
ENTWICKLUNG DER 

UROLOGISCHEN 

CHIRURGIE 

PROF. PATRICE JICHLINSKI 

Urologie 

CHUV - LAUSANNE 

 

1
 



ENTWICKLUNG DER 

UROLOGISCHEN CHIRURGIE 

Entwicklung der Steintherapie 

Durchbruch: Ende 19. und Anfang 20. Jahrhundert 

Blütezeit starrer Endoskope 

Miniaturisierung durch Glasfasern 

Fluoreszenzzystoskopie 

Optische Biopsie (Zukunft) 

Offene Chirurgie 

Robotergestützte Chirurgie 

Zukunft 
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DIE GESCHICHTE VOM 

STEIN 

Eid und Blasenschnitt 

«Ich werde ärztliche 
Verordnungen treffen zum 
Nutzen der Kranken nach 
meiner Fähigkeit und meinem 
Urteil, hüten aber werde ich 
mich davor, sie zum Schaden 
und in unrechter Weise 
anzuwenden. 

Ich werde nicht schneiden, 
sogar Steinleidende nicht, 
sondern werde das den 
Männern überlassen, die 
dieses Handwerk ausüben.» 

460 – 377 v. Chr. 
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VON DER ANTIKE BIS ZUR 

RENAISSANCE 

Celsus 2. Jahrhundert n. Chr. 

De Re Medica  

«Kleiner Schnitt» 

Galenos «Herkunft von Urin?» 

 
 
 
 
1440 – 1502 A. Benivieni 
1470 – 1530 B. da Carpi 
1526 – G. Fallopio 
1510 – 1574 B. Eustachi* 
1643 – 1704 L. Bellini 
1608 – 1679 G. Alfonso Borelli 
1629 – 1694 M. Malpighi 

 

Montaigne 1533-1592 

4
 



PIERRE FRANCO 

1500 - 1578 

«Waadtländer Chirurg» 

Erste «Sectio alta» (hoher 

Blasenschnitt) bei einem 10-jährigen 

Kind 
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VOM LEIDEN DES OPERIERTEN BIS 

ZUM AUFKOMMEN DER UROLOGIE: 

«DER DURCHBRUCH» 

Blinde Lithotripsie 

Jean CIVIALE 1792 – 1867 

Frère Jacques beim Steinschneiden 

1651 – 1714  6
 



BLICK DURCH DAS 

ENDOSKOP 

NITZE – LEITER – CASPER 

1870 - 1915 

Blasensteine 

Blasenturmoren 
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INSTRUMENTE UND 

ÜBERLEGUNGEN 

1160 RG Casey and JA Thornhill 

His interests also included renal physiology and led him
to devise a clinical polyuria test for renal insufficiency –
the Albarrans test. Albarrans test consists of evaluation the
degree of loss of renal function by measuring urinary vol-
ume and concentration.9

With his background in bacteriology and histopathol-
ogy, he also developed a new system of bladder tumor
classification and described the anatomical and physiolog-
ical features of urinary retention with Jean-Casimir-Felix
Guyon.10 His name is also eponymous with his description
of the minute submucosal glands in the subcervical region
of the prostate gland that empty for the most part, into the
posterior part of the urethra (Albarran’s glands) and his
joint description of inflammatory retroperitoneal fibrosis
of unknown etiology resulting in ureteric obstruction
(Albarran–Ormond syndrome).11

In addition, he was the first in 1903 to diagnose transi-
tional cell carcinoma of the renal pelvis by detecting malig-
nant cells in urine aspirated from the renal pelvis. He
further refined this approach by noting ureteral hemor-
rhage in the presence of a renal pelvic cancer when fluid
injected in the renal pelvis distended it and caused it to
bleed (Albarran’s sign).

His clinical experience also led him to show that with
blunt trauma, the kidney ruptured radially from the hilum
and based on this, he fashioned a catgut mesh to be
threaded under the renal capsule in cases of rupture.

He obtained on three occasions the Godard prize from
the French Medical Academy and was also awarded the
Tremblay Prize. He presided over the first International
Congress of Urology in 1908. The Pavilion of Urology of

Fig. 1 Joaquin Albarran and signature. Kind permission
from Dr JYG alias Medarus@tele2.Fr (http://
www.medarus.org).

Fig. 2 Cystoscope showing Albarran lever that allows
deflection of ureteric catheters to assist ureteral orifice
cannulation.

Fig. 3 Joaquin Albarran, 1907. Copper coin. Designed by
French sculptor Jean Victor Segoffin (1867–1925) and signed
by the Sculptor behind the bust. Grateful permission for use
of this image from Christopher Eimer. Fine Medals and
Medallic art, London.
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1860 - 1912 

Nobelpreis Medizin 
Edwin Beer  

1876 – 1938  

Register der Tumoren 

mit geringem 

Malignitätsrisiko 

Chromo-Zystoskopie mit Indigo-

Karmin 
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ENDOSKOPIESAAL UND 

ASEPSIS 

 

Sterilisation der Instrumente 

 Elektrischer Thermo-Formalin-Ofen 

nach Marion 

 Tauchbad in alkoholische Lösung mit  

90° oder Phenolsäure 5% während 

20 Minuten 

 

