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PREFACE.

I. DMIsLEADING STATEMENTS AND STATISTICS IN THE LITERATURE.

The following paper is the result of numerous articles which have
appeared recently, demanding more detailed information as to the pre-
and post-operative condition of patients on whom perineal prostatec-
tomy has been performed.

The promulgation of successful methods of removing hypertrophied
prostates, and the assertion of their benignity has been followed by
their wholesale employment by men unprepared to do these operations,
and as a result a considerable mortality has been produced and many
of the operative results have been unsatisfactory.

Many physicians without special operative training, doing a surgical
operation only now and then, without the requisite knowledge of the
rather iniricate anatomy of the perineum, and the pathology and
mechanics of the prostatic obstructions, have boldly essayed to operate
these cases and as a result a frightful mortality and a horrible record
as to results and complications has been recorded against a benign
and thoroughly euccessful procedure.

It is not surprizsing then that Whiteside finds a mortality of 20%
in 36 cases reported by nine operators, and absolutely good results in
only 309% of the cases, and that Belfield and Pedersen after making
similar studies ghould send out * timely * warnings against prostatec-
tomy as a routine procedure, and that we should hear of “a return to
conservative methods,” non-operative treatment, the catheter life (with
all its horrors!), and the “selection of cases ” which are suitable for
operation.

If the reaction against operation which has been aroused (for the
pendulum once started backward must continue its swing) results in
discouraging men unprepared to do good work in this line, men who
cannot nse and deery the using of the eystoscope and ignorantly neg-
lect to take advantage of its often great assistance, and who rush in
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blindly without knowing, seeing or apparently caring what they are
doing, much will be gained. But if the medical profession is unduly
alarmed and, returning to the old so-called conservative methods rele-
gates such patients to miserable catheter lives, and refuses them the
splendid results obtainable by accurate methods, much will be lost.

Such is the history of all advances in surgery—first the demonstra-
tion of valuable new procedures, then a horde of bungled operations,
then a discovery of miserable results and a startling mortality, then a
reaction against the procedure, and finally, but after the loss of many
valuable years, a return to the truth.

When one has had during the past year 50 consecutive operations,
with but one immediate or remote death (and this patient in extremis
at time of operation), with no complications of the slightest moment,
and no bad results it is not wonderful that he feels outraged by the
presentation of a mortality of 20% and successful results in only 30%
in 36 cases operated on by nine surgeons !

There have also been those of experience and knowledge, but cham-
pions of the suprapubic route, who have savagely attacked perineal,
prostatectomy (without having tried the procedure).

For example, in the Transactions of the Medical Society of London
for May 8, 1905 (Vol. XXVIII), in a discussion on “ The Perineal
and Suprapubic Methods of Prostatectomy,” one of the members is
reported to have thus delivered himself:

“Mr. P. J. Freyer remarked that he had not come either to read a paper
or to make a speech on the subject, as his views with reference to removal
of the prostate had already been placed before the Profession in numerous
lectures and papers which had been published in the journals during the
last four years. He congratulated the Society that it had awakened from
what appeared to be a lethargy with regard to the great subject of
removal of the prostate. It seemed extraordinary that during the past
four years, when the subject had been so much discussed, the oldest
medical society in London should not have hitherto invited discussion upon
it. He thanked his old friend and ecolleague, Mr. Harrison, for the
full-hearted euloginm which he had been good enough to pronounce upon
his (Mr. Freyer's) operation, which was all the more gratifying as Mr.
Harrison's views in that respect had been a plant of slow growth. When
first introduced to the Profession the operation was not fully grasped by
Mr. Harrison, who did not believe in its eficacy. With reference to the
subject of perineal and suprapubic prostatectomy, he remarked that there
was no comparizon whatever capable of being introduced between the
two operations, because they did not deal with the same subject. It was
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In this report I have not given the details of five cases in which
perineal prostatectomy was performed thinking that the prostate was
benign when subsequent examination showed that it was malignant,
six cases which were under my care but were turned over to assistants
(the operation being partly performed by me), three cases of perineal
prostatectomy done without the tractor, and four cases of perineal
prostatectomy for chronic prostatitis. Most of these cases will be
found reported in more or less complete detail in other portions of
this volume, in the articles on carcinoma and prostatitis. There were
no cases of rectal fiztula, or other bad results among them so that
nothing is being concealed. The present study of cases is intended to
include only those operated by a special technique and of a benign
hypertrophic character.

II. Tuae OreraTION 0F CONSERVATIVE PERINEAL PROSTATECTOMY.

In several publications which have appeared at intervals during the
past four years, I have described a so-called method of conservative
perineal prostatectomy and reported lists of cases.

The development of the operation and the reasons for the various
improvements were described as follows in my first publication in the
Journal of the American Medical Association,” October 24, 1903.

The literature of the prostate and its operative treatment has be-
come so vast that I will not attempt to discuss the many valuable
articles which bear on this subject, but will simply present a résumé
of my own work and the problems which have presented themselves.

My first prostatectomy was in 1898, a patient on whom a supra-
pubic opening had been made for drainage. At this operation a tre-

! The use of a new tractor for perineal prostatectomy was first described
in a discussion at a meeting of the Southern Surgieal and Gynecological
Association, on November 12, 1902; a second report was made and a
perfected technigue by which the ejaculatory ducts were preserved, de-
seribed at a meeting of the Medical and Chirurgical Faculty of Maryland
in April, 1903. A more complete report was made before the American
Association of Genito-Urinary Surgeons, May 12, 1003, and was published
in the Journal of the American Medical Association, October 24, 1903,

Since then additional reports have heen made in the Monatsherichte fiir
Urologie, Bd. IX, Heft & u. 6 1904. Journal of the American Medical
Association, October 4, 1903. The Annals of Surgery, April, 1905, and the
Journal of the American Medical Association, 1905.
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mendous intravesical outgrowth of the middle lobe was found, and as
there was very little enlargement of the lateral lobes, I enucleated
the mass through the suprapubic wound, with the assistance of a finger

in the rectum (Fig. 1), a method which has also been employed by
Guiteras, and described by him in 1900.
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Fig. 1.—A large intravesical median lobe removed by suprapubiec route.
Actual size

The next three cases presented no median enlargements, the hyper-
trophy being confined to the lateral lobes. Following the advice of
Alexander, I used the combined method, removing the lobes through
the perineal wound with the assistance of a suprapubie ineision.
Although the operation was tedious and extensive, theze patients did
well, and in a paper on the subject I =aid that Alexander’s was the
operation of choice, except for middle lohe cases.
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My next four cases were characterized by considerable middle lobe
enlargements, and T therefore used the suprapubic route, and was sur-
prised to find that with the assistance of the finger in the rectum I
could easily enucleate very large lateral lobes in one piece with the
median without destroying the urethra, The operation was also very
much quicker—it frequently being possible to complete the enucleation
in five to six minutes, whereas the combined operation would fre-
quently take nearly an hour.

The principal objection to the perineal route was the necessity of the
suprapubic inecision to push the prostate down into the perineum
where it could be enucleated, and I then thought of having an instru-
ment made with two blades which could be inserted closed through a
perineal urethrotomy, separated when in the bladder, and then used as
a tractor to drag the prostate toward the perineum. This was in 1899,
but I never had the instrument constructed, but continued to do all
prostatectomies suprapubically. The results obtained were excellent,
the greatest objection being the considerable hemorrhage following
the operation, the great duration of the convalescence and the occa-
sional development of suprapubic hernia afterward.

In 1899 several patients came to me who were so old and so weak
that I was afraid to even administer a general anesthetic, much less
to do so severe an operation as a suprapubic prostatectomy. Omne
patient being unable to use a catheter, caused me to purchase a Bot-
tini incisor, and the results which I obtained on extremely old and
feeble men, under local eocaine anmgesthesia, were indeed so marvellous
that I adopted the Bottini operation as the method of choice in cases
past 65 years of age, who were not in a prime surgical condition.
Using my instrument with interchangeable blades of different size I
wag able to operate safely and radically on prostates of any size. I
found it possible also to successfully attack large middle lobes by
making an oblique incision with the cautery blade on each side of the
pedicle, thus dropping it back out of the way, where it would after-
ward atrophy. In two years I operated thus on 40 cases, with two
deaths, only one of which was due to the operation. Of these 15 were
over 70 and three over 80, with no deaths, and with cures in all
these cases but one,

I feel sure that many of these patients would have succumbed had
a suprapubic or a combined prostatectomy under general anmsthesia
been done, with the subsequent prolonged recumbent posture. The
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use of cocaine, the little shock and hemorrhage produced by the Bot-
tini, and the rapidity of the convalescence—out of bed on the second
or third day—were the factors which contributed to save them.
Since then I have used the cautery incisions on many more cases,
some just as old and as desperate as those described above, with similar
gratifying results.

The publications of Syms, Murphy, Ferguson, Bryson, and others
within the past two years, caused me fo turn my attention again to the
perineal route. In studying the methods that have been proposed,
the intravesical balloon, which Syms used to draw the prostate into
the perineal wound, seemed to me to be much better suited to over-
come the great objection to perineal prostatectomy, the depth of the
wound with the consequent difficulty of reaching the lobes to enucle-
ate them, than Murphy’s hooks, Ferguson’s capsular retractors, or
Bryson’s suprapubie prevesical inecision.

The rubber balloon did not, however, appear to me to be quite per-
feet in that it did not seem to furnish sufficient strength for the great
traction which is necessary, and the fact that Syms had acknowledged
that he found a metal instrument devised by Gouley, which was passed
like a sound into the bladder, of great assistance in pushing down the
prostate, confirmed me in my opinion that while the idea of making
traction by means of an instrument which could be introduced into
the bladder through a perineal urethrotomy wound was correct, the
method adopted by Syms—the rubber balloon and the tube—could
be improved on.

I therefore set to work to construct an instrument of metal for this
purpose. After several months of experiment, during which I en-
deavored to discover and correct the faults of each model * by operative
usge, the instrument was completed, as shown in Illustrations 2 and 3.
It consists of two fenestrated blades attached to shafts, one of
which revolves around the other. When the two handles near the
outer end which regulate the rotation are brought together the blades
are approximated and in position for insertion into the bladder
through the opening in the membranous urethra (Fig. 2). Once intro-
dueced above the intravesical limifs of the prostatie lobes the blades may
be separated by rotating the handles away from each other (Fig. 3),

]
*See Appendix, Case 1, p. 143, for description of first instrument used
and p. 150 for the second modification.
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when it is ready for whatever traction on its shaft may be necessary
to draw the prostate well into the perineal wound. Before discussing
the use of this instrument, however, I wish to discuss some problems
of technic and conservatism which have been met.

The ejaculatory ducts—The fact that many of the cases requiring
prostatectomy are vigorous men in the fifties, with sexual powers well
preserved, renders it important to do nothing to injure their manly
vigor.

Fig. 2.—The prostatic “tractor” closed, ready for introduction.

Fig. 3.—The prostatic tractor opened out.

In a recent report, Petit® furnishes the results of a careful study
of Albarran’s cages of perineal prostatectomy. He was able to fol-
low six casges who had had normal sexual powers before the operation.
Of these, two, both under 60 years of age, have never been able to have
erections since the operation. In two cases the erections are much en-
feebled ; two cases are as strong sexually as before operation.

The operation is performed by Albarran without respect to the
ejaculatory ducts, the prostatic urethra being opened widely in the
median line, and the lobes enucleated through this incision. It would
seem that the ejaculatory ducts are almost certain to be injured or
removed in this procedure.

:Petit: De la Prostatectomie Perinéale, Paris, 1902.
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Petit mentions the work of other operators and concludes: It
seems to be shown that perineal prostatectomy diminishes if it does
not suppress erections in some cases. But it is a curious fact that
some cases operated on can still ejaculate.” Another evidence of in-
jury done to the ejaculatory duets is that Petit reports that 12 cases
in 30 suffered with epididymitis after the operation.

I know of no other statistics on these points. The three cases on
whom I performed perineal prostatectomy by Alexander’s method
five years ago I have been unable to follow, and the twelve perineal
prostatectomies which I have done in the past five months are too
recent to draw final deductions from. Although the question needs
further study, it is nevertheless evident that due attention should he
paid, in performing the operation, to the importance of the prostate
as a sexnal organ.

Fig. 4—Longitudinal section of normal prostate, A, Prespermatic group
of glands.

In order to determine the relation of the ejaculatory ducts to the
urethra and the prostatic lobes, I have made transverse and longi-
tudinal sections in the specimens both of normal and of hypertrophied
prostate.

The accompanying illustrations show very graphieally the course
of the ejaculatory ducts in the normal state (Figs. 4 and 5). As seen
here, if we trace them backward from their urethral orifices we find
that they rapidly approach the posterior capsule of the prostate; that
the tissue separating them from the urethra gradually increases, and
that the point of junction of the seminal vesicle and vas is reached
considerably in front of the junction of the prostate with the bladder.
Stained sections of the posterior portion show a considerable agglom-
eration of the glandular tissue surrounded by encircling muscular and
connective-tissue fibers which separate it more or less markedly from
the glandular tissue of the adjoining lateral lobes. This mass of
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glands has been called by Albarran® the prespermatic group, and this
it is which is most concerned in the production of median lobe en-
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Fig. 5.—Cross section of normal prostate. A4, At a point just in front
of opening of ducts and utricle; B, at opening of utricle and ducts; ¢ and I).
5-10 mm. back; E, at entrance inte bladder: . at the junction of seminal
vesicles and ampulle; H, the seminal vesicles and ampullse separated.

largements. Tf this mass of glands (Fig. 6, 4) is only slightly hyper-
trophied a median bar may be produced, which may be continuous with

* Albarran and Motz: Annales d. Mal. d. Organes Genito-Ur., July, 1902.
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the lateral enlargements on each side, the whole forming a collar
around the prostatic orifice. If, however, thiz group takes on con-
siderable hypertrophy a sessile or pedunculated intravesical median
lobe, sometimes of huge dimensions, resnlts. In these latter varieties
another group of glands which lie just beneath the mucosa where the
trigone joins the urethra, and which Albarran has called the sub-
cervical group, may take part in the hypertrophy. All these median
enlargements grow upward, away from the ejaculatory duets, from
which they are separated by considerable tissue, including their en-
capsulating fibers,

Fic. 6.—Longitudinal section of a prostate, with great hypertrophy of
the median and lateral lobes. TUrethra very wide and thin. Note low in-
sertion of ducts.

In the hypertrophied prostate the position of the ejaculatory duects
and vesicles depends considerably on the character, size, and disposition
of the enlargements. If the hypertrophy is great, and especially if a
considerable median lobe is present, the vesical neck is generally
found elevated far above the level of the ductzs and vesicles, as shown
in Fig. 6, which is a longitudinal section of a prostate in which the
lateral and median lobes are all three greatly hypertrophied. The
ducts enter so low down on the posterior surface of the prostate that
the median lobe is not in relation to them at all, and is separated from
the vesicles by the prostatic capsule. It would, therefore, be easy to
enucleate this lobe without injuring the ducts at all if properly done.
Note here also the great width of the urethra, the proximity of its
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floor, and the sharp bend which it makes in front of the middle lobe.
Cross-section 4 (Fig. 7) is taken where the utricle and one duct
enter the urethra; B is taken a little further back and shows the ducts

Fig. 7.—Six cross sections of the same prostate at different levels, as
in Fig. 5. The ducts rapidly approach the posterior capsule and in D
are already outside of it. 4 shows the beginning of the median lobe, and F
just before the entrance of the urethra intn the bladder,
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midway between the posterior capsule and the urethra. Note the
inverted Y urethra produced by the verumontanum below and the
pressure of the lateral lobes against each other in fronf, and the slit-
like character of the urethra. In C the ducts lie very close to the
capsule.

‘Section D, which has been taken through about the middle of the
prostatic mass, shows the junetion of the vesicle and vas just outside
the prostatic capsule. Note the greater distance of the urethral floor
from the capsule. This is shown in still greater amount in ', and
the vesicles and ampulle are here seen to be separated from the median
masg by the prostatic capsule. In F, which is taken about 5 mm. in
front of the vesicle orifice of the prostate, the further elevation of
the median lobe is shown. The full extent of the median lobe is
shown in the median section (Fig. 6).

Fic. §—Side view of hypertrophied prostate, showing low entrance of
ducts on posterior surface.

Figure 8 is a side view of another specimen in which the vesicles
and vasa join the prostate low down on the posterior surface.

In cases of little or no median lobe enlargement the hypertrophied
lateral lobes seem also to carry the vesical neck upward and leave the
vasa behind, so that they are often found entering the capsule well
down on its posterior surface, as depicted in Fig. 8, the side view of
a specimen of considerable hypertrophy of the right lateral lobe. The
aponeurosis of Denonvilliers, which is firmly attached to the posterior
surface of the seminal vesicles and of the prostate below their en-
trance, and which binds the two together closely, may be responsible
for the upward growth of the hypertrophied prostate and the result-
ant low insertion of the ducts into the posterior surface.

The results of this study of the course of the ejaculatory ducts may
be thus summarized :
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In the normal prostate the ejaculatory ducts lie for the most part
just beneath the posterior capsule, considerably below the level of
the vesical neck, and are separated from it by the prespermatic group
of glands. .

In the hypertrophied prostate the same statements are true, the
only difference being that the ducts enter relatively lower down, and
the vesical neck is separated from them by much more tissue, especi-
ally if the prespermatic group of glands have taken on growth with
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Fic. 9.—The inverted V cutaneous incision.

the resulting median lobe enlargement, in which case the vesical orifice
is lifted high up above the level of the ducts. The prostatic tissue im-
mediately adjacent to the duects is beneath the urethra and plays no
part in the obstruction, which is caused entirely by the lateral and
median enlargements, both of which are well above the ejaculatory
duets.

The measures which I have adopted to preserve the integrity of the
ejaculatory ducts and sexual puissance of the patient I will take up
a little later.
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TECHNIC OF THE OPERATION.

F

Position of the patient.—The exaggerated dorsal lithotomy position
is the most satisfactory. The perineal board of the Halsted table is
admirably suited for this purpose. The perineum should be so ele-
vated that it is almost parallel with the floor. DBefore placing the
patient on the table a No. 24F sound, to be used as a guide for sub-
sequent urethrotomy, should be placed in the urethra, az it is diffieult
to introduce it after the thighs have been flexed.

Cutaneous incision.—I generally use an inverted V-shaped ineision,
as shown in Fig. 9. The apex is taken just over the posterior part of
the bulb, and the two branches are each 5 em. long, the posterior limits

Fio. 10.—Exposure of bulb, central tendon and levatores ani.

being about midway between the anus and ischial tuberosities. This
incigion iz carried through the skin fat and superficial fascia. The
handle of the scalpel iz then used on each side of the central tendon to
open up the space back of the bulb and in front of the levator ani
muscles as shown in Fig. 10. This blunt dissection should be car-
ried well down behind the triangular ligament on each side, hefore
sectioning any muscular structures. It is easily accomplished and a
good exposure simplifies the next step in the operation.

Ezposure of the membranous wrethra—After exposure of the cen-
tral tendon by blunt dissection, the bifid retractor (Figs. 11 and 12)
is inserted as shown in Fig. 13. Traction upon this instrument gives
an excellent exposure of the narrow band of central muscle and greatly
facilitates its division close to the bulb. Great care should he taken
not to punecture the bulb—an accident which leads to inconvenient

Yol. XIV.—2.
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hemorrhage. After the central tendon has been completely divided
a retractor may be placed beneath the bulb, thus affording a better view
of the recto-urethralis muscle, which lies beneath the two branches of

Fie. 11 —RBifid retractor.

Figc. 12.—PBifid retractor. Side wview.

the levator ani and covers the membranous urethra and the apex of
the prostate in the median line.' The special retractor shown in Fig.
16a is well adapted for this purpose. The concavity in the middle

*The recto-urethralis is a short muscle with rather indefinite margins,
which, as its name indicates, joins the rectum with the urethra. It is
apparently responsible for the acute anterior flexure of the rectum which
lies s0 close to the apex of the prostate and membranous urethra and which
one finds in rectal examinations. In order to reach the membranous
urethra and the apex of the prostate, it is necessary to divide this muscle,
as shown in Fig. 13. This at once exposes the “ espace decollable retro-
prostatigue " which has been =20 well described by Proust, who has shown
that unless this muscle is divided the operator is apt to tear into the
rectum, which is drawn forward by it. Division of this muscle allows the
rectim to drop back, and leads at once infto the space surrounding the
posterior surface of the prostate.
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allows it to partly encircle the urethra and catch the triangular liga-
ment.

At this stage it is generally best to remove the “ bifid retractor”
and to insert a narrow-bladed retractor about two inches in depth, by
which the rectum can be pushed back and the muscular fibers sur-
rounding the membranous urethra—the recto-urethralis—put upon
tension. They are then divided by a transverse incision close up to
the triangular ligament and the membranous urethra exposed by blunt
dissection.

Fig. 13.—8howing bifid retractor, exposing and making tension on the
central tendon.

