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EVOLUTION DE 

L’ACTIVITÉ UROLOGIQUE 

L’histoire de la pierre 

Le tournant : fin du 19ème au début du 20ième siècle 

L’âge d’or de l’endoscopie rigide 

La miniaturisation par l’apport des fibres optiques 

La cystoscopie de fluorescence 

La biopsie optique (futur) 

La chirurgie ouverte 

La chirurgie robot-assistée 

Le futur  
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HISTOIRE DE LA 

PIERRE 

Serment et taille vésicale 

« J’utiliserai le régime pour 
l’utilité des malades, suivant 
mon pouvoir et mon 
jugement; mais si c’est pour 
leur perte ou pour une 
injustice à leur égard, je jure 

d’y faire obstacle.  

Je n’inciserai pas non plus 
les malades atteints de 
lithiase, mais je laisserai cela 
aux hommes spécialistes de 
cette intervention. » 

460 – 377 av. J-C. 
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DE L’ANTIQUITÉ À LA 

RENAISSANCE 

Celse IIème siècle après J-C 

De Re Medica  

« La petite taille » 

 

Galien « Origine de l’urine? » 

 
 
 
 
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 
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PIERRE FRANCO 

1500 - 1578 

« Chirurgien vaudois » 

Première « sectio alta » chez un enfant 

de 10 ans 
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DU CALVAIRE DE L’OPÉRÉ À LA 

NAISSANCE DE L’UROLOGIE  

« LE TOURNANT » 

La lithotripsie à l’aveugle 

Jean CIVIALE 1792 - 1867 

Frère Jacques coupant la pierre 

1651 – 1714  6
 



LA VISION 

ENDOSCOPIQUE 

NITZE – LEITER – CASPER 

1870 - 1915 

Les calculs vésicaux 

Les tumeurs de vessie 
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L’INSTRUMENTATION 

ET LA RÉFLEXION  

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 

Nobel de Médecine 
Edwin Beer  

1876 – 1938  

Registre des tumeurs 

à faible risque de 

malignité 

Chromo-cystoscopie à l’indigo carmin 

8
 



LA SALLE D’ENDOSCOPIE 

ET L’ANTISEPSIE 

Stérilisation des instruments 

 Etuve thermo-formogène électrique 

de Marion 

 Immersion dans une solution 

d’alcool à 900 ou d’acide phénique 

5% pendant 20 minutes. 

 

Préparation de l’urètre 

 Instillation d’oxycyanure de mercure 

1/4000 ou eau boriquée 5%. 

 Glycérine stérilisée 

 Solution de cocaïne 1% ou 

d’antipyrine 4%. 

 Exploration à boule ou au sondes de 

Béniqué de l’urètre Hôpitaux Necker – Lariboisière 

HEITZ-BOYER & MARION 

Ed. Masson 1914 
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L’ÂGE D’OR DE 

L’ENDOSCOPIE : LA RTU 

 

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     19Résectoscope Stern – McCarthy  

Système Hopkins – Storz 
La RTU est devenu un standard 

après 35 ans d’expérience ! 

Système monopolaire  système bipolaire 
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LA LITHOTRITIE PAR ONDES DE CHOC 

EXTRACORPORELLES  

ET LA CHIRURGIE PERCUTANÉE DU REIN 

1983: La révolution 

Traitement multimodal des calculs complexes 

1
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LA MINIATURISATION 

L’instrument 

L’exploration 

Le passage 

La fragmentation 

1
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LA CYSTOSCOPIE  

DE FLUORESCENCE : INDICATIONS 

 

 

 

 

 

 

 Les défis dans la prise en charge du cancer de la vessie 

 4ème cancer chez l’homme; deuxième cancer urologique 

 Cancer non musculo-invasif dans 70% des cas 

 Risque élevé de récidive; modéré de progression, sauf en 
présence de caractéristiques d’agressivité : CIS, T1G3… 

 Coût très élevé 

 Présentation initiale plus agressive chez les femmes 

 Qualité de la résection endoscopique initiale: complète 
dans 44% des cas; 60% à 40 ans et 25% à 80 ans !!! 

 Respect des lignes de conduite 
 

  

Sievert et al. World J Urol 2009 – Holland-Bill et al. Clin Epidemiol 2012 – Bruce et al. Urol Oncology 2012 
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BREVET CHUV-UNIL-EPFL : HEXVIX™ 

1
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LA BIOPSIE OPTIQUE 

1
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LA CHIRURGIE OUVERTE:  

LE REMPLACEMENT VÉSICAL 

Néovessie de Studer, Berne 

1
7
 



Indications en Urologie 

 Pyéloplastie 

 Prostatectomie radicale 

 Néphrectomie partielle 

 Autres… 

LA CHIRURGIE  

ROBOT-ASSISTÉE 

1
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LE FUTUR 

La chirurgie guidée par l’image 

Les nanotechnologies 

Exemple: électroporation 

 

 

La micro-endoscopie vitale 

 Les approches multidisciplinaires 

1
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