Vorbereitung Harnröhre 

 Instillation von Quecksilberoxy-

cyanid 1/4000 oder Borwasser 5% 

 Sterilisiertes Glyzerin 

 Wässerige Lösung Kokain 1% oder 

Antipyrin 4% 

 Untersuchung der Harnröhre mit 

Kugel oder Béniqué-Sonde Hôpitaux Necker – Lariboisière 

HEITZ-BOYER & MARION 

Ed. Masson 1914 
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BLÜTEZEIT STARRER 

ENDOSKOPE: TUR 

 

Figure 1.15 The Stern-McCarthy 
resectoscope. Courtesy of the Institute 
of Urology. 

carbonized tissue either on the loop or the cut surface of the gutter it leaves in the 

tissues’31. It may not have carbonized the tissue, but neither did it stop the bleeding. For a 

time urologists would use two machines: Wappler’s new valve ‘endotherm’ for cutting, 

and the old-fashioned spark-gap diathermy for haemostasis. Eventually, enterprising 

manufacturers supplied both circuits in one box with variable current outputs that allowed 

the surgeon to cut or coagulate as necessary. 

To Stern’s diathermy system was soon added the ‘foroblique’ telescope devised by 

McCarthy, and the combination became the Stern-McCarthy resectoscope, a sturdy and 

reliable instrument, which is the prototype of all the present-day instruments (Fig. 1.15). 

By 1930 hot-wire or cold-punch instruments were available to any surgeon who would 

take the trouble to learn how to use them. At first the aim was limited, to cut a groove 

through the middle lobe, or to excise small glands and little fibrous bladder necks where 

there were only 5 or 10 g of tissue to be taken away. 

It was in the Middle West that transurethral surgery really grew up. By 1936 Thomson 

and Buchtel of the Mayo Clinic32 reported 200 cases from whom they had removed more 

than 20 g of tissue. Five years later in Minneapolis Creevy did not consider a prostate 

‘large’ unless he had removed more than 30 g33 and it was not long before the concept of 

transurethral resection had been entirely changed. No longer was it the intention to 

perform a kind of forage of the gland, but to remove the adenoma right down to the 

capsule in a way that was no less complete and no less thorough than that of the 

surgeon’s finger at transvesical prostatectomy. 

Detailed accounts of how to perform a complete transurethral prostatectomy were 

published in 1943 by Reed Nesbit of Ann Arbor34 and Roger Barnes35 of Los Angeles, 

but by now the Second World War was raging and at least in Europe there were other 

matters to occupy the attention of surgeons, and there was a hiatus in the development of 

transurethral surgery. 

Between the two World Wars, transurethral resection using the cold punch had been 

taken up with enthusiasm by Wardill in Newcastle who, like Lane in Dublin, had been to 

the Mayo clinic to see for himself36. Hot-wire resection had been taken up by Canny 

Transurethral resection     12

 

Figure 2.1 (a) Conventional telescope. 
(b) Hopkins’  rod lens telescope. 

 

Figure 2.2 The filament lamp at the 
end of the telescope necessitated the 
use of a 30° telescope. 

The instruments     19Resektoskop Stern – McCarthy  

System Hopkins – Storz 
TUR Standard nach 35 Jahren! 

Monopolares System  Bipolares System 

1
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EXTRAKORPORALE 

STOSSWELLENLITHOTRIPSIE UND  

PERKUTANE NIERENCHIRURGIE 

1983: Revolution 

Multimodale Behandlung komplexer Steine 

 

1
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MINIATURISIERUNG 

Instrument 

Untersuchung 

Passage 

Zertrümmerung 

1
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FLUORESZENZZYSTOSKOPIE: 

INDIKATIONEN 

 

 

 

 

 

 

 Herausforderungen bei der Behandlung von Blasenkrebs 

 Vierthäufigster Krebs bei Männern, zweithäufigster 
urologischer Tumor  

 In 70% der Fälle kein muskelinvasiver Krebs 

 Hohes Rezidivrisiko, moderater Verlauf ausser bei hohem 
Aggressivitätspotenzial: CIS, T1G3 etc. 

 Sehr hohe Kosten 

 Initialstadium aggressiver bei Frauen  

 Qualität der endoskopischen Initialresektion: 44% 
komplett, 60% bei 40 Jahren und 25% bei 80 Jahren!!! 

 Einhaltung der Regeln 
Sievert et al. World J Urol 2009 – Holland-Bill et al. Clin Epidemiol 2012 – Bruce et al. Urol Oncology 2012 

 

1
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PATENT CHUV-UNIL-EPFL: HEXVIX™ 

1
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OPTISCHE BIOPSIE 

1
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OFFENE CHIRURGIE:  

BLASENERSATZ 

Neoblase nach Studer, Bern 

1
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Urologische Indikationen 

 Pyeloplastik 

 Radikale Prostatektomie 

 Partielle Nephrektomie 

 Andere … 

ROBOTERGESTÜTZTE 

CHIRURGIE 

1
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ZUKUNFT 

Bildgeführte Chirurgie (CAS) 

Nanotechnologien 

Beispiel: Elektroporation 

 

 

Vitale Mikroendoskopie 

 Fächerübergreifende Ansätze 

1
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