Urethrotomy and insertion of {ractor—After the membranous
urethra has been exposed by division of the recto-urethralis muscle
a retractor is inserted and the apex of the prostate brought into view,
as shown in Fig. 14. The membranous urethra is then opened on a
sound (which was inserted in the wurethra before the patient
was put in the lithotomy position); and the edges of the urethral
wound caught up by silk sutures or preferably by Halsted clamps. A
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sound of moderate size is then passed through the incision into the
prostatic urethra and bladder, and the sphincters dilated by a to-and-
fro motion of this instrument. The prostatic tractor, closed (Fig. 2),
is then passed into the bladder, the edges of the urethral wound being
held open by the silk sutures to facilitate its introduction.®

As soon as the heak is free in the vesical cavity the thumb-screw

‘\

Fic. 14.—0Opening of urethra on sound, preparatory to introduction of
tractor.

which fixes the blades in position iz loosened, the blades rotated 180
degrees by means of the external blades, and then fixed by tightening
the thumb-serew (Fig. 3).

B Carelessness in this part of the operation may lead to considerable
trouble. If the membranous urethra is not carefully exposed and thor-
oughly opened, difficulty may be experienced in picking up the edges
of the mucosa of the urethra on each side. If the edges of the mucosa
are not earefully secured with clamps and held apart, they may be inverted
by the introduction of the fractor and the operation delayed until they
can be picked up asain.
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The instrument is now ready for whatever traction may be neces-
sary to draw the prostate well down into the perineal wound, as shown
in Fig. 15. Fig. 16 shows the position of the blades in the interior

Fra. 15.—Tractor introduced: blades separated, traction made, exposing

posterior surface of prostate. Incisions in capsule on each side of ejacu-
latory duects.

of the bladder, each blade projecting laterally so as to engage the
intravesical surface of the lateral lobe.
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Exposure of prostate and incision of capsule—Lateral retractors
are so placed that with the posterior retractor (Fig. 17) drawing the
rectum backward, and the prostatic tractor drawing the gland out-
ward, a splendid exposure of the entire posterior surface of the pros-
tate is obtained.”

These retractors should be especially made to suit the diameters of the
space, as shown in Figs. 17 and 18. An incision ig then made on each
side of the median line for almost the entire length of the posterior
surface of the prostate and about 1.5 em. deep. The two lines are

Fic. 16.—Showing position of blades in interior of bladder in case of
median and bilateral hypertrophy.

divergent, as shown in Fig. 15, being about 1.8 em. behind and 1.5
em. apart in front. The bridge of tissue which lies between them

“Even after the insertion of the tractor care must be taken in the
further separation of the prostate and rectum, which is sometimes closely
adherent along the entire posterior surface of the prostate. After the
apex of the prostate has been thoroughly exposed so that the white capsule
is plainly visible, the rest of the posterior surface of the prostate is freed
by gradually pushing back the rectum with the handle of a =sealpel, and
dividing any muscular bands or fibrous adhesions which hinder the process
of separation, but being careful to work against the prostate and not to-
wards the rectum. The finger is particularly dangerous and nearly all the
cases of rectal tear to which my attention has been called, have besn pro-
duced by the finger in attempting to rapidly push back the rectum.
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contains the ejaculatory duets, and its preservation is of importance,
if the integrity of these non-obstructive structures is to be left unin-
jured. It is for this purpose that I make the initial capsular incision
1.5 em. deep on each sids, and these define at once, and correctly, the

Fig. 16a.—Anterior retractor for drawing forward bulb and transverse
perineal muscles to expose the membranous urethra.

Fic. 17.—FPosterior retractor.

Fiz. 19.—Blunt dissector or enucleator.

width of the “ejaculatory bridge,” and prevent its being torn, as
might happen if we depended on blunt dissection. Another advan-
tage is that these incisions bring us at once to the side of the urethra
where the internal enucleation (urethra from inner surface of lobe)
can be easily accomplished later on.
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Enucleation of lateral lvbes—We are now ready to begin the ex-
ternal enucleation, the separation of the capsule from the lateral lobes,
which is best done with the blunt dissector, as shown in Figs. 19 and
20. Capsules are of varying thickness, and contain several layers of
cleavage. It is important to start the separation in the right layer,
not too deep as you may be led into the substance of the lobe, and not
so superficially as to be outside of the most of the capsule. After the

Fic. 20.—External enucleation begun.

stripping up process has been started correctly it is easily continued by
blunt dissectors until first the lateral and then the anterior surface of
the lateral lobes have been freed from the capsule.

The internal enucleation should be taken up after the external, as
it is a much more delicate procedure and often requires considerable
care to prevent tearing into the urethra. As remarked above, the
primary incision is made with the scalpel until past the level of the
urethra after which the blunt dissector iz used. During this procedure
the shaft of the prostatic tractor is grasped firmly in the operator’s
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left hand (Fig. 15) and serves not only fo draw the prostate so well
down into the cutaneous wound that every procedure is done in plain
view, but to steady the prostate and to mark out the course of the
urethra so that it can be avoided. At the apex of each lateral lobe firm
adhesions to the capsule, usually requiring divisions with scissors, are
nearly always present.

When the enucleation of a lateral lobe has progressed fairly well on
" each side, it is advantageous to have traction made on the lobe itself
in order to facilitate the separation of the deeper portion. I tried
various instruments—vulsellum forceps, pedicle forceps, and hook

Fic. 21.—Lobe forceps.

retractors—for this purpose, but I found that all toothed instru-
ments quickly tore through the friable tissue whenever traction suffi-
cient to be of any assistance in drawing out the lobe was used. It,
therefore, seemed advisable to have fenestrated forceps which could
grasp the entire lobe, and present such broad surfaces to it that no
cutting or tearing of the capsule would be done. I accordingly de-
signed the instruments shown in Fig. 21. The two blades grasp the
prostate with broad surfaces, so shaped as to hold, but not to cut the
lobe when pressure is applied (Fig. 22).

The lobes usnally come out each in one piece, and it is possible to
apply considerable traction without tearing them, thus greatly facili-
tating the deeper enucleation. Much of the enucleation iz done
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Fig. 22.—Enucleation of lobes. Forceps in position.

b, O g R gl
e s

» e

Fic. 22a—Two lobes removed by perineal prostatectomy. Actual size.
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with the blunt dissector, but when the intravesical portion of the
lateral lobe is reached I generally nse the finger so as to avoid tearing
through the thin mucous membrane covering it.

The intravesical blade of the prostatic tractor, which can be dis-
tinetly palpated through the mucous membrane by the enucleating
finger, serves to direct the separation of the deeper portion, and warns
against tearing into the bladder. It also shows when some of the
lobe has been left behind. The condition present after the enucleation
of the two lateral lobes, as deseribed above, are shown in Fig. 23.

Fre. 23. Fic. 24.

Fic. 22—Schematic cross section after enucleation of lateral lobes,
ghowing ducts and median bridge of tissue., Instrument in urethra.
FiG. 24.—The blade rotated so as to engage middle lobe.

As shown in this schematic eross-section, the urethra, which contains
the tractor, is left intact. Beneath is the bridge of tissue surrounding
the ejaculatory ducts. The empty capsule is shown on each side.

Enucleation of the middle lobe.—After the lateral lobes have been
shelled out, attention should be directed to the median portion of the
prostate. If the previous cystoscopic examination has demonstrated a
thin transverse bar, it will sometimes be found that removal of the
lateral lobes has allowed it to collapse, showing that it was really an
artefact, a fold of mucous membrane hooked up by the lateral out-
erowths, and not containing any hypertrophied tissue.



Fic. 25.—Showing technique of delivery of middle lobe into cavity of
left lateral lobe.
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On the other hand, there iz most often a more or less extensive
hypertrophy of the prespermatic group of glands, and the mass can
be easily seen, or felt by the finger in one of the intracapsular cavities
(Fig. 25). Further examination will generally reveal a fair amount
of tissue between the median lobe and the region of the ejaculatory
ducts, which, as 1 have previously pointed out, lie well forward on
the posterior surface, and close to the capsule. The median enlarge-
ment is generally more or less definitely attached to one or both of
the lateral lobes so that there is no difficulty in shelling if out through

Fre. 25a.—Photograph of a pedunculated median lobe which was re.
moved through the cavity left by left lateral lobe without tearing urethral
or vesical mucosa. The three lobes are shown in exact size,

one of the lateral eavities—without disturbing the integrity of the
ejaculatory duets and prostatic tissue immediately surrounding them.

The prostatic tractor may be used with great advantage in removing
a median lobe, and the technique which I generally employ to draw
it down into one of the lateral ecavities where it can be enucleated, is
as follows: Push the tractor backward until free in the bladder
cavity, depress the handle of the instrument so that the shaft can lie
on the top of the middle lobe, and then rotate the instrument 90
degrees, so that one of the blades projects downward behind it. Out-
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ward traction should then engage the lobe, as shown in Fig. 24, and
drawn down where it can be seen by the operator. To get it into one
lateral intracapsular cavity (say to the left) two manceuvres are of help:
Pushing against it with the index finger of the left hand, which has
been inserted in the right intracapsular cavity, as seen in Fig. 25, and
rotation of the blade engaging the middle lobe in the same direction,
making traction on it all the while. Fig. 25a shows a pedunculated

Fig. 26.

Frc. 28,

Fia, 26,—Photograph of prostate in which the left and median lohes

were enucleated in one piece. Exact size.
Fig. 27 —Longitudinal section after enucleation of median lobe through

a lateral cavity.
Fia, 28.—Cross section at level of cavity left by median lobe.

median lobe that was removed in this way without injury of the
mucosa covering it (Case No. 12).

After the median lobe has presented in the left intracapsular cavity,
the operator turns the tractor over to an assistant who continues the
traction, while he grasps the lobe with the forceps deseribed above
and then rapidly enucleates it.
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In many instances I have found the median mass to be directly con-
tinuous with the left lateral lobe, and when the deeper portion of that
lobe was being freed, that the median lobe was disposed to come with
it. I have then rotated my tractor so as to engage the median, and
have readily drawn it down and enucleated the two in one piece, as
shown in Fig. 26. In another case a collar-like growth, consisting of
a median bar and two lateral masses, was easily enucleated in en-
tirety through the left intracapsular cavity without tearing the duects
beneath or the mucous membrane of the urethra or bladder.

. Fi1s. 29.—Blade engaging anterior lobe.

I have now had many cases with very great intravesical median
lobes, and have experienced little difficulty in drawing these down
with the tractor into a lateral cavity where enucleation was easily
accomplished. A large median lobe iz no longer considered more
suitable for suprapubic prostatectomy. '

The condition present after the enucleation of a median lobe; as
described above, iz shown schematically in Figs. 27 and 28. Fig. 27 is
a longitudinal section showing the cavity left by removal of this lobe,
the ejaculatory duets being below and in front and quite distant from
it. In Fig. 28 the median cavity is seen to communicate with the
lateral eavities on each side, beneath the intact urethra. The seminal
ducts are separated from the capsule by the posterior capsule.

The removal of an anterior lobe.—The presence of a definite isolated
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anterior lobe is of rare occurrence. We occasionally see with the
eystoscope small anterior outgrowths, but they are generally continuous
with a lateral lobe.

One of my cases was of this character, and, although it looked
through the cystoscope like a large rounded mass, I found that it came
away easily with the lateral lobe. I employed a procedure the reverse
of that which I have just described for posterior middle lobes, the

i

Fic. 30.—The use of index finger to deliver a small median lobe into
lateral eavity.

anterior lobe being engaged by a blade which was directed upward,
as shown in Fig. 29. The entire mass (left lateral and anterior lobe)
was very large, measuring Tx6x 5 cm.

In another case a large detached anterior lobe was easily drawn
down and enucleated through the right lateral cavity.

The ability to make traction on any desired portion of the prostate
is of the very greatest value and assistance, especially in enucleating
these unusual outgrowths of the hypertrophied gland.
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THE USE OF THE INDEX FINGER AS A RETRACTOR.

There are some eases, however, in which the median enlargement is
in the shape of a small bar or lobe, so adherent that it is difficult to
engage it with the blade of the tractor, as described in my first paper,
and for these I have of late employed the index finger of the left hand
in place of the tractor in the urethra, to push the lobe into the lateral
cavity. After the tractor has been withdrawn the left index finger is
inserted gently through the prostatic urethra, until the tip is free
in the bladder. Examination will then reveal the median bar or
lobe which remains, and it is an easy matter, by crooking the finger
over it, to carry it into the left lateral cavity where it can be enu-
cleated (Fig. 30). If an adherent bar is encountered a sharp
periozteal elevator is a good instrument with which to peel it out.
Occazionally it may be necessary fo use scizsors for this purpose,
and to get hold of the mass to be removed as it begins to be separated,
a long forceps may be required.

In several of my cases it has been impossible to engage with the blade
of the tractor a very small rounded or pedunculated median lobe,
but I have heen able, by using the finger instead of the tractor, to
successfully remove it without injuring the urethra or the ejaculatory
ducts. The technique described above is entirely different from that
of Albarran, who draws the median lobe into the widely opened urethra
with the finger.’

A very pedunculated middle lobe may evade both the finger and the
tractor, and in such instances it may be best to insert a curved clamp
and draw the middle lobe down the dilated urethra where it may be
enucleated or divided with scizsors. This ig the technique employed
by Albarran.

A SUBURETHRAL METHOD 0F REMOVING A MEDIAN BAR OR LOBE.

In case the patient has already lost his sexual powers the reason for
preserving the ejaculatory ducts does not hold, and in such cases,
when the median bar or lobe is too small or too adherent to be deliv-

* Albarran’s technigue may sometimes be of value in ecases of pedun-
culated middle lobes of small size. I have used it several times, but usually
considerable laceration of the urethra has been produced and there is
mere hemorrhage than with my technigue in which the mucous membrane
i3 not removed.

Vol. XIV.—3.
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ered into a lateral cavity with the tractor, I have removed the mass
suburethrally, after transverse division of the ejaculatory bridge, as
shown in Fig. 31.

e e ———

Fia. 31.—8howing suburethral method of enucleating median bar.

Fig. 32.—Schematic longitudinal section of the urethra, showing the
median enlargement enucleated beneath the urethra.

After stripping back the capsule (Fig. 32) it is an easy matter to
shell out or to execise the median bar or lobe without opening the
nrethral or vesical mueous membrane covering it.
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Fig. 33 shows a small median bar which was removed in this way
after the enucleation of two large lateral lobes. The patient had been
castrated and there was therefore no object to be gained by preserving
the ejaculatory duets. (Case 25.)

In some eases in which it is desirable to preserve the ejaculatory
ducts, a fibrous median bar may be removed through one of the
lateral cavities of the prostate, after division of one of the lateral walls
of the urethra, as shown in Fig. 34. In this way the “ ejaculatory

Fic. 33.—Photozraph, natural size.

bridge ” 1s preserved. This method has been employed in several
cases.

In the great majority of cases the median mass can he enucleated
through the lateral cavity—the larger the lobe the easier it is.

TREATMENT OF VESICAL CALCULUS AS A COMPLICATION OF ENLARGED
PROSTATE.

When caleulus is present, either litholapaxy, before or during the
prostatectomy operation, or suprapubic or perineal lithotomy may be
performed. Without going into arguments for or against either of
these procedures, it is evident that if a perineal prostatectomy is to
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be performed the ideal procedure is to remove the caleculus at the
same sitting, without erushing it, for litholapaxy is in these eases a
tedious procedure. If, however, the removal of the caleulus intact
will seriously injure the urethra, the ejaculatory duets or the mneck
of the bladder, such a method is contraindicated. To drag a ealeulus
by main force out throngh the urethra, as left by the technique

L - E . —— |

Fic. 34.—Division of lateral wall of urethra to allow extraction of large
caleulus through left lateral cavity.

which I follow, would be at once dangerous and destructive, except
when 1t is small.

I have therefore endeavored to devize a method which would be free
from the dangers mentioned above, and which would also provide for
the removal of large stones, The technique which I have found most
satisfactory iz graphically shown in the accompanying drawing
(Fig. 34).
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As geen here, the urethra is split with scissors along itz left lateral
wall, from the urethrotomy wound in the membranous urethra up to
its vesical orifice. By this procedure, the urethra becomes a common
cavity with that left by the enucleation of the left lateral lobe, and
abundant room is furnished for the extraction of caleuli. If the
cystoscope has shown the caleulus to be only moderately large it is
usually only necessary to dilate the vesical orifice with a uterine dila-
tor in order fo extract it with forceps. If the caleulus is too large
to be thus withdrawn, the orifice is enlarged by a cut through the
vesical mucous membrane covering the left lateral cavity of the pros-
tate, while the stone is held firmly against it by foreeps.

Fra. 35.—Ezact size of caleulus removed through perineal incision.

I have followed the technique described above in 24 cases of caleulus
which are deseribed in full in another part of this paper. Fig. 35
ghows the caleulus which was removed by this method in one case,

The ejaculatory bridge containing the ducts is not injured, no ureth-
ral nor vesical mucous membrane is removed, and the perineal wound
heals just as rapidly as after the simple prostatectomy; in one ease,
perineal leakage ceased after the ninth day. I have not found it neces-
sary to close the divided urethra with sutures, but have simply provided
the double urethral catheter drainage through the urethrotomy wound
and the gauze packing for the lateral cavities as usual. The great
advantage of perineal over suprapubic lithotomy is that the patient
can be propped up in bed at once, and moved into a wheel-chair on the
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third or fourth day. The secret of success in these cases, is to flush
the kidneys and to get the patients out of bed quickly, and this cannot
be done after the suprapubic operation with the same impunity and
rapidly as in the perineal cases. In some cases sectio alta may be
necessary, though an attempt to crush the stone through the perineal
wound may be a decided one. A very careful search should be made
for additional caleuli. If much blood has been collected in the blad-
der it is often advisable to evacuate it and wash out the bladder
thoroughly before continuing the search. * Recurrent caleuli™ after
prostatectomy are usually ealeuli or fragments of ealeuli left behind at
operation.

Fig. 36.—Showing how the tractor may slip beneath prominent lateral
lohes,

Searching for undefecled intravesical lobes—The median and the
two lateral lobes should generally be completely removed each in one
piece. If the cystoscope has shown any peculiar intravesical out-
growth, an effort should be made to remove it with the lobe to which
it is attached by engaging it with the tractor. In order to secure
it, several successive attempts may be necessary. By palpating the
entire prostatic margin with a finger in a lateral cavity against the
blade of the tractor a lobule which has been left behind can usually
be discovered.

When there is no median bar or lobe to hold up the intravesical por-
tion of the prostatic tractor, the blades may slip beneath prominent
intravesical lateral outgrowthe, as shown in Fig. 36. This happened
in one of my early cases and is the cause of an imperfect result. Ro-
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tation of the tractor and palpation with the finger, as described above,
should prevent such an oversight. In rare instances it may be neces-
sary to use the index finger in the urethra in place of the tractor,
particularly in small pedunculated middle lobe cases, as described
above. Whenever one fails to find what has been shown by the eysto-
scope the digital exploration should be employed. The only objection
to it is that the urethra is usually split open by the procedure.
Drainage—DBefore withdrawing the tractor a ecareful examination
should be made by inserting the finger into both of the lateral cavities

Fis. 37.—S8cheme of continuous irrigation apparatus.

and palpating the blades through the vesical mucosa, in order to
determine that no important glandular mass has been left behind.
The tractor is then removed by firet rotating the blades until they
come together and then withdrawing the instrument. Abundant ves-
ical drainage should be provided, as a small tube may easily become
plugged by blood-clots and give great annoyance afterwards.

I now use two catheters of fairly good size. These are fastened
together by ligatures and are prepared before the operation, so that
as soon as the tractor is withdrawn they can be inserted through the
perineal wound into the urethra and bladder. In order to facilitate
their introduction it is best to ent obliquely across the end of each
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catheter and then fasten the cut surfaces together with a single suture,
thus making a common point for the two catheters. If this is not
done one of the catheter ends may catch in a fold of mucous membrane.
One catheter is immediately connected with a tank of normal salt
golution, and the bladder thoroughly washed clean of blood.

After the tubes have been properly adjusted, they are tied by a
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Fie. 38.—Approximation of levator ani musecles with single suture of
catgut,

heavy silk suture to the skin at the upper angle of the wound. The
lateral prostatic cavities are then firmly packed each with a small
strip of gauze, but care is taken that the packing is confined fo the
lateral cavities of the prostate and especially that none may be
allowed to press against the rectum. The tube and gauze drainage
as thus provided is shown n Iig. 37.

Approximalion of the levator ani muscles.—Before closing the cu-
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taneous wound one should always examine the rectum. With a gloved
finger inserted through the anus and another in the wound the rectal
wall should be carefully examined for lacerations or weaknesses.
During this procedure it is well to hold the gauze packing and tubes
out of the way by means of anterior retraction (Fig. 38).

