai Public Health System (No. 2013SY063),
which sponsored by Shanghai Municipal Commission of Health and Family
Planning.
SRS could be purchased by Hangzhou Tonglu Shikonghou Medical
Instrument Co., Ltd. China. Email: shikonghou@163.com,
xushengyuan010@163.com. Tel. 0086-571-69966018.

Author details
1Department of Urology, Yangpu Hospital, School of Medicine, Tongji
University, 450 Tengyue Road, Shanghai 200090, China. 2Department of
Urology, the 411th Hospital of PLA, Shanghai 200081, China.

Received: 17 September 2014 Accepted: 3 February 2015

References
1. Zhao J, Shi L, Gao Z, Liu Q, Wang K, Zhang P. Minimally invasive surgery for

patients with bulky bladder stones and large benign prostatic hyperplasia
simultaneously: a novel design. Urol Int. 2013;91:31–7.

2. Tan YK, Gupta DM, Weinberg A, Matteis AJ, Kotwal S, Gupta M. Minimally
invasive percutaneous management of large bladder stones with a
laparoscopic entrapment bag. J Endourol. 2014;28:61–4.
3. Kawahara T, Ito H, Terao H, Ogawa T, Uemura H, Kubota Y, et al. Stone area
and volume are correlated with operative time for cystolithotripsy for
bladder calculi using a holmium: yttrium garnet laser. Scand J Urol Nephrol.
2012;46:298–303.

4. Singh KJ, Kaur J. Comparison of three different endoscopic techniques in
management of bladder calculi. Indian J Urol. 2011;27:10–3.

5. Torricelli FC, Mazzucchi E, Danilovic A, Coelho RF, Srougi M. Surgical
management of bladder stones: literature review. Rev Col Bras Cir.
2013;40:227–33.

6. Dhabalia JV, Jain N, Kumar V, Nelivigi GG. Modified technique of
percutaneous cystolithotripsy using a new instrument combined single-step
trocar-dilator with self-retaining adjustable access sheath. Urology.
2011;77:1304–7.

7. Elbahnasy AM, Farhat YA, Aboramadan AR, Taha MR. Percutaneous
cystolithotripsy using self-retaining laparoscopic trocar for management of
large bladder stones. J Endourol. 2010;24:2037–41.

8. Elcioglu O, Ozden H, Guven G, Kabay S. Urinary bladder stone extraction
and instruments compared in textbooks of Abul-Qasim Khalaf Ibn Abbas
Alzahrawi (Albucasis) (930–1013) and Serefeddin Sabuncuoglu (1385–1470).
J Endourol. 2010;24:1463–8.

9. Toktas G, Sacak V, Erkan E, Kocaaslan R, Demiray M, Unluer E, et al. Novel
technique of cytolithotripsy for large bladder stones. Asian J Endosc Surg.
2013;6:245–8.

10. Li A, Lu H, Ji C, Liu S, Zhang F, Qian X, et al. Transurethral cystolithotripsy
with a novel special endoscope. Urol Res. 2012;40:769–73.

11. Li A, Lu H, Liu S, Zhang Z, Qian X, Wang H, et al. A Novel Endoscope to
Treat Bladder Stone. J Endourol Part B, Videourology 2011, 25(2):doi:10.1089

12. Liu S, Li A, Ji C, Lu H, Zhang F, Qian X, et al. Efficiency of Transurethral
Cystolithotripsy with AH-1 stone removal system. J Mod Urol. 2013;18:437–40.

13. Philippou P, Volanis D, Kariotis I, Serafetinidis E, Delakas D. Prospective
comparative study of endoscopic management of bladder lithiasis: is
prostate surgery a necessary adjunct? Urology. 2011;78:43–7.

14. Tefekli A, Cezayirli F. The history of urinary stones: in parallel with
civilization. Sci World J. 2013;2013:423964.

15. Ener K, Agras K, Aldemir M, Okulu E, Kayigil O. The randomized comparison
of two different endoscopic techniques in the management of large
bladder stones: transurethral use of nephroscope or cystoscope? J Endourol.
2009;23:1151–5.

16. Stav K, Dwyer PL. Urinary bladder stones in women. Obstet Gynecol Surv.
2012;67:715–25.

17. Hudson CO, Sinno AK, Northington GM, Galloway NT, Karp DR. Complete
transvaginal surgical management of multiple bladder calculi and
obstructed uterine procidentia. Female Pelvic Med Reconstr Surg.
2014;20:59–61.

18. Li A, Lu H, Liu S, Zhang F, Qian X, Wang H. Effect of Ageing on the
Efficiency of TUVRP. The Aging Male. 2012;15:263–6.

19. Li A, Zhang Y, Lu H, Zhang F, Liu S, Wang H, et al. Living Status in Patients
over 85 Years of Age after TUVRP. The Aging Male. 2013;16:191–4.

20. Speakman MJ, Cheng X. Management of the complications of BPH/BOO.
Indian J Urol. 2014;30:208–13.

21. Childs MA, Mynderse LA, Rangel LJ, Wilson TM, Lingeman JE, Krambeck AE.
Pathogenesis of bladder calculi in the presence of urinary stasis. J Urol.
2013;189:1347–51.

22. Ahmadnia H, Kamalati A, Younesi M, Imani MM, Moradi M, Esmaeili M.
Percutaneous treatment of bladder stones in children: 10 years experience,
is blind access safe? Pediatr Surg Int. 2013;29:725–8.

23. Uygun I, Okur MH, Aydogdu B, Arayici Y, Isler B, Otcu S. Efficacy and safety
of endoscopic laser lithotripsy for urinary stone treatment in children. Urol
Res. 2012;40:751–5.


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Patients
	Surgical instruments and techniques
	Ethical consent
	Statistical analysis

	Results
	Discussion
	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