The rectal wall above the anal sphineter iz usually found quite
thin even in cases where no injury has been done toit,and in caseswhere
it has been very adherent to the prostate the musculosa may be some-
what torn and should be drawn together with a suture or two of fine
catgut. If a definite tear into the rectal cavity should be found (and
this occurred four times with me, two being in cases with large opera-
tive cicatrices between rectum and prostate) careful closure should
be made first with a layer of interrupted very fine silk sutures for the
submucosa, then one for the musculosa, and finally a reinforcing layer
of catgut sutures. No trouble should be experienced in effecting a
solid closure if the proper needles (very fine curved patent-eye
needles) are at hand.

After satisfying yourself that the rectum is uninjured the levator
ani muscles should be drawn together to their normal position in front
of the rectum. This can be aceomplished with a single suture of heavy
catgut, as shown in Fig. 38. It is remarkable what a difference this
one suture will make. Before its insertion the levators will be found
widely separated (by the traction which has been made against them)
and the thin rectal wall will be found bulging between them, as shown
in Fig. 38. It is then easy to understand how rectal fistule oceur, for
if great force were put on the thin unsupported rectum (as at stool)
it might easily give way, and if a gauze pack were allowed to press
against it, necrosis might quickly result.

When the levator suture iz placed, the picture changes immediately,
the rectum disappears behind the firm buttress of reapproximated
levators and the danger of rectal breakdown vanishes.

Partial closure of the wound.—If the median perineal incision has
been used, the posterior portion iz closed by buried catgut for the
muscle, and silk or catgut interrupted for the skin. While no im-
portant musecles have been divided (only the central tendon and the
recto-urethralis muscle), it is nevertheless advisable to draw together
the structures which have been so widely separated by retraction.

If the inverted V-incision has been employed the two branches of

YVol. XIV.—4.
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the ineision are partly closed, as shown in Fig. 39, leaving a small
area in front of the gauze and fube drains.

Using this method of closure there is no more distortion of the
perineum after this inecision than after the median, and there should
not be, as there is no more destruction of muscular continuity in one
than in the other; in fact, they only differ in the cutaneous incision.

After-treatment—The patient is generally returned to his room
accompanied by an assistant who sees that the irrigation is going
well, and arranges to have it continued after he has been placed in
bed. The apparatus used is indicated in Fig. 37, but a much
larger tank is employed. We now use a two-gallon porcelain tank
with an outlet at the side. The flow is regulated by a clamp on the

g e

Fia. 39 —Final closure.

inlet tube. The outlet tube drains into a jar by the side of the bed.
If the end is kept immersed in water, air cannot get up the tube,
and siphonage is obtained, thus keeping the bladder empty and pre-
venting leakage around the perineal tubes. The task of keeping the
reservoir supplied with salt solution is not a difficult one, the nurse
having to add a quart about every half hour. It is not necessary to
maintain an even temperature—110° to 120° F. in the tank is about
right—and the temperature is maintained between these fairly well
by the half-hourly addition of the hot salt solution.

A submammary infusion of 1000 ce. salt solution is given either on
the operating table or after the return to bed. This is considered so
valuable, both as a preventative to shock and anuria, and as a cure
for post-operative thirst, that it is never omitted.

The gauze drains are removed on the day after the operation and no
more packing put in. The tubes are pulled out a few hours later,
and on the next day the patient is usually placed in a wheel-chair,
and carried out-doors. No sounds are passed and stricture never
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results. Urotropin is administered early, and water is given in
abundance (by infusion every two or three days if advizable).

Within a few days the patient is generally walking about the hos-
pital. Nothing is done to the wound except to keep it clean, and to
occasionally cauterize exuberant granulations.

I may say that the instrument which I have called * prostatie
tractor * has transformed, for me, the operation of prostatectomy.
Where before (with me—perhaps not with others) an operation was
done somewhat haphazard, depending largely on the sense of touch,
and in the dark: now the entire operation iz performed in a shallow
wound, accurately under visual control, proper regard being paid to the
urethra and to the ejaculatory ducts.

ITI. Ax Awarysis ofF 145 CAsEs oF PERINEAL PROSTATECTOMY FOR
HYPERTROPHY OF THE PROSTATE IN WHICH THE (PERATION
DESCRIBED ABOVE HAS BEEN EMPLOYED.

A. THE ONSET OF THE DISEASEE. ETIOLOGY.

The ages of the patients were as follows:
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A glance at this table shows that prostatic enlargement and obstruc-
tion occur most frequently in the five years between the ages of 65
and 69 inclusive, there heing 3%, or 269 of the cases during that
period of life. The decennium 60 to 69 contains 66 cases, or 46%.
The 15 years between 60 and 74 contains 90 cases, or 629, and the
25 years between 55 and 79 contains 126 cases, 879. There are only
13 cazes under 55 years of age and five cases over 80 years of age.

The cases under 55 years of age were briefly as follows, between
35 and 39 vears of age, one case:
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No. 137, age 37, had never had gonorrheea, had suffered with difficulty
and frequency of micturition for many years. The prostate was not
enlarged, but there was a small median bar and 440 ee. residual urine.
Microscopically, chronic prostatitis.

Forty-five to 49 years of age, three cages:

No. 37, age 47. History of gonorrheea and stricture, calculus, duration
12 years. Catheter life two wvears. Small median bar, microscopically,
chronic prostatitis.

No. 8, age 45 vears. No history of gonorrhea. Urinary difficulty and
frequency for two years, occasional complete retention of urine. Prostate
not enlarged, small fibrous median bar. Microscopically, chronic prostatitis.

MNo. 132, age 47. No history of gonorrhea. Frequency of urination for
10 years. Complete retention of urine two yearzs ago. Residual urine
360 cc. Prostate not enlarged, soft, small median bar. Microscopically,
chronic prostatitis.

Fifty to 54 years of age, 9 cases:

No. 80, age 50. Gonorrhema. Difficulty of urination 10 vears. Occasional
complete retention. Prostate very little enlarged, small round pedunculated
median lobe. AMicroscopically, glandular hypertrophy with prostatitis.

MNo. 61, age 50. No gonorrhea. Duration of urinary symptoms eight
years. Recent complete retention of urine. Preostate slightly enlarged,
a small median lobe, Microscopically, glandular hypertrophy and pros-
tatitis.

Mo. 102, age 52. No gonorrhea. Urinary frequency and pain for seven
vears. Catheter life five months. Prostate slightly enlarged, small median
bar. Microscopically, chronie prostatitis.

No. 143, age 52. History of gonorrhea. Frequency of urination and pain
for one and one-half years. Prostate slightly enlarged, small median bar,
large vesical diverticulum. Microscopically, chronic prostatitis.

No. £9, age 53. History of zonorrhea and severe stricture for 30 years.
Great frequency, difficulty and pain. Contracted bladder, vesical uleer.
Extensive stricture of deep urethra. Small hard prostate, slight median
bar. Microscopically, chronic prostatitis.

No. 66, age 54. Gonorrheea. Urinary difficulty and frequency for several
vears, previous suprapubic lithotomy. Hesidual urine 200 ce. Slight en-
largement of prostate, small median bar. Mieroscopically, fibro muscular
hypertrophy.

No. 17, age 4. No history of gonorrhea. Difficulty and frequency of
urination 153 years. Residual 500 ce. Prostate slightly enlarged, small
pedunculated median lobe. Residual 500 ce. Microscopically, glandular
hypertrophy with chronic prostatitis.

No. 19, age 54. No history of gonorrhea. Intermittent severe hematuria
one year. No difficulty or frequency of urination. Residual urine 220 oo
Considerable hypertrophy of lateral and median lobe. Mieroscopically
glandular hypertirophy.
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MNo. 82, age 54. Gonorrheea followed by stricture, complete retention of
urine, catheter life for eight years. Small hard prostate, multiple vesical
diverticula, severe fibrous stricture of the deep urethra, small median
prostatic bar. Microscopically, fibro muscular hypertrophy, chronic pros-
tatitis.

In the four cases younger than 50 years of age there was no evi-
dence of glandular proliferation or enlargement, and the obstruction
was entirely due to a chronic inflammatory process which had trans-
formed the median portion into a bar, which although small in amount
caused very serious obstruction. In the nine cases, between the ages
of 50 and 54, all but one showed evidence of chronic inflammatory
changes, and in three there was slight evidence of glandular prolifera-
tion and hypertrophy. In one case only was the prostate greatly
enlarged, and in this case there was considerable hypertrophy of the
lateral lobes and a large pedunculated median lobe, all three showing
miecroscopically a pure glandular hypertrophy. It is interesting to
note that in this case there was no urinary disturbance, the onmly
complaint being a frequent profuse hematuria. The symptoms pre-
sented were nothing like so severe as with the small inflammatory
prostates which have been mentioned above.

A review of these cases shows conclusively that chronie prostatitis
may lead to severe obstructive symptoms, large residual urine, multiple
vesical diverticula, complete retention of urine, pain and great dis-
comfort, without the presence of any definite hypertrophy of the
prostate.

In five cases only was there a history of gonorrheea, and in three
of these stricture of the urethra was present, in two of very severe
character requiring external urethrotomy and excision when pros-
tatectomy was performed.

In all of the 13 cases there was urgent need for the operation, and
the splendid results which have been obtained justify the procedures
undertaken.

The urine was infected and contained pus and bacteria, generally
bacilli in 11 of the 12 cases under 55 years of age. All of these 11
cases showed chronic prostatitis. The one case in which the urine was
sterile showed considerable glandular hypertrophy and no prostatitis.

The cases over 80 years of age were five in nuwmber, viz., 80, 81, 82,
82, 87. In three cases symptoms of obstruction had only been present
for three years although in two of these the prostatic enlargement was



46 Hugh H. Young.

considerable. In one case (patient age 82) there had been symptoms
of prostatic obstruction for 24 years and the prostate was so huge
that it could be felt suprapubically where it was palpable as a hypo-
gastric tumor four inches in diameter. The tissue removed weighed
240-G. and the patient is now well, two and a half years after the
operation, and is 85 years old. In the fifth case symptoms had been
present for 10 years and had been characterized by attacks of com-
plete retention of urine which came but seldom, the rest of the time
there being little disturbance.

MARITAL STATE—One bhundred and eleven were married, 19
widowed, 12 were single, and in 2 cases no note was made. The fact
that only 8.6% of these 144 cases were single men might be taken at
once as an indieation that prostatic hypertrophy is one of the uncom-
fortable consequences of matrimony, but without fizures at hand to
show what percentage of men over 50 years of age remain in single
blessedness, it is impossible for me to judge in this matter. There have
been many to assert that prostatic hypertrophy iz largely due to
sexual excesses, and were it possible for me to obtain a truthful history
as to the sexunal habits of my patients it might be possible to prove
that such allegations are true.

As bearing upon this subject it may be interesting to note that
there is not a single case in my series in which the patient was a
Catholic priest, whereas there are 10 cases in which the patients have
been Protestant ministers and all of them married.

That a history of frequent sexual indulgence is not a necessary pre-
cedent I know from a few cases in which the patient distinctly de-
clared that he had not had coitus for many years before the beginning
of his prostatic trouble.

GoxorrH®EA.—Only 46 patients admitted having had gonorrheea
some time in their lives, and in only rare instances was the infection
apparently of severe character. In only eight of the 144 caszes was
there stricture present, and in only three of these was it severe. In
four cases the prostatic trouble seems to have been a direct continua-
tion of an old gonorrheea, but in the remainder of the cases in which
gonorrhoea had been present there is nothing to show that it had
anything to do with the onset of prestatic hypertrophy. In fact,
many of these cases in which gonorrheea at some previous time was
acknowledged, show no evidence of chronic inflammatory changes in
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the prostate, and it therefore seems evident that gonorrheea cannot be
considered as an etiological factor in the development of true hyper-
trophy of the prostate. That it may be the cause of a chronic pros-
tatitis accompanied by marked obstruction to urination is undoubtedly
true, but that it is not the sole cause or in fact the most frequent cause
of chronic obstructive prostatitis is demonstrated by this series of
cases, particularly those younger than 55 vears of age, as described
above.

We may add in passing that it seems clearly proven that Ciechanoiw-
ski’s assertion that nearly all cases of prostatic hypertrophy are in-
flammatory in origin is absolutely incorrect. That a certain amount
of inflammation is undoubtedly present in many of the cases is per-
fectly true, but it is easy to explain the presence of prostatitis when
the bladder is almost invariably infected and the prostatic urethra is
frequently irritated and inflamed by the passage of catheters and
infected urine.

Onset and inilial symploms—The duration of time which had
elapsed since the onset of trouble was as follows:
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In reviewing these cases one is struck with the great variations as
regards duration and course of the disease presented. In 108 cases
the time elapsed was 10 years or less (709 ), and in 45 cases (30%)
less than five yvears had elapsed since the beginning of the trouble.

In six cases the patient had noticed nothing unusual until the pre-
ceding year. In one of these cases (19) there was no urinary dis-
turbance, the only complaint being intermittent attacks of severe
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hematuria. On examination 220 ce. residual urine were found and a
considerable enlargement of median and lateral lobes. In another
case (138) the first symptom was nocturnal incontinence &gix
months previously and up to time of admission there was no fre-
quency or difficulty of urination, yet the catheter found 8590 ecc.
residual urine and a very large prostate was removed. Three cases
(14, 2%, 115) had occasional complete retention of urine although
there had been no symptoms up to a year previously. The sixth case
(94) had a small eystin caleulus and a pedunculated median lobe
and contracted bladder, but had never used the catheter.

In 10 cases the onset of the disease had heen from 16 to 30 vears
before. One of these cases (50), age 71, had begun to have difficulty
of urination 30 vears before, but the disease had remained stationary
until five years before, when he was catheterized for complete retention
of urine. On entrance he was voiding urine every hour with consider-
able difficulty and elight pain, but did not require a catheter. The
prostate was small and soft and there was only a slight median bar, but
1100 ce. residual urine was present.

Another case (137), also of 30 years’ duration, was only 37
years of age, and at the age of seven noticed difficulty and frequency
of urination which persisted up to time of admission. The prostate
was not enlarged and there was only a small median bar present, but
the residual urine varied from 400 to 600 ce. and the catheter was
necessary once or twice daily.

One case (89) which had persisted for 27 years had directly
followed stricture of the urethra due to gonorrheea. The catheter had
been necessary at times. There was 100 ce. residual urine, a con-
tracted bladder with a large ulcer, a prostate which was only slightly
enlarged, with a small median bar inflammatory in character.

In another case (16) symptoms of frequency and difficulty and
occasional complete retention had been present for 25 years, and
suprapubic drainage had been necessary one year previously. The
prostate was very great in size, the tissue removed weighing G-240.

In three cases (70, 84, 101) the onset was 20 years before, and
during this time there had been pain, difficulty, and frequency of
urination.

In two of these (70, 101) caleculi were present. One had used
a catheter for nine years, and one year previously suprapubic drain-
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age had been provided. The prostate in this case was large and
adenomatous in type. In the other two cases (84, 101) it was small
and inflammatory in type.

One patient (120) complained only of painful erections which
had been present for 19 years, and to relieve which he found it neces-
sary to void urine several times during the night, but when erections
did not occur he would sleep all night without urinating. Urination
was somewhat difficult particularly at the beginning but there was no
increased frequency of urination. The prostate was distinetly en-
larged and the cystoscope showed a considerable intravesical hyper-
trophy of the right lateral lobe, which was removed at operation.

One ecase (4) had begun to have frequency and difficulty of
urination 17 years before and during the last five years frequently re-
quired catheterization. The prostate was only moderately hyper-
trophied.

The last case (63) in which the symptoms had been present for
16 years had had complete retention of urine 14 years before, and
had been subjected to several suprapubic operations for caleulus and
severe hemorrhage from the median portion of the prostate, and a
suprapubic drainage apparatus had been worn for seven years. A
very large prostate was removed.

The onset symptoms were as follows:
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Frequency and difficulty of wrination, as shown above, are by far the
most frequent initial symptoms of prostatic hypertrophy oceurring in
60% and 55% of the cases respectively. At the beginning both of
these eymptoms are as a rule very slight in character, and the onset
is generally =o gradual that it iz difficult for the patient to state ex-
actly when urination began to be abnormal. The increase in fre-
quency has generally been recognized first, because the patient had to
arise once or twice to urinate, and in many instances this was the
only symptom for a considerable period of time. Difficulty of urina-
tion has generally been discovered, first because the patient was unable
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to start the flow of urine as quickly as usual when the desire came on.
In other cases the patient has noticed that the stream was definitely
smaller than normal and that force was required to void, so that defi-
nite obstruction was recognized, but in a great many cases no obstruc-
tion has been appreciated for some time after the beginning of the
disease.

In a number of cases the frequency and difficulty of urination have
been intermittent in character, and after the initial attack mormal
urination has followed for a time.

Pain.—Pain has heen noted as an onset gymptom in 25 cases. In
12 cases there was only a slight burning in the urethra during urina-
tion and in 3 the pain was merely the discomfort produced by severe
straining to void. In one case there was a sharp pain which followed
sudden stoppage of urine during micturition. One case (5) was
characterized by a severe pain which came on at the beginning of uri-
nation being apparently located in the base of the bladder, but rapidly
radiating from there upward “along the course of the ureter and
terminating in the region of the right kidney ” where it would last
with considerable intensity for three minutes. These symptoms which
came on suddenly persisted for one month, during which time they
recurred with each urination, they were finally relieved by going to
a mineral spring and drinking water in abundance. No calculus was
ever passed or found in the bladder.

Eight of the 24 cases complaining of pain had calculus of the blad-
der. 1In two cases (37, 122) the first pain was a severe attack of pain
in the back (probably renal colic), followed by vesical pain, due to the
passage of stone into the bladder. In six of the cases there was no
pain in the back and the stone was probably vesical in origin. In
three calculus cases the pain at onset was a slight smarting during
urination located in the urethra. Two of the calculus cases began
with sudden severe pain in the urethra, but in another case there was
only a very slight irritation at the neck of the bladder.

The last caze (47), in which a very large oxalate caleulus was after-
wards removed, the onset symptom was a burning sensation in the
urethra during the night, and a slight frequency of urination during
the day, 10 years before admission. Six years later he began for the
first time to get up at night to urinate and after that urination was
very frequent during the day but there was no pain until one month
before admission, and then only a slight dull feeling of soreness in
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the urethra during and after urination. There was never any severe
pain or hematuria, and yet at operation a mulberry calculus with very
large rough spicules and about 6 em. in diameter was removed. The
fact that there was only 15 ce. residual urine and a bladder which was
greatly contracted (capacity 50 ce.) makes the absence of pain all the
more remarkable,

One case (52) began with pain in the kidney three years before ad-
mission. He died after operation and autopsy showed double pyone-
phrosis.

A most peculiar case (120) was one of considerable prostatie hyper-
trophy in which the onset symptom, and in fact the only symptom
during the 19 years preceding his admission to the hospital was a
severe pain in the perineum and deep urethra coming on at night and
always associated with erection of the penis. Although the prostate
was quite large there was never any difficulty or frequency of urina-
tion, but the patient would have to arise to urinate several times
almost every night on account of painful erections, and it was on this
account that he sought relief.

Hematuria.—This was present as an onset symptom, as stated
above, in seven cases. Only one of these patients suffered with cal-
culus (case 23).

In one case (19) without previous urinary trouble the patient
voided several large clots and during the following year there were
five attacks of painless hematuria during which much blood was lost.
On admission there was no frequency or difficulty of urination, but a
considerable enlargement of both lateral and median lobes was present.

In another case (46) there were two hemorrhages from the blad-
der which appeared some time before any other urinary disturbance,
but did not reappear.

In two cases (20, 27) there was hemorrhage at the end of urination,
which reappeared at intervals for several years up to the time of
operation.

In one case (16) the disease began with hematuria 24 years previous
to admission. After treatment at a mineral spring the blood did not
appear again.

The last case (84) began with profuse hematuria and a diagnosis
of congestion of the kidneys was made, but after a short while the
hemorrhage disappeared and did not reappear during the 20 years
of his trouble.
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It seems remarkable that hematuria is so infrequent in cases of
prostatic hypertrophy which were associated from the beginning with
vesical caleulus, and the fact that in the seven cases detailed above
only one was associated with caleulus shows that the latter has very
little to do with initial hematuria. Of particular interest are the
cases of profuse hematuria recurring at intervals (and shown later
to come from considerable median prostatic enlargement), but en-
tirely free from urinary disturbance of a serious character.

Complete relention of urine.—This has been the first symptom in
eight cases. Omne case (81) had complete retention of urine 12 years
before admission and was catheterized for two days, but never re-
quired catheterization afterwards. The second case (31) had com-
plete retention of urine five years before, due to impaction of a
small calenlus in the urethra which was passed in three days. The
third case (14) began with complete retention of urine and required
catheterization at intervals afterwards. The fourth case (62) began
with complete retention of urine three years before, and had to be
catheterized for three months, but was never catheterized after that.
Th fifth case (128) began with complete retention of urine 12 years
before and required catheterization occasionally afterward. The sixth
case (22) began with complete retention 10 years before, but voided
without catheterization. For two years before admission the catheter
was used daily on acecount of incomplete retention. The seventh ease
(139) began with complete retention 10 vears before but was relieved
by medicines internally and began the use of the catheter again only
five weeks before admission (on account of incomplete retention). The
eighth ease (8) began with complete retention of urine during typhoid
fever and was catheterized for several weeks. Afterwards the patient
was catheterized occasionally owing to complete retention or difficult
urination.

It will be noted that in none of these cases did retention of urine
ever become permanently complete, and in fact it is remarkable that
the subsequent course was characterized by less use of the catheter
than is usually present in most cases of prostatic hypertrophy. 1t is
also interesting to note that in four of these cases the complete reten-
tion of urine came on 10 years or more hefore admission to the has-
pital, and yet none of these cases became dependent upon the catheter.

Incontinence of urine.—As mentioned above this occurred in eight
cases as an onset symptom, but in two of these there was merely a
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slight dribbling of urine at the end of micturition. In three cases,
however (28, 136, 138), the only symptom was nocturnal incontinence
of urine which occurred every night, and was not associated with any
frequency or difficulty of urination. In one case this was present for
three years, when complete retention of urine came on and catheter
life was begun. In the zecond case (136) it persisted as the only
symptom during the two years previous to admission, and in the third
case (138) it had been the only symptom present for six months pre-
vious to admission.

All of these cases were similar in having no frequency or difficulty
of urination and no incontinence by day. Two were catheterized for
the first time in the hospital and 580 and 600 ce. residual urine re-
spectively was withdrawn.

The sixth case (3) was associated with tabes dorsalis and came on
with frequency and difficulty of urination, and nocturnal incontinence
of urine 14 years before admission. These symptoms persigted for
three months, when he was catheterized by a physician and after that
wag unable to void and led a catheter life for 14 years. (It is inter-
esting to note that natural urination at normal intervals was estab-
lished in this case by removal of the prostate, which was moderately
but definitely hypertrophied.)

The seventh case (119) began two years before admission with occa-
sional incontinence of urine during the day and a feeling of pressure
in the bladder, but with no difficulty or frequency of urination. There
was also marked impairment of sexual powers and of the knee-jerks.
He was catheterized and led a catheter life afterwards. After pros-
tateetomy the incontinence persisted and girdle pains and other symp-
toms of spinal disease showed themselves.

The eighth case (100) began with incontinence, difficult and painful
urination eight years before admission. The incontinence persisted
for only a few weeks.

Remarks.—A study of these eight cases with incontinence as an
onset symptom shows that with exception of two cases the disease was
due to over-distention of the bladder and not to spinal disease, and
the fact that they have been cured by prostatectomy shows that this
symptom iz no contraindication to operation. The incontinence is
probably due to the peculiar disposition of the prostatic enlargement
at the vesical orifice leaving an opening through which the urine can
continuously escape, but why the external sphineter does not prevent



54 Hugh H. Young.

the incontinence is to me inexplicable, in view of the fact that after
suprapubic prostatectomy the prostatic orifice is often very greatly
dilated, and yet incontinence very seldom occurs.

B. STATUS PRESENS.
The symptoms present on admission were as follows:

¢ Pain, slight ..... it R e R LRLS T 3 e R R b e o by Al 16 Cases,
e b T e e T B e Ay A I et -7 R
e L R b (RS B E 0 B i )y i oo P B i o i o im0 ety i e i
e H g L] et et et P P A e s Y gig
¢. Difficulty of urination, slight .......... e e L s s
Coma e A D e i e et s T el e T R
I o b T oo g b T e e e e B i
¢. No inerease in frequency or difficulty of urination .......... e

f. Frequency of urination, 95 cases in which the interval be-

tween urinations was less than %% hour in............ T i
Between 3 and 1 hour in............ L i
e s s e Al
SehonresIn e e 1ty [
I o i o I Tdes

a. Pain.—As shown above, pain has been present in over 50% of
the cases. In some of the cases it was very slight, and evinced itself
as a burning or aching pain in the deep urethra and generally worse
during urination. In the majority of cases, however, it was fairly
considerable and was characterized by pain which began in the neck
of the bladder just before urination and radiated from there to the
end of the penis. In some instances this pain was very severe and
was accompanied by marked vesical tenesmus, straining and abdominal
spasm, this was particularly true in 20 cases associated with calculus
in the bladder, but there were many other cases in which the pain was
just as severe in which no calenlus was present. In a number of these
cases a severe pain radiating to the end of the penis and felt most
severely just behind the glans, and which is considered almost patho-
gnomonic of vesical caleulus was present. This severe pain without
the presence of caleulus was frequently due to cystitis and was often
associated with vesical contracture. In other cases, however, it was
associated with considerable distention of the bladder and a large
residual urine. In some instances the pain came on when the bladder
became full and completely disappeared after catheterization, but in
several cases the catheter afforded no relief. One of these patients
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(54) catheterized himself 12 times a day. The bladder was con-
tracted and considerably inflamed, but there was no stone found and
natural urination has been established by prostatectomy. Another
such case (10) voided urine every two hours with great pain and
difficulty. There was only 100 cc. residual urine and the bladder was
markedly contracted, but no calenlus was present. Another caze (117)
voided urine every half hour with great pain, but there were only 30
ce. residual urine present, and no caleulus. Several cases in which
the prostate was not enlarged except in the shape of a small median
bar and in whom the microscope showed chronic prostatitis, belonged
to these cases of frequent and painful urination with contracture of
the bladder and little residual urine.

Two cases in which calenuli were found were remarkable for the
abgence of pain. Omne (23) had a ealeulus about 2 em. in diameter,
but the bladder was very greatly distended, holding 2000 cc. residual
urine. In the other (47) the bladder was greatly contracted and there
was very little residual urine and the stone was very large, and it is
difficult to explain th2 absence of pain. In several cases the patient
complained of a dull aching pain in the back, and in four cases there
wag definite evidence of renal infection and a suggestion of renal cal-
culus. A slight dull aching pain in the rectum was not an uncommon
svmptom and appeared most frequently during and after defecation,
but in only a few cases (notably cases 114, 28) was there a severe
aching pain present in the rectum. In both of these large vesical
caleuli were present,

In one case (5), mentioned before when discussing onset symptoms,
the pain began in the bladder and radiated to the kidney. Une case
(130) was remarkable on account of very severe pain, which was
located in the lumbar region of the spine and was accompanied by
paroxysms of excruciating pain which ocenrred at frequent intervals
and were provoked by movements of any sort. A spinal tumor was
suspected but no other symptoms suggesting it were present.

Remark.—In reviewing the occurrence of pain in these 145 cases
of benign prostatic hypertrophy one is struck by the fact that it is
limited almost entirely to the region of the bladder and urethra, and
in almost all cases is intermittent in character, coming on generally as
the bladder becomes full, generally increasing during urination and
sometimes being very severe at the end. A pain radiating to the
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end of the penis, which is considered so suggestive of stone, is often
seen, without the presence of caleulus, and simply means that spas-
modie pain originating in the prostate is generally referred down the
urethra and most often to the end of the penis.

It is interesting to note that the pains presented in these cases are
entirely different from those generally seen in cases of carcinoma of the
prostate, in which pain is a very much more prominent gymptom, is
often almost constantly present as a dull or severe aching in the pros-
tate, rectum and perineum, and in the more advanced cases iz asso-
ciated with severe pain in the back, buttocks, thighs, and legs follow-
ing the course of the pelvic nerves.

b. Hematurin.—As stated above this was present in 22 cases (15%),
but in seven cases was slight. It is interesting to note, that in the
24 cases which were associated with vesical caleulus, hematuria was
present in only seven cases. Among the 17 cases in which it was
absent were three cases in which very large caleuli were found, and in
the other cases, from one to seven caleuli were present, and of varying
size and character. In many of these cases the bladder was contracted
g0 that one would have expected hematuria as a result of the caleuli
being forced against the prostatic orifice at the end of urination, but
such was not the case. In the five cases in which hemorrhage
was a conspicuous feature of the disease, caleuli were not present
(cases 19, 74, 27, 63, 11).

It is interesting to note also that in none of these cases was a
catheter used, the hemorrhage coming on spontanecusly and without
apparent reason. In two cases (19, 11) in which the hemorrhage
was very marked, urination was almost normal and there was little or
no residual urine, and in another case (63) in which very alarming
hemorrhages occurred, constant suprapubic drainage was present and
there was no traumatism and no vesical spasm to account for the
hemorrhage. These three cases, however, were each associated with
considerable intravesical prostatic hypertrophy.

¢. Difficulty of urination.—The 10 cases in which the difficulty of
urination was described as slight comprise very inferesting cases.
In three cases there was over 1000 ce. residual urine (44, 30, 107) and
neither of these patients had been catheterized. One was associated
with a very large diverticulum of the anterior wall of the bladder.
One (94) had caleulus. One (19) had had severe attacks of hema-
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turia. Ome (5) suffered severe pain in bladder and kidney, and two
cases in which small median lobes were present oceasionally had com-
plete retention of urine. One (143) voided with ease at fairly normal
intervals and there were only 65 cc. residual present, but the eystoscope
showed a fairly large diverticulum (which had dragged the left ureter
" into this orifice) and other evidences of considerable intravesical ob-
struction.

In 78 cases there was considerable or very great difficulty of urina-
tion, and many of these cases used a catheter more or less frequently
to obtain comfort. In a number of instances efforts at urination
were attended with very great difficulty, severe spasm of the abdomen
and bladder, and not infrequently compulsory defecation so that it
was necessary for the patient to go to stool every time the desire to
urinate came on (and this very frequently).

In many cases although the prostate was considerably enlarged, and
a large amount of residual urine was present, micturition was not
very difficult or frequent, and had it not been for the discomfort of a
distended abdomen, slight pain and oceasionally hematuria, the patient
would probably not have sought operative relief. A number of the
cases presented great variability as to the diffieulty of urination, at
times going several weeks with almost normal urination, when sud-
denly an attack of difficulty, frequency and pain on urination would
come on without apparent cause, and not infrequently requiring
catheterization.

d. The sixz cases of dribbling of urine have been spoken of be-
fore (see onset symptoms). With one exception they were all char-
acterized by a greatly distended bladder which had never been cathet-
erized. In one case (84) the bladder was contracted, irritable, there
was only 250 cc. residual urine, and the prostate was of the small
inflammatory type.

e. The three eases in which there was no difficulty of urination
were each characterized by considerable enlargement of the prostate,
and in two cases, both of which had never been catheterized (cases
118, 138) there was 660 cc. and 890 cc. residual urine respectively
present, and both suffered from noeturnal incontinence of wurine.
The third case (120) showed 35 cc. residual urine, but the bladder
was trabeculated and contracted. The only complaint was pain in
the perineum, associated with frequent erections at night.

Vol. XIV.—&.
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Sexual Powers.
The following tabulation gives the condition as regards presence of
erections and indulgence in sexual intercourse on admission. The
cases have been grouped according to age as follws:

Ercctions, Underb0yrs, 20 to 6 i) to G4 70 to 78 £ to 80
Eresenl, oo sases p Cases. 21 Cases, 30 Cases, 9 Cases. 0 Cases,
Impaired ......... e I 15— L 0 6
Mot present ....... 0 * Rl il = 1 E L A
Not noted -.....e-- )i B #t R 1 P o

Sexual Intercourae,

Mormal ...ooiiieail 4 Cases. 17 Cases. 17 Cases. 4 Cases. 0 Cases
Impaired ......... R B 1 b 1 LT i
Mot performed .... 0 1 1E P i -t
Eaintls s i | S 1A Bih e | |
Not noted ..... SEmnE e | et 2l ERLE 14 £

According to the above figures the sexual powers in patients under
50 years of age were normal in 1009 of the cases.

Between 50 and 60 years of age, erections were normal in 78% of
the cases noted, and present but impaired in 119, and coitus was
normal in 74% of the cases noted, and present but impaired in 21%.

Between the ages of 60 and 69, erections were normal in 55% of the
cases, and impaired in 25%. Coitus was normal in 389, and present
but impaired in 329.

Between the ages of 70 and 79, erections were present in 329 of
those noted, and impaired in 14%. Coitus was normal in 21%.

Catheler Life.
a. Complete retention of urine occurred at some time in 64 cases,
and required the use of the catheter. The time at which this oceur-
red was as follows:

Less than 1 month before admission.......... 13 Cases,
Between 1 and 6 months * = .......... 6 "
1 year o e e
2 years AR e g
3 vears R e e e 7 A
4 years ) T ot 3 e
b yvears R L L W o T S
6 to 10 vears L i 36
14 years e L 2 [
Time-notmeted: . 0 aEsinnrems Tl Lok

Total ca=es with complete retention at
gome e e e R R e e 6
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b. No attack of complete retention, 45 cases.

¢. No catheterization for any cause, 20 cases.

d. The catheter had been employed more or less regularly for in-
complete retention of urine in 70 cases, as follows:

Tenassthan 1 -mom bl e e e et g 9 Cases
Between 1 and 6 months ..........cc0vvweenn. {1
B T e e e o T P
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e. The patient led a catheter life, retention of urine being complete
in 35 cases, as follows:

BRI W N T b a7 1P Ly i e s 12 Cases
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f. In these 35 cases in which retention of urine was complete (e)
the catheter was employed by the patient when admitted to hospital
at the following intervals daily.

1T 10y e ; 1 Cases,
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g. In 55 cases the retention of urine was incomplete, but the
catheter was employed at the following intervals daily:

2 houra: .o e e e ke e e e ] i L gl
CRE o o D O B S G o e P P g R
batimesdally e e D
g = T A o D e o e i
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fi. The catheter had never been used in 31 cases.

t. In cases it was not being used on admission to hospital al-
though it had been necessary at some previous time owing to one or
more attacks of retention of urine.

4. In seven cases suprapubic fistuls were present, and no urine
came through the urethra.

k. In three cases the urine passed through a retained catheter in
the urethra.

I. In two cases catheterization was impossible and suprapubic aspi-
ration was employed.

m. The amount of residual urine found with a catheter was as fol-
lows :
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n. The bladder capécity on examination was found to be as follows:
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0. In 25 cases with calculus present the residual urine and bladdex
capacity was as follows:
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The Condition of Patient at Time of Operation.

As bearing somewhat upon the condition of the patient it
will be interesting to refer to the table of ages, which shows that 45
cases were over 70 years of age (31%) and that 16 cases were be-
tween 75 and 79 years of age, four between 80 and 84 years of age,
and one 87 years of age. Eighteen cases were described as being in
a very weak condition, and one of these had developed the morphia
habit. In seven cases there was marked emphysema of the lungs.
Arteriosclerosis was a very common finding, but in six cases it was
very marked, and in one case was associated with severe attacks of



62 Hugh H. Young.

angina pectoris (67), and in another case with hemiphlegia (91).
In 22 cases heart murmurs and other evidence of old endocarditis were
present, and in eight cases the heart was enlarged although no mur-
murs were heard. In many cases the heart was well compensated,
but in several instances there was considerable lack of compensation,
and the condition of the heart was serions. Two of the fatal cases
were classed among these.

There was definite kidney infection in six cases (69, 109, 24, 75,
70, 52) and in two cases nephrolithiasis.

Five patients were suffering from uremia, in two cases of a very
severe type and associated with considerable fever (109, 52).

Urinayses—The urine was of low specific gravity and of low area
content in so many cases that it iz impossible to say just how many
were suffering from definite nephritis.

That a great many cases were complicated with more or less severe
kidney lesions is undoubtedly true. The correct estimation of albu-
min and the finding of casts was interfered with in most cases by the
large amount of pus present, but in 10 cases granular casts were
found, and they were probably present but not detected in many
others.

In one case (20) there was complete guppression of urine before the
operation, and in three other cases mausea and vomiting with other
symptoms of uremia.

The urine was acid in 111 cases and alkaline in 14, and neuntral in
five cases. It was clear and contained no pus in eight cases. Pus was
present and noted in 126 cases, and in 13 cases the presence of casts was
noted.

In most cases the urine was examined immediately after voiding in
a clean vessel, a stained specimen being made after centrifugalizing.
In 53 cases bacilli of the colon type were present. In 14 cases cocci,
probably staphylococei, were present. In 18 cases the urine was
sterile, no bacteria being found after careful examination. In 13
cases bacteria were found, but the character was not noted.

Epididymitis.—Epididymitis had been present at some time before
operation in 29 cases (209:). In 19 cases it was single and in 10
cases both sides were involved. In three cases acute epididymitis was
present at the fime of operation.

Hernia.—Hernia were present in 16 cases, single in 11 and double
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in 5, all in the inguinal region. One case also had a ventral hernia
following suprapubic prostatectomy.

Hemorrhoids were {requently present and generally gave no trouble
after the prostatic obstruction had been removed.

Stricture of Urethra.—Definite stricture of the urethra was present
in eight cases. In two cases (82 and 89) dense hard strictures of
small caliber were present in the bulbo membranous region. Three
cases (141, 133, ¥3) had strictures of the bulbous urethra
of large caliber, but in the last case quite fibrous in type. In three
cases (95, 55, 53) strictures of the pendulous urethra were present,
and in two cases were quite fibrons and required dilatation. It is
probable that strictures of large caliber were present in other cases,
but as a careful examination of the anterior urethra with bougies-i-
Eoule was not made a routine procedure, some ecases may have been
overlooked. A careful examination for sirictures should always be
made as their presence has much to do with the closure of perineal
fistula after prostatectomy, which fact a study of the above ecases
foreibly brought out.

Previous operations.—A Boltini operation had been performed in
six cases, four by myself. These cases are of interest. Case I (108)
had considerable enlargement of bhoth median and lateral lobes. Two
attempts were made to perform the Bottini operation, but both were
unsuccessful owing to the burning out of the electrical tfransformer
which was used in this particular hospital (not the Johns Hopkins).
This is the only case in which this accident happened in my practice.

Cage IT (11), characterized by two very large lateral lobes, was
completely relieved of all urinary obstruction and urinary frequency
by the operation, but began to have severe hemorrhages one year later
and perineal prostatectomy was performed to remove the very large
intravesical lobes and the bleeding ceased.

Case III (24) had a small median lobe, a contracted bladder and
little residual urine, and was not improved by the Bottini operation.

Case IV (145) was exactly similar to case III.

Case V (71) had been subjected to two Bottini operations and one
perineal prostatectomy in Germany without success. An examination
showed a small globular median lobe.

Case VI (9) had had three Bottini operations and suprapubic
drainage.
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Suprapubic prostatectomy had heen previously performed in two
cases (by others) with unsuccessful results. In both of these cases
(83, 116) considerable enlargement of the prostate remained.

Perineal prostatectomy had been performed in one case mentioned
above.

Castration had been performed in three cases (24, 25, 145), in all
with unsatisfactory results. In two cases perineal prostatectomy
showed the lateral lobes very little enlarged and possibly atrophie, but
an obstructing median bar was present. In the third case the pros-
tate was very large and showed not the slightest evidence of atrophy.

Suprapubic drainage had been supplied in eight cases, and the pa-
tients wore some form of drainage apparatus on admission to the hos-
pital, and were unable to void through the urethra.

Suprapubic lithotemy had been employed in one case and was fol-
lowed by closure of the bladder. In three of the cases in which the
sinus persisted caleuli had been present.

Litholapary had been performed several years previously in one
case.

Perineal section on account of stricture of the urethra had been
performed in two cases (89, 82). In both of these cases very severe
urethral strictures were present and the prostatic obstruction was
inflammatory in type.

The Character of Prostatic Enlargement.

Rectal examination.—The size of the prostale as determined by
rectal examination was ag follows: Apparently not enlarged, 4 cases;
slightly but definitely enlarged, 26 cases; moderately enlarged, 50
cases ; considerably enlarged, 52 cases ; very greatly enlarged, two cases;
huge, one case.

The exact description of the size of a prostate as felt by rectal ex-
amination is always difficult, and I have as yet found no satisfactory
method of stating the zize that I think a prostate is, on rectal exami-
nation. In almost all of these 145 cases the record of examination
is my own, so that variations which may arise when examinations are
made by numerous observers is largely eliminated.

The facility with which a prostate may be felt in a given case has
much to do with the impression one gets of ifs size, e. g., in a very
thin person with a slight amount of perineal tizsue the prostate usually
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seems larger than in cases in which the perineum is fatty and the
prostate difficult to reach.

The four cases in which the prostate was apparently not enlarged
were shown with the cystoscope to have definite enlargement of the
median portion (bar or lobe), and in many of the cases, in which the
enlargement was described as slight, the obstruction was largely of
this type, but although these cases showed only a slight hypertrophy
of the prostate they were accompanied by symptoms sufficiently severe
to require relief, and in many instances the obstruction was as com-
plete as with some of the largest prostates. In this series of cases it
was shown conclusively that eystoscopic examination was absolutely
necessary to determine the cause of the obstruction, for in many of
these small prostates one would not have been justified without cysto-
scopic examination in saying that the prostate was responsible for the
svmptoms and obstruetion present.

In many of the larger prostates the rectum was considerably im-
pinged upon by the prostatic mass and in some cases very little space
was left between the posterior surface of the prostate and the sacrum.
Many of these cases suffered with considerable bowel obstruction,
chronic constipation, and in some cazes defecation was not only difficult
but painful. It is remarkable, however, that pain in the rectum was
notable particularly for its absence, thus differentiating these cases
from the malignant prostates.

Surface—The poszterior surface of the prostate was deseribed as
irregular in 14 cases and nodular in one. This irregularity usually
consisted in the presence of one or two prominent lobules which pro-
jected from the gemeral level of the prostate. In four or five in-
stances it seemed as if a small lobule of gland tissue had broken
throngh the eapsule and developed extraprostatically (=0 to speak).
This was most commonly present at the upper end of one of the
lateral lobes, by the side of the ejaculatory duct, where the capsule is
known to be least dense.

In other cases, however, the surface of the prostate was distinetly
irregular. This irregularity was most common at the upper end of
one or both of the lateral lobes, and was usually associated with a cer-
tain amount of chronic prostatitis and seminal vesiculitis. Occasion-
ally, however, the lateral borders of the prostate presented an irregu-
lar ridge. Periprostatic adhesions and bands were present in a few
cases, in some instances producing septa which stood out prominently
in the rectum.
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In the vast majority of cases, however (130 out of 145), the sur-
face of the prostate was smooth and the general contour fairly regular
and symmetrical with the exception of an occasional greater enlarge- -
ment of one of the lateral lobes. The median furrow and notch were
obliterated in many cases, but in others they were wide and deep. I
could make out very little relationship between the character and
amount of ohstruction present and the presence or absence of furrow
or noteh. It is generally held that when the median lobe is enlarged
the superior notch is obliterated, and while this is true in many cases,
and particularly those of large median lobes, I have seen a number
of cases with little or no median enlargement in which the notch and
furrow were obliterated, and cases of median enlargement in which
the notch was present.

My opinion is that the notech and furrow are dependent upon the
direction of growth of the lateral lobes and whether they are closely
bound together by the capsule or not. Where the capsule is lax and
thin the lateral lobes frequently have a divergent growth, a tendency
to grow laterally, and upward and outward into the region of the
seminal vesicles, and in such cases we frequently find wide and deep
furrows and notches. I have noticed that such cases are frequently
associated with very little cbstruction to urination in comparison with
the size of the prostate, and I believe it is becausze, not being firmly
held together by the capsule, they do not greatly compress the urethra,
and urination is little interfered with.

Consistence of prostate—The prostate was described as distinetly
soft in 56 cases; elastic in 26 cases; firm in 45 cases; moderately hard
in 14 cases; very hard, no cases.

The seminal vesicles were slightly indurated in 19 cases, and moder-
ately indurated in five cases, in the remaining cases there was no
induration found.

The intervesicular space was slightly indurated in two cases and
moderately indurated in two cases. The whole base of the bladder
felt hard in one case.

Glands were palpable in the pelvis in five cases.

As shown by the above figures the soft and the elastic prostates form
by far the greater number, in fact these two varieties should be classed
together, as there is only a slight variation between them. The pros-
tate in such cases was soft, compressible, generally elastic but at times
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boggy. The capsule covering it was apparently very thin and the
consistence was usually uniform, though small areas or lobules of a
firmer consistence were sometimes present.

The size of the prostate in these cases was generally considerable,
there being only eight out of the 40 cases which were described as
slightly enlarged in which the prostate was soft.

The 45 cases in which the prostate was deseribed as firm comprise
cases in which there was no induration present and in which the
prostate was elastic, but the elasticity was of moderate degree and
evident only on moderate pressure. The consistence in these cases
was usually uniform and the surface smooth.

In the 14 eases classed as moderately hard the consistence was not
elastic, but quite firm, although not of stony hardness. In these cases
there was usually no uniformity in consistence, there being places
of greater induration than others and often slight irregularity of sur-
face, and the induration was generally most marked at the upper
end along the region of the ejaculatory ducts and adjacent to the
basges of the seminal vesicles.

The complete absence of cases of stony hardness of the prostate is
interesting as showing an important differentiation between benign and
carcinomatous enlargement. The figures in regard to the seminal
vesicles are not entirely aceurate owing to the fact that they could
not, owing to the size of the prostate, be reached with the finger in
many cases, but among the 90 cases of slight and moderate enlarge-
ment of the prostate it should have been possible in nearly all cases
to appreciate induration in the region of the seminal vesicles and in
the intervesicular space had it been present. I therefore feel safe in
asserting that in the great majority of cases of enlarged prostate, the
seminal vesicles are negative.

A study of the cases in which the prostate was described as moder-
ately hard shows that the prostate was only slightly enlarged in most
of the cases, and microscopic examination showed a condition of
chronic prostatitis or fibro-muscular hypertrophy. In five cases in
which a single hard area, usually a small rounded lobule which pro-
jected beyond the limit of the prostatic capsule at the upper end of the
prostate on one side, was present, the prostate was more or less con-
giderably enlarged, but the rest of the prostate in each of these cases
was described as smooth and elastic. No case of considerable enlarge-
ment of the prostate with marked general induration is present in this
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series, and this is all the more remarkable because there are many
cases of considerable prostatic hypertrophy in which the mieroscope
shows marked prostatitis. There is, however, usually a large amount
of adenomatous tissue present, and the softness which this imparts
has apparently been sufficient to keep the prostate from feeling hard.

In two cases small smooth isolated lobules with marked induration
projected from the anterior portion of a prostatic lobe, and the seetions
in both of these cases showed localized prostatitis in these portions.

Two cases in which the prostate was considerably indurated and
irregular were found at operation to contain numerus seed caleuli,
which was scattered throughout the prostate, but were particularly
numerous just beneath the posterior capsule. In both of these cases
the induration was sufficient to make us suspect carcinoma.

A review of the 24 cases which showed more or less induration of the
seminal vesicles or intravesicular gpace reveals but three cases of more
than slight enlargement of the prostate. In the majority of instances
the prostate was of a small fibro-muscular or chronic inflammatory
type, and the process in the vesicles was evidently similar in character.
In most cases it was shown merely as a slight thickening of the seminal
vesicles. In four cases an indurated cord or two was present in the
region of the vesicle, and in five cases one or more enlarged glands
could be felt adjacent to the seminal vesicle or along the pelvie wall
a little further out.

The great rarity of palpable or enlarged glands in the pelvis in
these cases is all the more remarkable when we consider the large
number of eases in which there iz considerable vesical infection and
inflammation which has extended to the prostate and seminal vesicles.
This observation is true also as regards cases of chronic gonorrheeal
prostatitis and seminal vesiculitis, in which I have made many care-
ful examinations and have only found palpable glands in very rare
instances. The fact, too, that in fatal cases of carcinoma of the pros-
tate, enlarged glands have been found at auntopsy in the pelvis in only

7 out of 100 cases would seem to show, along with the findings given
above, that the pelvic glands are little prone to involvement either in
inflammatory or in malignant disease of the prostate, and therefore
their presence or absence is apparently of very little diagnostic value
in differentiating benign and malignant prostatic enlargement.

The indurated cords which have been mentioned above were similar
to those which are commonly felt in chronic inflammation of the
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prostate and seminal vesicles, and are in some cases, I believe, simply
indurated vasa deferentia. In other cases, especially where multiple,
they are certainly indurated lymphatics which accompany the seminal
vesicle.

In view of the importance of induration in the region of the prostate
and seminal vesicles, I will give briefly the rectal findings in four
cases which were afterwards found to be carcinomatous.

Case I.—No, 10, carcinoma series. Freguency and difficulty of urination
for three years; no pain until recently. He has complete retention of urine
and 1500 cec. iz withdrawn. The prostate is only =lightly larger than
normal, smooth, uniformly indurated and of stony hardness. DBoth
seminal vesicles are slightly indurated. The cystoscope shows no intra-
vesical lobe, but a small hypertrophied collar all around the orifice. With
finger in rectum and cystoscope in urethra there is considerable increase
in the median portion. At operation both lobes were extremely ffbrous,
closely atiached to the capsule and had te be excised with scissors and
sealpel. The tissue removed weighed only G-8, and microscopically showed
carcinoma.

Casg II.—No. 11, carcinoma series. Frequency and diffieulty of urin-
ation for four years. Pain in bladder, no hematuria. The prostate is
moderately enlarged, round and smooth. The right lobe is the larger and
is slightly indurated, but is slightly hard, but the induration does not
extend into the region of the zeminal vesiclez. Several indurated cords
run upward from it to the lateral walls of the pelvis. The left lobe is
smaller, softer and there are no indurated cords. The seminal vesicles
are not palpable, there is no intervesicular mass and no enlarged zlands.
The cystoscope cannot be introduced into the bladder. At operation the
prostate was not difficult to separate from the rectum and was only slightly
indurated. At the upper end the right lateral lobe was adherent and had
to he excised with scissors. Examination showed an area deep vellow
in color and hard as cartilage. The rest of the hypertrophy was benign
in appearance. Sections from the suspicious area showed adenocarcinoma.

Casg IIl.—No. 9, carcinoma series. Frequency and difficulty of urin-
ation two years. Pain in the urethra, no hematuria. The prostate is
conziderably enlarged, smooth, rather hard in consistence, the median
furrow is shallow, but the notch is quite deep. The seminal vesicles cannot
be palpated, but the lateral lobes extend upward and ocutward into the
region of the seminal vesicles and are quite closely adherent to the pelvie
walls. The ecvstoscope shows two large intravesical lateral lobes; no
median lobe present. At operation the lateral lobes were surprisingly
small and very adherent. Microscopic examination showed benign hyper-
trophy with one small area of definite malignancy.
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Case IV. No. 12, carcinoma series. Occasional frequency of urination
for one year. Fain during urination for six months. The prostate iz very
slightly enlarged, irregular and very hard. At the base of the right seminal
vesicle there is a small area of induration 1 cm. in size, above that the
gominal vesicle is negative. The left vesicle is negative. The membranous
urethra is emlarged, hard, the induration being continuous with that of
the prostate and extending to the bulb. No enlarged glands felt. It is
impossible to pass instruments owing to tight stricture in the membranous
urethra. At operation the prostatic tissue was very hard, adherent to the
capsule, and had to be cut away with secissors especially in the region of
the base of the right vesicle. The microscope showed carcinoma.

Benign cases suggesting malignancy :

I (105). Cystiti= and frequency of urination 15 years ago. No history
of complete retention of urine. Micturition three or four times at night
and twice in the day. No hematuria nor pain. The prostate is moderately
enlarged, smooth, firm but not of stony hardness and slightly elastic.
There is induration at junction of prostate and seminal vesicle on both
sides, and several firm fibrous cords are felt extending from the middle
and from the upper end of the prostate to the pelvic wall on both sides.
The seminal vesicles are not markedly indurated and there is no inter-
vesicular mass. The outer borders of the seminal wesicles ars adherent
to the lateral structures on both sides and several enlarged glands are felt
in the left side next to the pelvic wall and also in the sacral fossa. The
cystoscope shows a small sessile rounded median lobe. There is no
subtrigonal thickening, but the median portion of the prostate is enlarged
and guite hard. In this caze the history and cystoscopic findings were
against cancer, and the induration of the prostate was not typical, but
the presence of indurated lymphaties and enlarged glands made one suspect
cancer. At operation the prostatic tissue was firm and showed small
vellowish dots and linegs resembling cancer, but the microzcope shows
gimply & chronic prostatitis, and the patient is well now one year after
operation.

IT {140). Began one and one-half years ago with burning during urin-
ation, frequency and difficulty, since then considerable pain and hematuria.
The prostate is mot much enlarged, smooth, moderately indurated, but
not of stony hardness. The right seminal wvesicle iz not enlarged, but
several hard cords are felt in this region and three or four enlarged
indurated glands are present at the outer border along the pelvie wall.
Cords are similarly prezent on the other side, and in the sacral fosza there
iz a small mass suggoesting glands. The cystoscope shows a large, smooth,
oval caleculus, and moderate enlargement of the median portion of the
prostate. With finger in rectum and cystoscope in urethra there iz no
subtrigonal thickening and only a moderate enlargement of the median
portion of the prostate. At operation benizn hypertrophy with prostatitis
was demonstrated. The lobes enucleated easily.



Study of 145 Cases of ‘Perineal Prostatectomy. 71

III (1531). Frequency of urination for 15 years. Considerable difficuliy
and hematuria. The prostate is considerably hypertrophied, smooth, firm,
elastic, no areas of induration and no tenderneszs in the prostate. Extend-
ing upward and outward from the upper end of each lateral lobe iz an area
of induration in the region of the seminal vesicle which is particularly
marked on the right. This induration is not of stony hardness, but iz quite
firm and irregular. Mo enlarged glands are present. An intervesicular
plateau of moderate induration is present. The eystoscope shows a median
lobe of considerable size. At operation a typical benign prostate, with
considerable prostatitis present, was removed.

The Cystoscopic F‘indings.

The cystoscope was employed in 133 of the 145 cases. It was not
used in the 12 cases for various reasons: in four because the operation
was done away from home and cystoscopy could not be earried out,
in three cases because suprapubic fistulee were present, and a report
was made as to the condition within the bladder, and in the other
cases because the patients were too weak to be disturbed. In two cases
cystoscopy was attempted but the instrument could not be introduced
into the bladder. One of these cases had false passages in the region
of the membranous urethra which prevented catheterization, and the
second was a case of very great prostatic hypertrophy in which it was
impossible to get the cystoscope over the median enlargement. In
six cases cystoscopy was interfered with by hemorrhage so much as to
render the examination unsatisfactory. In some other instances
hemorrhage oceurred, but not until late or not in sufficient amount to
interfere with the examination.

The condition of the intravesical portion of the prostate, as shown
by the cystoscope in the 125 cases in which satisfactory examinations
were obtained, were as follows:

Median lobe.—Slight bar, 39; small round lobe, 37; moderate en-
largement, 27 ; considerable enlargement, 14 ; great enlargement, two;
huge enlargement, one.

ERight lateral—Not intravesically enlarged, 11; slight enlargement,
55 ; moderate enlargement, 28 ; consderable enlargement, 17; great en-
largement, two; huge, one.

Left lobe.—No intravesical enlargement, 13; slight, 52 ; moderate,
25; considerable, 19; great, two; huge, one.

Anterior lobe.—Five cases.

Cireular collar around the entire orifice, one casze.
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Intraurethrally projecting lobes—Four cases,

Vesical calculi present.—Twenty-five cases.

Vesical diverticula presenf.—Seventeen cases.

Pouches and cellules.—Numerous cages.

In another portion of this volume so muech space is devoted to the
importance of the cystoscope as a diagnostic aid in dizeases of the
prostate that it will be out of place to discuss the question in detail
here. The eystoscopie chart (elsewhere described) has been used in
almost all of the cases and has proved invaluable in the interpretation
of the many and peculiar forms of intravesical outgrowths of the
prostatic lobes, and without its use I feel absolutely certain that it
would have been impossible for me to interpret the findings in many
cases. This is particularly true in the case of median lobes in which
the cystoscope may lie either on top or in the suleus to the right or the
suleus to the left of the median lobe, and in each position an entirely
different and apparently contradictory set of pictures will be obtained
unless elucidated by the method of charting spoken of above.

In regard to the findings tabulated above one iz struck with the fairly
large number of casez in which there is no intravesical enlargement of
the lateral lobes shown. It not infrequently happens, especially if
there is a emall median lobe present to lift up the prostatic orifice, that
the lateral lobes do not grow towards the bladder, but push upward
into the region of the seminal vesicles so that on eystoscopie examina-
tion no intravesical enlargement of the lateral lobes is seen, although
there may be a considerable enlargement of the lateral lobes found on
rectal examination.

Another interesting finding has been that when one lateral lobe
presented more prominently to the examining finger in the rectum the
other lateral lobe would be found to present more prominently into
the bladder with the cystozcope. This has been noted in a great many
cases, and it seems evident that in the constricted space in which these
enlargements are produced, occasionally one will be erowded posteriorly
and the other anteriorly.

Median lobes.—One is also struck with the number of cases in which
the median enlargement is only slight in degree. As noted above, in
37 cases the median enlargement was in the shape of a small globular,
sesgile or pedunculated median lobe. In many of these cases it was
not more than 1 or 2 cm. in diameter, and yvet the obstruction was
often just as great as in some of the very great hypertrophies. In
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39 cases the median enlargement was in the shape of a small trans-
verse bar and on cystoscopie examination the instrument showed no
sulei on either side, and it was impossible to get the triple set of pic-
tures which can usually be obtained when the lobe is globular in
ghape with a deep suleus on each side. In most cases this median
bar was a distinct hypertrophy or thickening of the median portion
of the prostate, but in a few cases it was a mere septum-like membrane
which joined intravesically enlarged lateral lobes, and was apparently
an artefact or fold of mucous membrane produced by the upward
growth of the intravesically enlarging lateral lobes. In such cases it
was often completely hidden behind the approximated lateral lobes,
but on elevating the handle of the cystoscope so as to separate the
lower portions of the lateral lobes the median fold was brought into
view (cases 120, 5).

In 12 cases the middle lobe was congiderable in size, in two cases
great, and in one case huge. In the latter case the intravesical mass,
which was compozed of median and lateral lobes fused together, was
about the size of a cocoanut, and completely filled the bladder (which
was large). In two cases middle lobes the size of an orange were
present, and in 12 cases from the size of a hen’s egg to that of a
lemon. In some instances these lobes were directed anteriorly, but in
others they lay upon the floor of the bladder completely covering the
trigone and in some cases much of the base of the bladder.

The lateral lobes—As seen in the tabulation above, the right and
left lateral lobes were about equally subjects of intravesical enlarge-
ment. As remarked zbove, in about a dozen cases there was appar-
ently no enlargement towards the bladder of the lateral lobes, and this
was 80, not only in some cases in which the lateral lobes were small,
but also in a few cases in which the lateral lobez were fairly large.
In these cases the lateral lohes had grown laterally or posteriorly
rather than intravesically. In one remarkable case, however (126),
in which rectal examination showed the prostate very little larger
than normal, and cystoscopic examination showed no intravesical en-
largement of the lateral lobes (and also very little of the median), I
was surprised to find at operation that the lateral lobes were quite
large, but that their growth had been directed toward the symphysis
pubis, so that they presented practieally no enlargement posteriorly
or intravesically. Im this case the posterior capsule of the prostate
was extremely thick and dense, and the vesical neck was also very

Vol. XIV.—6.
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thick and firm, and admitted the index finger only after considerable
pressure was made. T have no doubt that the firmness of the prostatic
capsule in these two directions was responsible for the peculiar anterior
growth of the lateral lobes described above. I have never seen this
condition in any other case or any reference to it in the literature.

Anferior lobe—In five cases a fairly considerable lobule was seen
anterior to the urethral orifice, and so separated from the lateral lobes
that it really presented as an anterior lobe overhanging the urethral
orifice (50, 6, 120, 104, 65). The cystoscope, however, showed that
the sulcus separating it from one of the lateral lobes was much deeper
than that separating it from the other, and at operation a definite
connection with one of the lateral lobes was determined 1in two cases,
and the lobe was easily removed along with or after the lateral lobe
through the lateral cavity. It cannot, therefore, be said that any of
these cases presented a definite anterior lobe which was connected in
no way with the lateral lobes and was entirely separate in its growth.
I have seen one such case in the Museum of the Royal College of
Surgeons, London, the enlargement being entirely of the anterior
commisure of the prostate.

In one case (53) the anterior portion of the prostatic margin formed
part of a definite collarette around the prostatic orifice and was un-
doubtedly definitely thickened, and in several cases in which the lateral
lobes had grown out quite far into the bladder, I have seen the an-
terior margin of the prostate appear as a septum-like fold as happens
also in the median portion posteriorly in certain similar cases, but a
study of these cases shows conclusively that it is very rare indeed for
the anterior portion of the prostate to furnish any obstructing enlarge-
ment, and, therefore, that the anteriorly directed incision which has
been generally employed in the Bottini operation has had no patho-
logical justification.

Intraurethral enlargements—In two cases I discovered definite
lobules projecting intraurethrally. One of these cases (82) has been
described in full in the article on the use of the cystoscope in diseases
of the prostate, case 21. The other case is given briefly elsewhere
(case 119). In both of these cases when the cystoscopic prism was
drawn outward beyond the vesical sphincter, lateral enlargements
projecting toward the urethra were seen, and undoubtedly furnished
considerable obstruction to the outflow of the urine.
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It seems probable, however, that had it been possible to cystoscope
the posterior urethra, as was done in these two cases, we would have
found intraurethrally projecting lobules in a number of cases.

Vesical diverticula.—The cystoscope was not only of very great
value in mapping out the character and size of the various prostatic
outgrowths, but also in determining the condition of the bladder. In
practically all cases more or less trabeculation of the bladder was
found. In cases where the obstruction was apparently of recent origin
the trabeculation was often not very great and was usually associated
with a contracture of the bladder. In the older cases the hyper-
trophied muscle bundles were more prominent and there was more
or less extensive pouch formation between them. In a number of
cases, where the pressure had been considerable, the orifices of small
intramuseular cellules were seen, particularly on the posterior and
posterolateral aspects of the bladder. In 18 cases the presence of defi-
nite extravezical diverticula was made out. These occurred usually
just external to one of the urethral orifices. Oeccasionally they were
found in the vertex of the bladder in the region of the beginning of
the urachus, and these three positions furnished by far the most com-
mon sites for their occurrence. Not infrequently diverticula were
seen in all three locations. As remarked in the article on this subject
in Vol. XIIT of these reports, diverticula occurring in the region of
the ureteral orifices are capable, not only of pressing upon the
ureters and thereby obstructing the flow of urine, but also draw-
ing the ureteral orifice into their cavities in their progressive en-
largement. Such was the ecase in two of these eases, and it was on
account of the fear of subsequent injury to the kidney and ureter, on
that side, that I advised removal of the prostatic obstruction in one
of these cases (143). In one case (30) a very large diverticulum was
present and communicated with the bladder by a small orifice on the
anterior wall slightly to the right of the median line. In this case it
was possible to introduce the cystoscope through the orifice and care-
fully examine the interior of the diverticulum which was found to
extend far backward along the lateral walls of the bladder and rectum
as far as the sacrum. On account of the fear of serious complications
which might follow infection of this large extravesical pouch I advised
and carried out excision of the diverticulum suprapubically pre-
liminary to perineal prostatectomy. This was the only case in which
a very large diverticulum communicated with the bladder on the
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anterior wall with such s small orifee, and I the other cases
the diverticala were in sach pesition or of such size that I did not
fear the refention of septic productz within their caviiies, and was
content fo simply remove the obsiruciing prosizie trasiing thai the
diveriicula would more or less completely collapse when all impedi-
in practically all of these cases, notably one (82), in which Sve fairly
large diverticula were present.

Deep imiravesical pouches with promineni sepia of moeous mem-
brane adjacent were seen in several cases. pariicularly on the posierior
wall of ihe bladder. Not infrequently a deep pouch was present be-
bhind a much hyperirophied snd prominent ligamenium inierareier-
icum, and in one case I heve scen the lsiter form a very prominent
irapsverse septum which divided the bladder {rapsversely into an
anierior and posierior portion snd formed s msried obstructon o
urination. But in the majority of instamces sepia, pouches. and
diverticula give very Little trouble after the prostaiic enlargement has
been removed.

Vesical calculi were discovered with the crstoscope in 23 cases. Inm
one esse seven calenli were present; in one case five; in one case four;
in one ease three: in four cases iwo: and in the remsinder one eal-
in the majority of cases they were only moderate in size. In all cases
they were free within the bladder eaviiy ard no case of encysied cal-
cales or calenlus in 2 diverticolum was seen alihongh in seversl in-
stances the bladder was considersbly irsheculsied with Dumeroas
intervening pouches and cellules

In three cases the peiieni presenied symploms suggesting calenlus,
and the bladder was contracied and very irriisble and oceasional
hemainria had been present. but in all of these there was very marked
hemorrhage produced by sifempis ai cysioecopy so ihai an wnsais-
faciory view of the bladder was obisiped, and no calenli were dis-
covered. The bladder was also carefully scarched but Do calenli de-
iecied. Af operstion po calenli were found but I do nof believe thai
2 suificiently careful search wsz made for obe of these cases has
refurped with two small calenli in the blsdder and the other iwo cases
have coniinmed o mmfer pain though le=s in degres thsn before
operaiion. In the one esse which has reimrped for opersiion the
bladder conisined numerons pouches, which explain the failare o
find the eslenli st operation.
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In a number of these cases the knowledge that a calculus was prezent
was of very great value during the operation for only by persistent
searching with forceps and spoons were the caleuli secured.

The advantage of cystoscopy in all cases of prostatic hypertrophy
before’operation is therefore very great as demonstrated in the cases
mentioned above. Not only is the operator forewarned as to the
presence of caleuli or diverticula or intravesical tumors, but the accu-
rate knowledge obtained as to the location, character, and size of the
prostatic enlargements enables him to operate with a confidence of
removing all the obstrueting portions and with the least loss of time
and mutilation of unobstructing parts. 1 cannot too severely con-
demn the obstinate refusal of certain operators to make use of this
valuable and enlightened addition fo our diagnostic measures.

C. PRELIMINARY TREATMENT.

In more than half of the 145 cases here reported the operation was
done within three or four days of the examination of the patient after
admission. In a few public ward cases the operation was delayed
owing to the press of other work, and in several private cases the
operation was deferred either to suit the convenience of the operator
or the patient, but in only 41 cases was definite preliminary treatment
thought to be advisable. It was carried out in these 41 cases for the
following length of time:
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In five cases the patients were very weak old men, aged 77 (125),
78 (20), 76 (54), 81 (23), 82 (49). Four of these cases were treated
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by continuous drainage with the catheter, four, eight, eight, and 24
days respecfively. The fifth case, aged 81, was catheterized twice
daily for four days and then aspirated twice daily for six days. In
this case the bladder was greatly dilated, holding over 2000 ce., and
this was the only case in which the operation was not successful. This
patient died 30 days after the operation. The bladder did not regain
its tone.

In 10 cases (20, 44, 118, 77, 136, 50, 107, 138, 23, 126) the pa-
tients had never been catheterized and there was a very large amount
of residual urine present, in six cases being between 500 and 1000 ce.
and in four cases between 1000 and 2000 ce. Eight of these cases
were treated by catheterization from two to four times daily for
periods varying from one to three weeks. One case was treated by
continuous drainage through a catheter for eight days and one by
intermittent catheterization followed by suprapubic aspiration for six
days. In all, nine cases were treated by continuous drainage through
a catheter retained in the urethra, and the remainder, with exception
of one case of suprapubic drainage for seven months, were treated
by intermittent eatheterization, generally three times daily, occasion-
ally only twice daily, and in three cases from four to six times daily.
In five cases (53, 37, 89, 82, 58) strictures of the urethra were present,
and dilatations were given for protracted periods varying from three
weeks to several months. In one case (38) the operation was delayed
eight days on account of epididymitis, which was treated by ice bags.
In two cases (52, 109) marked symptoms of remal infection were
present (mnausgea, vomiting, fever, efc.), and in one continuous cathet-
erization was maintained for 10 days; in the other intermittent
catheterization for four days. In meither instance was there any im-
provement in the uremia and it was thought best to supply perineal
drainage at operation. Both of these patients died, 14 and 27 days
respectively after the operation, of pyonephrosis and uremia. In
one case (18) continuous drainage through a retained catheter was
maintained for 10 days on account of severe urethral hemorrhages. In
two cases (72, 85) the operation was delayed 10 and 18 days respect-
ively on account of pleurisy. Two cases (51, 8) were treated for two
and four months respectively on account of contracture of the bladder
associated with chronie obstructive prostatitis with small median lobe
enlargement, by urethral dilatations and attempts to dilate the bladder
by hydraulic pressure, but without success. One case (75) had sugar
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in the urine and was put upon antidiabetic diet for six days. During
this time bicarbonate of soda and urotropin, water, catheterization,
three or four times daily were employed. KEight cases (6, 1, 124, 117,
91, 132, 60, 74) were treated by intermittent catheterization for
periods varying from four to 27 days. All of these patients were
weak subjects, and four at least showed evidence of renal insufficiency.
One had had hemiphlegia. All of these patients recovered and were
cured by operation. One case (84), with a small sclerotic inflamma-
tory. prostate, 250 cc. residual urine and econtracted bladder, was
given local treatment as an experiment, viz., catheterization twice
daily, irrigations, urotropin, and urethral dilatations for 12 days,
but without benefit and operation was therefore decided upon. One
case (67) had a considerably distended bladder, urine of very low
specific gravity containing very little urea, nausea, and other symp-
toms of uremia. He was treated by catheterization, at times continu-
ous and at other times intermittent for 43 days, and during this time
the specific gravity of the urine improved steadily until it finally
reached 1015 and operation was followed by perfect sucecess.

In the 41 cases given in more or less detail above, the patient has
nearly always received urotropin from 15 to 30 grains daily and
water in abundance by mouth and sometimes by infusion or by ene-
mata. In very few instances has liquid diet been employed.

During the past year the number of patients receiving preliminary
treatment for three or four days has been considerably less than
formerly, and the operator has become more and more impressed with
the fact that it iz not necessary in the great majority of cases. Where
the patient is using a catheter regularly two or three times a day,
the kidneys are in fair shape and the general health good, it
seems entirely unneceszary to delay operation for any length of time.
In cases with calculus present the sooner the operation can be per-
formed the better it iz generally for the patient. In patients who
have never used a catheter, in good general health, with urine of
fairly good specific gravity, with no definite evidence of more than
slight change in the kidneys, and a residual urine less than 500 ce.
only a few catheterizations are necessary as a rule before the operation.
As soon as it has been demonstrated that anuria does not result in a
given case after drawing off the urine, it is generally better to operate
soon rather than expose the bladder to almost certain infection, when
catheterization for a protracted period is carried out.
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In patients with very large residual urine, who have mnever been
catheterized previously and the urine sterile, we must decide between
continuous drainage of the bladder through a retained catheter, and
{requent catheterization for a protracted period (with the ever-present
danger of vesical infection), and operation after only a few days
catheterization, before infection of the bladder occurs. These cases
are undoubtedly among the most dangerous with which we have to
deal owing to the fact that the ureters and renal pelves are almost
always greatly dilated, and the renal cortex correspondingly atrophied.

A study of these cases would seem to show that catheterization three
times a day for a period of a week is generally sufficient to provide
against sudden anuria, to cause a certain amount of contraction of the
dilated ureters and renal pelves, and sufficient improvement in the
urine to render operation safe, and if urotropin and water in abun-
dance be taken, and great care observed in catheterization, the bladder
can generally be kept free from infection. The best catheter to use
is as a rule a French gum coudé catheter of medium size (16 to 18 F.)
the Porgés make which can be sterilized by boiling before being used.
Striet precautions, such as thoroughly cleansing the glans pems
and the anterior urethra (by irrigation), and by irrigation of the
bladder with boric acid solution after evacuation of the urine, should
be taken.

In cases where marked evidence of poor kidney funetion, az in the
case mentioned above (67), is present, it may be advisable to supply
catheterization for a protracted period, and it is remarkable how great
improvement in the character of urine will result.

In cases where the patient iz uremic and definite evidence of zevere
renal infection is present, frequent catheterization or constant drain-
age along with hydrotherapy and urotropin should be fried. In several
instances this has been entirely sufficient to relieve the renal infection
and restore the patient to a sufficiently good condition for prostatectomy
though in one of my cases (No. 2, carcinoma series) it was necessary
to maintain continuous drainage for five weeks, Where the patient
does not improve under this freatment it is difficult to say what
18 the best procedure to adopt. In two cases (52, 109) in which I per-
formed perineal prostatectomy in order to supply better drainage, the
patients finally succumbed to their kidney disease. Perhaps simple
suprapubic drainage will prove preferable, but in myv two cases the
patients died 14 and 27 daye after the operation, and not as a result
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of it, and it is difficult to see how suprapubic eystotomy could have
supplied better drainage. As long as certain physicians allow their
patients to get into this desperate position just so long will there
remain a certain number of cases with renal lezions too severe to admit
of a cure of the patient by any means.

In conclusion I may say that prolonged preliminary treatment
should rarely be necessary. Urotropin should usually be administered
at once before cystoscopy is performed and continued through the
convalescence after operation, but care should be taken not to produce
stomachie irritation by it. Where the catheter has not been used
and the amount of residual urine present is not very great (400 ce.
or less), and the physical and urinary examination show no evidence
of marked organic lesions, and in ecases where regular catheterization
is being performed several times daily, it is not necessary to wait for
a protracted period before performing the operation. Where definite
evidences of organic diseases are present, and where a very large
amount of residual urine is present, in cases which have never been
catheterized, a certain amount of preliminary treatment will be
advisable as indicated above, but as a rule need not be protracted to
any great length. Intermittent catheterization is in a way better than
continuous drainage in that the bladder does not become contracted,
but in ecases with severe renal lesions continuous catheter drainage is
generally more efficacious, and if the catheter be kept closed by means
of a clamp which is removed at stated intervals to allow the escape
of urine, vesical contracture can be prevented. The objection to
continuous catheter drainage is the considerable urethral and vesical
irritation which is often excited.

D. THE OPERATION.
Character of Technique.

The operation performed in 145 cases was in most all of the cases
exactly in accordance to the technique deseribed in another portion
of thizs paper. Among the early casez, when the operation was in its
developmental stage there were slight differences, e. g., in the first
case a transverse capsular ineision was used: in the second case,
after stripping back the posterior capsule the urethra was opened in
the median line posteriorly. In the fourth case, however, the im-
portance of preserving the ejaculatory ducts was recognized and since
then the hilateral capsular incisions with preservation of the sub-
urethral tissues immediately surrounding the ejaculatory ducts has
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invariably been employed ,except in six cases. Four of these patients
had lost their sexual powers, and two had been castrated, and the sub-
urethral method of removing the median portion was employed.

The median skin incision wag used only in one case and was found
to be so inferior as regards the exposure afforded that since then the
inverted V incision had been used. The fact that with the
latter incision all of the operation is by blunt dissection except in the
median line and exactly the same as would be employed with the
median skin incision has convinced me that it is foolish to attempt
to do the operation through a median incision, when with the inverted
V-incision no more deep structures are divided and an infinitely better
exposure afforded.

In one cage a preliminary incision was made in the bulbous urethra
and through this the tractor was introduced into the bladder. This
was done with the idea of leaving the posterior urethra entirely intact,
but a great objection was found to this method in that the prostate
was drawn by the tractor, not toward the field of operation, but
toward the triangular ligament, so that the exposure afforded was
much less satisfactory and nothing like the same facility of making
one particular portion of the prostate present for enucleation was
obtainable.

It is evident that with a tractor inserted through the meatus the
same objections, but still greater in character, would occur. Very
early in the development of this operation I had a tractor made of
extra length with the idea of introducing it through the meatus and
thus avoiding any incision into the urethra, but I scon found that
with this instrument the prostate would be drawn toward the symphy-
sis pubis and away from the field of operation. The dependent
drainage afforded by the urethrotomy in the membranous urethra is
of very great value after the operation, particularly in those cases in
which the bladder is badly infected and in which the freest possible
escape for the urine is desirable owing to impaired kidneys. Another
reason for the perineal drainage tube is that ocasionally a tear is
made in the urethra and hemorrhage from the prostatic cavity escapes
into the bladder, and unless continuous irrigation is afforded the
tubes (or the urethra if not tube drainage is furnished) may become
plugged with blood. T therefore consider the opening in the mem-
branous urethra the best, not only on account of the excellent traction
afforded, but the great value for subsequent drainage,
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In four cases, owing to the absence of infection, no tube drainage
for the bladder was furnished. In two cases the result was ideal in
that the patient voided almost immediately through the urethra
the bladder did not become infected, and the perineal fistula closed
in six days. In the other two cases the urethra became plugged with
blood and catheterization had fo be employed, much to the discomfort
of the patient and entirely vitiating the object of this method. I
now invariably employ double tube vesical drainage through the in-
eision in the membranous urethra. Continuous irrigation from a
large tank of sterile salt solution is maintained until the morning
after the operation. In cases where fairly abundant hemorrhage
into the bladder oceurs after the operation, it iz necessary to have
fairly free irrigation until the hemorrhage stops and all danger
of plugging of the tubes with a clot of blood is passed. In most
cases, however, after the first hour or two it is possible to clamp off
most of the lumen of the tube leading from the tank so that it is very
little trouble for the nurse to add warm salt solution from time to
time sufficient to keep the irrigation going. In cases where the blad-
der is not infected great care has been taken to prevent infection, all
tubes and solutions used being carefully sterilized, the exit tube ending
in a bottle which contains a solution of hichloride of mercury, to
prevent ascending infection from this receptacle.

In two cases the middle lobe was drawn into the urethra and there
removed. In both of these cases the middle lobe was of a peduncu-
lated character and difficulty was experienced in getting it to present
into one of the lateral cavities. In the other median lobe cases it was
always possible, either with the tractor, or with the index finger in
the urethra to enucleate the lobe through one of the lateral cavities,
and this latter method is much preferable in that the base of the
middle lobe is much more completely removed, the mucons membrane
iz not usually disturbed, and the rather abundant hemorrhage, which
sometimes follows its incizion along with the middle lobe, is thus pre-
vented. The ideal, which is to make no tear into the mucous mem-
brane adjacent to any of the lobes, can very frequently be accom-
plished even in middle lobe cases, and in several instances I have
been able to enucleate very large intravesical lobes without even
tearing the mueous membrane covering them. In other cases small
tears have been made and in very rare instances a small area of
mucous membrane has been removed with the median lobe. Tears in
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the lateral walls of the urethra have been a much more common occur-
rence, but in only two or three cases at most has any of the lateral
walls of the urethra been removed, and the floor of the urethra and
ejaculatory ducts have been preserved in all cases except those six
cases mentioned above in which the suburethral portion of the pros-
tate was removed intentionally (cases 55, 25, 145, 53, T7, 57).

It is interesting to note that three of these patients had epididymitis
after the operation, of which two went on to abscess formation, and
that two others had been castrated at a previous operation. These
three cases prove conclusively that preservation of the ejaculatory
duects is of very great importance as a preventive of epididymitis.

Anterior lobes were drawn down into lateral cavities, and easily
enucleated in five cases (50, 6, 120, 104, 65).

-In two cases in which the irregular, almost villous, character of the
intravesical portion of the prostate led me to suspect malignaney, an
exploratory suprapubic operation was performed (96, 97).

In two cases (89, 82), associated with severe stricture of the urethra,
a median perineal incision was added to the inverted V, and excision
of the fibrous tissue in the region of the stricture carried out.

Vesical calenli were removed through the perineal wound aiter
enucleation of the prostatic lobes in 23 cases. These cases are de-
scribed at length elsewhere.

In one case (30) a large vesical diverticulum was excised through
a suprapubic ineision (but without going into the bladder) before the
perineal prostatectomy was done.

Several aceidents occurred during these operations. In four cases
the orderly holding the staff in the urethra allowed the beak to slip
out of the membranous urethra, and when instructed to introduce the
instrument again through the sphincter, false passages were produced,
g0 that the operator found the instrument outside of the membranous
urethra. This acident, which is very disagreeable fo the operator,
should never occur if the orderly holding the instrument takes care
not to allow the instrument to move from the position it occupies
when entrusted to him by the operator. The only untoward effect of
this traumatic rupture of the bulbous urethra that I have seen has
been a difficolty in introducing the catheter after operation (in two
cases requiring filiforms, but no definite strictures were produced).

In four cases (101, 103, 71, 42) a tear has been made into the
rectum in exposing the posterior surface of the prostate. Two of
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these cases (71, 42) had previously been subjected to perineal pros-
tatectomy, there was a large amount of cicatrical tissue present, the
rectum was very adherent to the prostate, and although great care
was taken, the rectum was torn into. Both of these cases were care-
fully closed with layer sutures of fine silk, and one healed per primam.
In the other two cases the rectum was quite adherent to the prostate
and the operator endeavored to hasten their separation by the forcible
use of his finger and the tear was thus made into the rectum. In
both of these cases the suture of the rectum was successful. These
two cases are very instruective in showing the importance of not at-
tempting to forcibly push the rectum away from the posterior surface
of the prostate with the finger in adherent cases. The handle of the
sealpel is a much safer instrument, and if it is always directed along
the posterior surface of the prostate and not towards the rectum no
tear should ever be made into the rectal cavity. In some cases, owing
to intimate fibrous adhesions, it may be necessary to use the scalpel
or even to leave a small portion of the posterior surface of the prostate
attached to the rectum. If these precautions are taken a tear should
never be made, but one should always examine the rectum with a
gloved finger inserted through the anus before final closure, az de-
scribed in another portion of this paper. If this is done and the
levators are drawn together with a single suture of catgut into their
normal position in front of the rectum, rectal fistula should never
follow.

The lateral wall of the urethra was intentionally excized in one case
because the anterior portion of one of the lateral lobes contained a
markedly indurated nodule which was slightly suspicious of carcinoma,
but afterwards proved to be chronic prostatitis (128).

Operative Shock.

In only three of the 145 cases was there severe shock after the opera-
tion. These cases were performed under spinal anesthesia. One
patient was 82, one 76, and the other 75 vears old, and all were very
weak subjects. In one patient the pulse was gquite weak after the
operation, but he reacted rapidly. In one case the respiration became
very rapid after the operation. In one case there was a slight amount
of shock. In all other cases there was absolutely no shock from the
operation, the patient being in good condition when he left the table
and after his return to the ward.
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The surprising manner in which these weak old men, 21 of whom
were over 75 years of age and five over 80, have stood this operation
has been to me indeed very surprising not to say remarkable. Per-
haps the fact that the patient has been made to drink water in
abundance up to the time of operation and in frail subjeets a sub-
mammary infusion of salt solution has been given on the table, has
had much to do with the absence of shock. The pogition of the patient
has, however, I believe much to do with it, as in the exaggerated dorsal
or lithotomy position the blood pressure in the chest and head remains
strong although fairly considerable hemorrhage may occur.

Spinal Anwsthesia

In 11 cases spinal anesthesia was employed (cases 49, 50, 16, 23,
55, 56, 54, 8, 25, 52, 33).

All of these patients were over 75 years of age except two and one
of these was in desperate shape owing to pyonephrosis (52). Three
cases were over 80 vears of age. The reasons for employing spinal
anesthesia were old age, very weak condition, the fear of existing
renal impairment, and the desire to aveid pulmonary complications
after the operation. As remarked above, the only cases in which
there was severe shock following the operation were among these
spinal anesthesia cases (16, 54, 28). The shock in these cases came
on not during the operation but after removal from the fable, and I
cannot help but believe that it was in some way connected with the
method of anesthesia as it has not been present in any cases in which
ether has been employed. 1In fact one of the surprising results of this
study of cases has been the demonstration that ether anesthesia could
be employed with such perfect results in patients of great age, in
weakened condition, many with severe renal disorders, cardiac lesions,
emphysematous lungs, and otherwize unfit for general anesthesia as
usnally considered. The reasons for the absence of lung complica-
tions is T helieve due to the elevated dorsal position which effectually
prevents the passage of mucus into the trachea while the patient is on
the operating table. I have yet to see a single case in which the ether
has had any definite effect upon the renal secretion after operation.
Perhaps this might oceur did we not give submammary infusions
either on the table or after return to the ward in every case, and fol-
low these up by considerable dosage of water by mouth or by rectum,
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where nausea is present. The result of this discovery has been that I
have ceased to employ spinal anesthesia because I can see no objection
to the use of ether.

Duration of Operation.

In performing the operation mo great attempt has been made to
work with extreme rapidity. The time consumed from the first in-
cision to the tying of the last suture after placing the tube and gauze
drainage has varied from 15 to 30 minutes, 22 minutes being about
the average. An effort is made to give as little ether as possible, the
patient being placed on the table as soon as anesthesia is complete
and ether removed considerably before the end of operation.

I think it of much greater importance to do a careful operation, to
obtain a good view of the prostate, to do no injury to the rectum, to
carefully secure the edges of the urethral mucosa before attempting
to insert the tractor and to see what you are doing, to be sure that
all obstrueting lobes have been removed and that no nonobstructing
but important anatomical structure, such as the urethra and ejacu-
latory ducts, have been removed, than fo fry to make record time in
each case. My statistics conclusively show that there is no reason
why prostatectomy should not be done aceording to the dieta of
modern surgery, and not blindly, blunderingly and barbarously, simply
to save a little time.

Characleristics of the Prostatic Lobes Removed at Operation.

No “ﬂ]arge_ﬂlight. Moderate Consider- Great. Verypgreat. Huge

ment, able,
Right ..... A 4 03 GH] 21 T i 1
I o e o e o 4 BT 50 21 8 2 1
Medlan .......... 18 67 44 8 4 2 1
Entire intravesical
portion ...... 6 71 40 16 vl 2 1

In the tabulation above, the four cases in which the lateral lobes
were not at all enlarged were characterized by small median bar ob-
structions. In these cases the lateral lobes were removed (leaving
however a fairly broad ejaculatory bridge) although it was possible
that they were producing very little obstruction. It seemed best,
however, to remove the three portions of the prostate in order to be
certain of removing all obstructions. In two of these cases the erec-
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tions have returned and one reports sexual intercouse entirely normal,
the other has not attempted intercourse, and the third and fourth
cases are now in the hospital. 1 mention these results as showing
that there is no objection to removing the lateral lobes even if appar-
ently not enlarged, and in order to thoroughly expose the median bar
it is important that this should be done.

In the above statistics the statement that no enlargement of the
median lobe was present is misleading. It should read that no por-
tion of the median lobe was removed at operation in 18 cases. This
differs so markedly with the eystoscopic finding, given in another part
of this paper, in which only four cases without any enlargement of
the median lobe are recorded that zome explanation is necessary.

In four cases (11, 120, 64, 5), although the lateral lobes were quite
considerably enlarged, the cystoscope showed no median enlargement,
and this was confirmed by the operation and none of the median por-
tion of the prostate was removed. The result has been excellent in all
of these cases. In four cases (23, 43, 48, 49) the cystoscopic exam-
ination was not satisfactory on account of hemorrhage, but in three
of the cases the result has been excellent, so that apparently there was
very little median obetruction present. In the fourth ecase, one in
whch it was imposgible to introduce the cystoscope through the pos-
terior urethra, examination at the time of operation showed appar-
ently no enlargement of the median enlargement worthy of removal
and in view of the age of the patient (81 years) it was thought unwise
to prolong the operation. The patient lived 30 dayz and died of
general weakness and hypostatic congestion of the lungs, but his blad-
der did not functionate properly and it was necessary to drain it with
a catheter. Owing to the fact that the bladder was dilated (with
over 2000 ce. residual urine before operation) it was impossible to say
that atony of the bladder was not the chief cause of failure to evacuate
urine, but I believe that there must have been some obstruction in
the median portion of the prostate which, although slight, should
have been removed. In the remaining 10 caszes (50, 10, 8, 83, 126,
94, 3, 47, 15, 36) although the cystoscope showed a small median
bar, after removal of the lateral lobe examination of the median
portion seemed to show that there was not sufficient enlargement in
this region to cause obstruction, and as it was impossible to make this
portion present into one of the lateral cavities with the tractor it
was thought unnecessary to split open the urethra and excise this
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median partion. Accordingly nothing was removed from this region.
The results obtained in six cases show that this decision was entirely
correct, but in the first five cases mentioned above there is a question
whether the results obtained might not have been better had the
median portion been excised. Omne of these patients although re-
lieved of the complete retention, from which he suffered before opera-
tion, complained of severe pain in the wound during the three weeks
he lived after operation (83). One case (50) had an atonic over dis-
tended bladder with 1100 ce. residual urine before operation and the
residual is now 300 cc. and the cystoscope shows a small median bar,
so that I do not believe the obstruction was completely removed.
The other two cases consider themselves greatly improved but suffer
from slight frequency of urination.

Another case (126) who also had a very large residual urine (940
cc.) now had 150 ce. residual urine although he does not get up at all
at night to urinate and micturition is normal.

Although there is definite evidence of residual urine after the
operation in but three cases, all of whom had about 1000 ce. residual
urine and very weak atonic bladders before operation, I feel certain
that even better results might have been obtained by the routine
removal of the median portion of the prostate in these cases although
it did not seem enlarged at operation, and in the future this shall be
my practice.

A review of the cases in which the lateral and median portions re-
moved at operation were slight shows many very severe cases of ob-
struction. A large number of these patients had complete retention
of urine and depended entirelv upon the catheter, and in others
catheterization was necessary owing to a large amount of residual
urine and great difficulty and frequency of urination. In this elass
there were probably more cases of contracture of the bladder and
small residual urine, and more cases associated with caleulus than
among the large prostates, but in every case operated there was definite
evidence of serious obstruction present and the excellent results
obtained show the wisdom of intervention. In these cases of slight
enlargement of the lateral lobes I usually found very little difficulty
in removing the lateral lobes each in one piece. By making the
initial capsular incisions deep the lobes are easily freed from the
urethra and no difficulty is experienced in separating them from the

capsule, but the vesical end of each lobe is often quite adherent and in
Vol. XIV.—T.
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some cases cannot be enucleated with the finger, in such cases I have
found the use of broad sharp periosteal elevator of considerable use in
freeing the deeper portions. In the case of a very small median lobe,
when pedunculated it has usually been an easy matter to cause
it to present into one of the lateral cavities with the tractor or the
finger in the urethra, but in the case of a small fibrous median bar it
has occasionally been necessary to split the urethra along one of the
lateral walls and, thus exposing the median portion of the prostate,
to grasp it with tooth forceps and excise it with its mucous covering
throngh the lateral cavity and urethra combined. Several recent
cases (133, 137, 143, 141) have shown the importance of this method
of technique. Whenever it has been impossible to engage the median
portion of the prostate with the tractor, and the index finger meets
with a firm cicatricial ring around the prostatic orifice, although no en-
largement may be evident it is extremely important that the median
portion should be excised to prevent the continuance of obstrue-
tion as in case (126). By the technique mentioned above the ejacu-
latory ducts are not disturbed and only a small bit of mucous mem-
brane at the vesical orifice is removed. The absence of epididymitis
following the cases operated upon by this technique and its presence in
all eases in which the suburethral method was used, show conclusively
that the former is greatly to be preferred.

As regards the cases of moderate hypertrophy there iz little to be
gaid. The enucleation especially of the median portion has nearly
always been easier than in the cases of slight hypertrophy. As seen
in the above table these cases form about one-third of the entire num-
ber of prostatic hypertrophy and along with the cases of slight en-
largement form ahout 70%.

In the cases deseribed as considerable enlargements it is noticed
that the portion affected was more commonly the lateral than the
median, and the same iz true with the great hypertrophies. In one
case (11) in which there was a considerable hypertrophy of each of
the lateral lobes, there was no enlargement at all of the median portion
of the prostate, the intravesical portions of the lateral lobes being
flattened against each other like two halves of an orange. The urethra
in this case was about 5 cm. wide.

Seven cases (65, 96, 20, 29, 122, 13, 114) have been classed as
great enlargements. In these cases there was an involvement of
both lateral and median portions of the prostate in an extensive intra-
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vesical outgrowth. The weight of tissue removed in these cases
varied from 80-G to 100-G.

Two cases (109, 72) have been classed as very great hypertrophies.
Here also all three portions of the prostate were involved, forming a
very large intravesical mass, the tissue removed weighing 150 and
145-(1.

In one case (16) the prostate has been classed as huge, the intra-
vesical portion of the prostate forming a mass about 9 em. in diameter
and weighing when removed 240-G. In none of these cases, although
the prostatic enlargement was largely intravesical and of great size,
was any special difficulty experienced in enucleating the prostatic
lobes through the perineum, in fact the operation was, in many cases,
much easier than some of the small fibrous prostates. In most cases
the lateral lobes have been removed each in one piece and the median
lobe in one or two pleces, though in gome instances they have come
away in several large lobules. In the case weighing 240-G. the pros-
tatic mass was =o large that it could not be drawn between the ischio-
pubic rami and the tractor was so small that it would not take hold
upon the huge intravesical masg after a portion had been removed.
It was necessary to draw down large lobules with foreeps and
enucleate them separately. Had the patient been under general
anesthesia abdominal pressure would have been a great assistance in
thig case, but he would not allow it. In nearly all other cases of the
great hypertrophies the ordinary tractor has been entirely sufficient
to engage and draw down the intravesical portions, but in two cases
of very large pedunculated median lobes it was necessary to introduce
the finger into the bladder through the urethra for assistance in the
traction.

A review of these cases show conclusively that even the very great-
est intravesical prostatic enlargements can be removed through the
perineum with ease and without destroving the ejaculatory ducts or
removing more than a very small part of the mucous membrane
covering the median lobe, At one time I was of the opinion that
cases of this character would be unsuitable for perineal operation,
but I am now convinced that complications of a different character
must be present before it can be said it is advisable to attack the
prostate through the suprapubic route. The convalescence in these
cases has been very satisfactory, the results obtained excellent, and
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they furnish, I believe, the strongest evidence of the great advantages
of the perineal route as a routine operation for the removal of ob-
structing prostates regardless of their size.

Operations in the Presence of Vesical Caleuli,

Vesical calculi were present in 25 cases (23, 29, 32, 33, 36, 43, 47,
48, 62, 66, 70, 81, 83, 85, 92, 94, 101, 104, 114, 115, 116, 122, 135,
140, 144).

In 13 cases one stone was found, in five cases two stones, in three
cases three stones, and in one case each four, five, seven, and * several ”
stones. In most cases the stones were not very large, and in several
cases quite small. In two cases (47 and 140) the stones were quite
large. In one of these, although the stone was a rough spiculated
oxalate calculus, the patient had been almost entirely free from pain.

In one case (115) the calculus was quite small and was apparently
lost in a blood-clot which was removed from the bladder in searching
for the caleulus. It seems probable that it was removed since the
patient has had an excellent result and eystoscopy is negative.

In ease No. 114, although a large calculus had been distinetly seen
with the cystoscope, repeated attempts by the writer and his assist-
ants failed to find it at operation, although prolonged searchings
were made, and the wound was closed without removing the caleulus.
The search had been so careful that [ felt sure the eystoscope had
deceived me. The patient returned several months later complaining
of pain and the cystoscope again showed a very large caleulus, which
wazs removed suprapubically.

I believe the failure to find the caleulus was due to the fact that its
large size made it difficult to encompase with caleulus forceps, and a
coating of blood prevented us from obtaining crepitug with the instru-
ments. I do not remember whether a search was made with a finger
inserted through the urethral orifice into the bladder. Such a pro-
cedure should have detected the caleulus in a contracted bladder. At
any rate it was an unpardonable mistake to desist without finding the
calenlus when it had been so clearly seen with the cystoscope.

In the other cases no difficulty was encountered in extracting cal-
cali through the perineum. When they were small they were some-
times removed through the prostatic urethra without tearing its walls.
In a few other cases it had to be dilated before forceps could be intro-
dueed or caleuli removed.
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In most instances, however, it was thought best to divide the
urethra along a lateral wall thus throwing the urethra and the capsu-
lar space on that side into a common cavity (as deseribed in the chap-
ter on operative technique) through which it was an easy matter to
remove ealeuli 5 or 6 em. in size. In only one case was it necessary
to do more than dilate the vesical orifice, and in this case (47) a
short incision was made through the vesical wall which was brought -
well into view by traction with the stone grasped by the forceps. By
making a longer incision a much larger ealeulus could have been
removed.

I therefore feel justified in saying that the presence of even very
large caleuli should not, as a rule, be considered a contraindication to
perineal prostatectomy.

The markedly lower mortality shown by the perineal route in these
cases (=ee another article in Volume X1IT on perineal lithotomy) is a
strong argument for adootion of the perineal route when stones are
present, unless they be within diverticula with small orifices.

E. THE CONVALESCENCE.

In the preceding chapter we have described the way in which the
patient reacted after the operation. The subsequent convalescence
has in the vast majority of cases been remarkably simple and rapid.
In all but three cases (barring the fatal and rectal fistula cases) the
patient was out of bed within a week. As a rule the patient was put
in a wheel-chair on the second or third day after the operation and
carried out on a veranda, and within a week most patients have been
walking about the ward. During the past two years it has been my
cugtom to remove the gauze from the wound on the morning after the
operation, and the tubes have been removed on the same day or the
day following. Since following this cusfom the rapidity of the con-
valescence has been remarkably better, and the fistulse have closed
much more quickly. For example, in 40 cases operated on in the two
vears from 1902 to May 25, 1904, there were 11 cases in which the
fistula persisted more than two months. Whereas, during the two
years, 1904 to 1906, 105 cases have been operated on with only nine
cases in which the fistula persisted longer than two months. The
same thing is true in regard to the length of stay in the hospital.
In 1902 to 1904, out of 40 patients 12 remained in the hospital



94 Hugh H. Young.

over 50 days; whereas, in the 12 months, June, 1905, to June,
1906, among 50 cases there was no one in the hospital as long as 50
days, and only two cases over 40 days. Fifty per cent did not remain
longer than 22 daye, and two cases left within two weeks after the
operation.

In seven cases the urine hegan to flow through the anterior urethra
on the second day, in four cases on the third day, in 10 cases on the
fourth day, in 15 cases during the second week, in 12 cases during the
third week, and in one case during the fourth week. In the great
majority of cases urine passed through the penis during the first week,
and inside of two weeks there was only a slight escape of urine through
the perineal fistula.

Interval urination with fairly good control has been established re-
markably early in the convalescence. In four cases in which no drain-
age tubes were used the patient had control at once and voided urine at
stated intervals beginning immediately after the operation. In six
cases in which tubes were employed, voluntary urination at intervals
was established on removal of the tubes on the second or third day.
The same thing probably occurred in many other cases, but unfortu-
nately accurate notes on this point have been kept in only a compara-
tively small number of cases. In 16 other cases, in which notes have
been kept, interval urination was established between the third and
eighth day, and although the patient did not void all of the urine
through the meatus he has been able to retain urine for a definite
period and frequently has employed a commode rather than allow
the urine to escape into the perineal dressings. The latter plan has
added considerably to the comfort of the patient as the presence of
dressings wet with urine is always a source of annoyance.

The establishment of early control and voluntary urination shows
conclusively that in the operation which I have employed the vesical
sphincter is not greatly injured, and this fact has been frequently
demonstrated at operation, when after the removal of even large me-
dian and lateral lobes an examination with the finger has demonstrated
the vesical sphincter entirely preserved, though often dilated. The
fact that the entire operation is done between the external and inter-
nal sphineters without destroying either explains, I believe, the reason
why incontinence never follows this operation, whereas it occasionally
follows suprapubic prostatectomy in which the internal sphineter is
considerably injured, and perineal prostatectomy through the ordinary



Study of 145 Cases of Perineal Prostatectomy. 95

perineal section in which the external sphincter is divided and often
considerably lacerated.

During the period in which the fistula is small but still open there
iz a marked difference in the comfort of the patient in perineal and
suprapubic prostatectomy cases. In the former the urine is voided
at intervals through the urethra at which time a small amount escapes
through the perineal fistula, but by using the water-closet the patient
iz able to avoid any soiling of his clothes and it 1s unnecessary to
wear absorbing dressings, whereas in the latter the urine constantly
escapes through the suprapubic fistula generally until its final closure
which iz usually longer delayed than in perineal prostatectomy cases.

Complicalions During Convalescence.

Epididymitis occurred as a sequel to the operation in 20 cases.
In 15 cases it was slight and it involved only one testicle in all but
two cases. In many cases it was merely a slight transitory enlarge-
ment of the epididymis which was moderately tender and rapidly dis-
appeared under applications of ice and in several instances without
any treatment. In five cases the inflammation went on to abscess for-
mation and required incision after which it promptly healed. In the
50 cases operated on during the past year epididymitis has occurred
six times, in all cases slight and not requiring operative interference.
As remarked before, three of the cases of epididymitis were in the
eases in which the suburethral method of removing the median por-
tion of the prostate was employed. Excluding the atypical cases we
have then 138 cases in which the typical operation was employed with
epididymitis as a complication in 16 cases (in three of which abscess
formation occurred), 129%. This corresponds exactly to the figures
for the past year.

When we consider the fact that 209 of all the cases had had epi-
didymitis before coming to the hospital, and that those cases coming
on after operation oecurred usually during the second or third week
of the disease we see how little the operation had to do with it. The
fact that it occurred in all cases but one in which the ejaculatory
ducts were removed shows conclusively that the conservation of these
ducts is of very great importance as a preventative of epididymitis.

Suppuration of wound.—The sutured portion of the wound became
infected and partially broke down in three cases and completely broke
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down in three cases. In the other cases although the packed portion
of the wound became infected from preexisting cystitis the sutured
wound healed by first intention. This has been to me one of the most
remarkable findings after this operation, for it seems wonderful that
wounds could heal so well when immediately adjacent to an abundant
infection and suppuration, and the contrast between these cases and
those in which suprapubic prostatectomy was performed 1s very great.
Since it has been my practice to remove the ganze on the day after the
operation and the tubes on,the second day the wounds have healed
much more rapidly.

Post-operative hemorrhage occurred in four cases, in two on the
gecond day, after removal of the gauze and in both cases of moderate
degree and readily controlled by repacking the wound. In one case
(89) severe post-operative hemorrhage occurred from an extensive
vesical uleer which had been curetted at operation, and resulted in
death on the eighth day. In one case (9) there was moderate hemor-
rhage on the night after the operation and an assistant thought it
necessary to forcibly pack the wound with gauze. As a result necrosis
of the rectal wall followed. It may be remarked here that a certain
amount of hemorrhage may always be expected after the operation,
and one should not be surprised if it is more abundant than he is
accustomed to see, especially in operations where it is possible to
ligate all bleeding points.

As a rule the irrigation fluid comes away elightly stained with blood
for several hours and in cases where the mucous membrane covering
a median lobe has been lacerated in its removal, there may be fairly
abundant hemorrhage, but a hot irrigation will generally cause a ces-
sation of the bleeding. As a matter of fact hemorrhage has not heen
a matter of alarm in any but the single fatal case mentioned above.

Recto-urethral fistule followed the operation in seven cases and are
discussed at length in another paper in this volume.

Phiebitis of the veins of the thigh oceurred in two cases. Purpura
in one case, pleurizy in one case, cholecystitis in one case, severe pain
in the back which had been present before operation persisted after
operation in one case (130). In one case the exit tube became blocked
in some way and the serotum became distended with salt solution,
and two small ineisions were required to evacuate it. The patient
(139) made a satisfactory convalescence, and although a weak old
man, left the hospital on the 29th day.
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In two cases internes failed to remove a portion of the gauze pack-
ing, in one case, until the fifth week (12). In the other case (7)
all of the gauze was thought to have been removed and the patient
was discharged on the 20th day. The fistula closed on the 30th day
and the patient had no discomfort with exception of a urethral dis-
charge until five months later when a perineal abscess formed. After
that a perineal fistula persisted. An operation was performed 10
months after the prostatectomy in order to close it, and greatly to
the surprise of the operator a large piece of gauze was found within
one of the prostatic capsules. After that the perineal fistula promptly
healed.

Stricture of the urethra—1 have yet to see a definite case of stricture
of the urethra following this operation, and I see no reason why one
should oceur. The small linear incision which iz made in the mem-
branous urethra back of the sphincter should never lead to the forma-
tion of stricture as the coaptation of the two edges of the wound
should restore the urethra to itz normal caliber.

In one case (25) in which the floor of the urethra was removed
along with the median portion of the prostate (by the suburethral
method) the patient’s physician reports that he found a stricture which
was eagily dilated with sounds. In two cases in which rupture of the
bulbous urethra has been produced by an orderly holding the urethro-
tomy staff, some diffieulty has been experienced in passing a catheter
after the operation, but no definite stricture has been present. As
stated elsewhere, I have not found it necessary to pass sounds after
the operation, and in no cases, except the one mentioned above have
they been employed. In faet I believe it is very important to avoid
ingtrumentation, and usually pass no instrument except a small silver
catheter to determine whether any residual urine is present on the
departure of the patient, and in many cases in which urination is
apparently normal as regards interval and force of stream and there
is every evidence that the obstruction has been removed, I have not
even passed the catheter.

In conclusion I may say that the convalescence even in the serious
cases iz usually a very simple and rapid affair. With the use of an
infusion after the operation and copious imbibition of water beginning
as soon as possible, early purgation, getting the patient out of bed as
goon as possible, and the early removal of gauze and tube drainage,
the patient is usually walking about the hospital and voiding urine at
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stated intervals declaring that he feels well enough to leave at the
end of the first week.

Length of Time in Hospital.

The following table gives the duration of the time during which
the patient remained in the hospital after operation.
4 cases between 10 and 14 days.
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Fifty per cent of the cases left the hospital within 25 days after
the operation, and only 21% remained longer than one month.
Thirty-two cases remained in the hospital longer than 35 days. Many
of these were very weak patients, in poor condition before the operation,
who convalesced slowly. In five cases the cause of delay was a recto-
urethral fistula. In five cases it was due to the presence of a supra-
pubic fistule which was difficult to heal. In nine cases it was due
to epididymitis, in three of which abscess formed and incision was
necessary. In seven cases it was due to a tardy closure of the perin-
eal fistula, in two cases to old stricture of the urethra which required
dilatation. In one case each to cholecystitis, tabes dorsalis, a burn
from a hot-water bag on the leg, a fragment of caleulus left in the
bladder, and a piece of gauze packing left in the perineum for four
weeks. In one case (50) the patient remained in the hospital 37
days owing to an imperfect result, there being 200 ce. residual urine
present which caused urine to be voided at intervals of two hours.

A review of these cases shows that the delay was due in many cases
to causes not attributable to the operation, such as previous suprapubie
fistule, stricture of the urethra, choleeystitis, tabes dorsaliz, gauze
left in the wound, a burn on the leg, in all eleven cases. There was
also one case of suppurative epididymitis which was present before
operation and which was the cause of the patient remaining in the
hospital for 39 days (61).

In the remaining 20 cases the prolonged stay was due more or less
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directly to the operation, the most important of which was recto-
urethral fistula, but since the technique has been modified so as to
include an approximation of the levator museles this complication has
disappeared, and during the past year in 50 cases we find only six
cases have remained longer than 35 days.

Closure of the fistula.—The following table shows the time of
closure of the perineal fistula:

4 cases between 5 and 9 days.
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17 fistula closed but time not noted.
By “  still open. (2 recent.)
10 ¢ died before closure of fistula.
2 " operated during the past 3 weeks.
Total 145 *

As stated above there are present only four cases of permanent
perineal fistule. Omne of these patients (26) had a recto-urethral
fistula after the operation for which two subsequent operations were
performed (not the most recent method, however). There is pres-
ent now a pin-point urinary fistula through which only occasionally
a few drops of urine escape. The second case (12) is the one in
which a piece of gauze was discovered in the wound four weeks after
the operation. A pin-point fistula now persists through which only
two or three drops of urine escape during each urination. In hoth
of these cases the patients suffer no dizscomfort and refuse treatment
for the fistulz. The third case (14) is one in which I operated for
Professor Casper in Berlin. He reported one year later that a
minute fistula was present through which a small amount of urine
eccaped during urination. The fourth case (44) is one in which the
median portion of the prostate was not completely removed, and 400
ee. of residual urine are still present. The fistula is minute and only
a small amount of urine escapes through it during urination. In two
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cases (122, 136) the operation was performed six and two months ago
respectively, and the fistule are healing under treatment.

Among the 10 patients who died before closure of the fistula three
(55, 24, 107) lived 5, 12, and 10 months, respectively, after the
operation and died, two of accident and one from pyonephrosis. In
these three cases small perineal fistulee were still present. The other
seven cases died from 8 to 31 days after the operation, and their his-
tories are given in detail later on (see mortality).

In the two cases which are still in the hospital the fistula has not
healed, but a month has not yet elapsed.

In 17 cases the fistula closed shortly after leaving the hospital, but
unfortunately we have been unable to learn exactly when the final
closure occurred.

Az remarked above, fistule cannot be considered complications of
any moment after perineal prostatectomy. In 62% of the cases the
fistula has closed within 24 days after the operation, and during the
past vear in the 50 cases operated it was closed within 24 days in
75% of the cases. The fistula at the end of two weeks has usually
been only a very small affair through which a little urine would
escape during urination, and those which have persisted longer than
24 davs have been of pin-point size, allowed the passage of only
a few drops of urine, and have not been enough to cause the patients
more than slight annovance. There has been no case of perineal
fistula in which there has been a continous leakage of urine, such as 1s
present in nearly all cases of suprapubic fistula until the very time of
final closure. '

The persistance of the fistula has usually been due to suppurative
conditions in the urinary tract and perineal wound. In many of
these cases the bladder infection has been very great, and this con-
dition has been communicated to the perineal wound and led to the
formation of unhealthy granulations. In two cases urethral strie-
tures were responsible for the delay in the closure of the fistule, and
in cases where the rectum has broken down the perineal fistule have
alwavs persisted until the rectum was closed. The emplovment of
suprapubic drainage in these cases has been followed by a prompt
closure of the perineal fistula.

In many of the casez in which the fistule were slow in healing, the
patient has left the hospital too soon and has not received appropriate
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treatment after return home. With the exception of one case (44)
I have been able, in everv instance, to hasten the closure of fistule
by oceasional eurettage with the gimlet eurette (Fig. 39') and applica-
tions of nitrate of silver.

F. IMMEDIATE RESULT OF OFFERATION. CONDITION ON DISCHARGE.

Voluntary urination was established in every case by the operation.
On discharge from the hospital there was not a single case that re-
quired catheterization, although on entrance the catheter was neces-
gary in 134 cases, G4 of whom had complete and 70 incomplete re-
tention of urine.

Fig. 29,

This restoration of the power of voluntary urination in every case
is indeed remarkable when we consider that in 21 cases there were over
500 ce. residual urine present, in five cases over 1000 ce., and that one
patient had used the catheter for seven vears, two for eight vears, one
for nine years, and one for 14 vears, the retention of urination being
complete during these periods.

In 98 cases the fistula was completely closed on discharge of the
patient from the hospital; in faet it has been my practice to try to
keep the patient in the hospital until the fistula closed. In 39 cases
the fistula was open when the patient left the hospital, but in 31 of
these cases it has since closed. In eight cases the fistula is still open,
but four are recently operated cases.

In the majority of cases the condition of the patients were =0 good
that they were allowed to go home without being catheterized after
the operation, and the subsequent higtory shows excellent final results
in all these cases. Two cases with vesical contracture and cystitis
left without our consent on the 14th and 22d days without having
been eatheterized, and in both of these cases the ultimate results have
not been satisfactory (46, 51).
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In 59 cases record has been kept of the finding with a catheter
paszed immediately before departure of the patient, as follows:
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As remarked above, when we consider the number of patients who
led catheter lives and the frequent presence of extreme vesical distention
it is indeed remarkable that there were only 12 cases in which 40 ce.
or more residual urine was found on discharge, the examination gener-
ally occurring within two or three weeks after the operation. These
cases demonstrate well the wonderful power the bladder has to resume
its normal funections when obstruetion is removed even though it may
have been dilated to three or four times its normal capacity, markedly
altered by inflammation, the formation of diverticula, and the pres-
ence of caleuli and although it had been evacuated only by catheter
for many vears.

In order that we may arrive at some conclugion as to the cause of
residual urine in the 12 cases in which 40 cc. or more was present,
and the subsequent course of these cases I will give each in brief
detail.

Case I (17).—40 cc. R. U. on discharge. Over distention of the bladder
with incontinence. Catheterization for two weeks. Residual urine 500 cec.,
small prostate with small globular pedunculated median lobhe. Total
weight 15-G. Microscopically, chronie prostatitis. On discharsze from the
hospital on the 22d day voided urine at intervals of four hours, fistula
closed, condition excellent. Report 31 months after operation. Urination
[ree, five times during the day and twice at night, ofien a pint at a time.
*T1 am cured.”

Case IT (95).—40 cc. R. U. on discharge. Catheter life for two years,
bladder capacity 800 ce. Moderate enlargement of lateral and median
lobes, Weight of prostate 20-G. Fistula closed 15th day. Discharged
20th day with urination normal at intervals of five hours. Report 12
months later. “ Perfectly cured. Void urine naturally and only rarely
get up at night.”
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Casg IIT (48).—40 ce. R, U, on discharge. When admitted urination
was every 15 minutes with great pain. Bladder irritable, small, several
calenli present. Prostate moderately enlarged. The lateral lobes were
removed, but the median portion was not. The fistula closed on the
27th day, patient discharged on the 34th day voiding naturally at intervals
of five hours. R. U. 40 cc. B. C. 210 ce. Report 20 months after operation.
“In perfect health; wurination natural; retain urine from three to five
hours."

Case IV (114).—40 ce. H. U, on discharge. When admitted eatheter-
ization was necessary every six hours, Considerable enlargement of
prostate. A large median lobe and a large calculus seen with the eysto-
scope. Perineal prostatectomy. Removal of three large lobes weighing
z-80, A very careful search was made for the caleulus but it ecould not be
found. Thinking that the cystoscopic examination was erroneous the
wound was closed. The convalescence was very satisfactory; the patient
wag discharged on the 14th day, no stone could be detected with a silver
catheter. The bladder capacity was 230 cc, R. U, 40 cc. Cystoscopy would
not be permitted. Six months later the patient returned complaining
of pain, cystoscopy showed a large caleuluz which was removed by supra-
pubic route three weeks ago. At the prostate orifice was a small fold of
mucous membrane in the median portion.

Case V (103).—55 ce. R. U, on discharge. Catheterization required for
three months. A slight enlargement of the prostate was present. Thres
small lobes were removed weighing G-15. Discharged on the 34th day,
voiding urine at intervals of three hours. Report 11 months later. “ 1
am cured. Void naturally, once during the night, 15 ounces at a time."

Casg VI (45).—50 ecc. R, 1. on discharge. Complete retention of
urine for three weeks before admission. Moderate enlargement of prostate
with small median bar, four wvesical caleuli, which were removed at
operation along with a small median bar and small lateral lobes. Dis-
charged on the 21=t day in good condition, voiding urine at intervals of
four hours. Report by letter 15 months later. * During the night I can
sleep for four hours without urinating, but during the day I suffer pain
and vold very frequently, and have a feeling as if a gravel was trying
to pass.”

Casg VII (41).—40 ec. R. U. on discharge. Catheter life three months.
Residual urine 500 to B00 cc, Small median lobe and moderate lateral
lobes removed. Fistula closed in 10 days, discharged in 24 days, urination
normal, at intervals of four hours, Residual urine 40 ce. Bladder capacity
a0} ce. Report 22 months after operation—Iletter, “ 1 am cured. I void
three times during the day and onece at night without difficulty or pain.'”

Remarks—A review of the seven cases above in which the residual
urine on discharge was from 40 to 55 cc. shows excellent ultimate
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results in all but two cases. In case IV the failure to remove the cal-
culus was apparently responsible for the residual urine, frequency
of urination, and pain., In case VI the present symptoms point to
stone in the bladder, perhaps a recurrence since the operation, but
possibly due to the failure to remove all the stones at operation. The
fact that the patient is able to retain urine for four hours during the
night and voids without difficulty seems to show that the obstruction
has heen completely removed.
Five cases in which the residual was more than 55 ece.:

Case I (107) —75 ee. B, U7, on discharge. Dribbling of urine for one year.
Over distended bladder with 1100 cc. residual urine. Removal of moderate
enlargement of median and lateral lobes. Discharged from hospital on the
40th day, voiding urine freely at intervals of five hours. The fistula did
not close, Heport two months after the operation. * The fistula is present.
Urine is wvoided naturally but with little force, three times during the
day and four times at night. The catheter is not necesgary.” The patient
was killed in an accident 10 months after operation.

Case II (37).—100 ec. K. 1. on discharge. Prostatic trouble 12 vears.
Multiple vesical diverticula, small median lobe. 180 cc. residual urine, con-
tracted bladder. Three very small lobes were removed. The patient
improved rapidly and was discharged on the 18th day volding urine at
intervals of three and one-half hours, but the catheter showed 100 cc.
residual urine. On examination 23 months later 30 ce. residual urine
was obtained by catheter. The cystoscope showed a small median fold and
the diverticula still present but smaller than before operation. The bladder
was contracted, holdinz only 150 cc. TUnder treatment it was dilated up
to 225 ce. and after a month's treatment, patient voided urine twice at
nizht and four times during the day.

Casg IIT (64).—110 cc. R. U. on discharge. Complete retention of urine,
over distended bladder, capacity 800 cc. Cystoscope showed a slight median
bar, but at operation only the moderately enlarzed lateral lobe=s were re-
moved. The fiztula elosed on the 10th day and the patient was discharged
on the 16th day, voiding urine freely at intervals of four hours during the
day and seven hours at night, E. U, 110 ce. B. C., 310 cc., no discomfort.
Report 18 months after operation. * Urination normal, three times during
the day and fwice at night, but I drink much water. Consider myself
completely cured.”

Case IV (126).—150 cc. R. U. on discharge. Over distended bladder.
R. U. 540 cc. Cystoscope showed a slight median bar which was not
removed at operation. Moderately enlarged lateral lobes removed. Rapid
convalescence. Fistula closed 16th day, discharged 21st, volding urine
freely at imtervals of five hours. The catheter showed 150 cc. residual
urine. Report four months later. Has improved steadily. Urination four
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times during the day, none at night, micturition normal, considers himself
entirely cured. The catheter shows 150 ce. residual urine.

Case V (50).—200 ce. R. U, on discharge., Owver distended bladder, 1100
ce. R 1. Cystoscope showed small median bar, and a prominent anteriorly
projecting left lateral lobe. At operation the lateral lobes were removed,
but the median bar was not. The patient convalesced well and on
discharge from the hospital on the 37th day volded urine at intervals of
five hours. The catheter showed 200 ce. R. T, Five months later the
patient returned, the catheter withdrew 400 ce. residual urine and the
cystoscope showed a small median bar. A Bottini operation was performed,
two cuts being made. 5ix weeks later a catheter found 250 ce. H. T. and
B. C. T40 ce. with poor tonicity. Letter one vear after Bottinl operation.
“ Urination is free and satisfactory. [ void 12 times during the day and
g8ix times at night, and from one-guarter to three-quarters of a pint at a
time. The result of the operation is entirely satisfactory.”

The following two cases showed residual urine soon after discharge
from hospital, and are therefore given here:

Case VI (42) —Catheter life for three vears. Bladder large, tonicity
good, catheter used four times daily. Cystoscope showed a small round
median lobe which was removed at operation and was 1 ¢m. in diameter.
Small lateral lobes were also remoyed. The patient voided urine naturally
but frequently and with difficulty after the operation, and examination
three months later showed 500 ce. residual urine, and a small reunded
median bar. A second operation was performed one year after the first
and a tear was made into the rectum. A small median bar 1x1x 2 cm.
in diameter was removed, The rectal wound broke down and a recto-
urethral fistula still persists, but the perineal fistula is closed and
frequently no urine passes into the rectum and no feces into the urethra.
Urine is voided without difficuty at intervals of =zix hours during the day
and he does not have to urinate during the night. He is free from pain
and he suffers so little diseomfort that he has refused to have anything
done to the recto-urethral fistula which is apparently steadily diminishing
in size,

Casg VII {44) —Very frequent urination, over distended bladder, 1000 ce,
residual urine, small median bar. At operation slightly enlarged lateral
lobes and a small suburethral median lobe were removed. The patient
convalesced well and was discharged on the 25th day, but urination was
quite frequent and examination several monthz later showed 200 ec.
residual urine, and with the eystoscope a small but definitely round median
bar was zeen.

Moy 19, 1906—(21 months after operation.) The catheter withdraws
400 cc. R. U. and the cystoscope shows a small rounded median lobe, TUrine
is voided without much difficulty at intervals of two hours. He catheterizes
himself at bed time and sleeps all night. He is so comfortable that he
refuses further operation. This is the only patient who uses a catheter.

Vol. XIV.—3.
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The following case in which the obstruction was not completely
removed until a second operation had been performed one week after
the first operation should be included here:

Case VIIT (141).—Catheter life for two years. Small prostate with
globular median lobe. Removal of small lateral lobes, and a pedunculated
median lobe through the urethra. Examination with the finger showed no
remaining obstruection, but an unusually strong or firm sphincter. It was
thought unnecessary to do more than to dilate this. After removal of the
tubes urination was difficult and painful and the catheter showed 500 cc.
residual urine. One weelt after the first operation the wound was broken
open, and the median portion of the prostate along with a piece of the
vesical sphincter and the small capsule left by the median lobe was
excised leaving a large opening at the vesical orifice. The edges of the
wound were reunited, the tubes were withdrawn on the next day. The
convalescence was rapid and in a few days the urine began to flow through
the anterior urethra, the perineal fistula clozed in 12 days (20 days after
the first operation) and the patient was discharged on the 22d day after
the first operation volding urine freely at intervals of four hours and the
catheter showed no residual urine,

Remark—In Cases II and III the residual of 100 ece., which was
present on discharge from the hospital, has since disappeared, one
case being entirely well and the other case (II) suffering only from
eontracture of the bladder and diverticula. Cases VI and VIII are
apparently identical in that the removal of small globular median
lobe was not sufficient to provide free evacuation of urine, and it was
necessary at secondary operations to excise the median portion of the
prostate along with that part of the vesical sphineter. The splendid
result obtained in Case VIII shows the advisability of doing the second
operation without delay. In both of these cases the entire prostate
was very small and of the inflammatory sclerotic variety (the kind
which Albarran declares are unsuitable for prostatectomy by the
perineal route), but the results obtained in these two cases show con-
clusively that if the median portion of the prostate beneath a peduncu-
lated lobe is excized in these cases and a free opening provided, excel-
lent results can be obtained.

In Cases I, IV, V, and VII, the bladder was markedly overdis-
tended, and atonic before operation, and this probably had a good deal
to do with the incomplete evacuation of urine, but in the last three
cases the median portion of the prostate, which was shown by the eysto-
scope to be distinetly, although slightly, enlarged, was not removed,
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and I feel certain that had this been done very thoroughly there would
be no residual urine present. In ordinary cases (where the bladder is
not atonic and greatly distended before operation) the small amount
of obstruection which these cases present, would not, I believe, be
sufficient to prevent complete evacuation of urine. I confess that
an incomplete operation has been respomsible for the imperfect re-
sults shown in the five cases mentioned above (Cases IV, V, VI, VII,
and VIII). In all other cases the operation has been entirely satis-
factory in that the obstruction has been completely removed and free
urination established.

In the majority of cases the interval between urinations was four
hours or more on discharge from the hospital. In a number of in-
stances it was more frequent than normal owing to eystitis and con-
tracture of the bladder. This was particularly true in cases where
caleuli had been present, where the bladder had been drained for a
long time through a retained urethral ecatheter, or by suprapubic
fistula. (These cases will be discussed later.)

Voluntary confrol of urinafion.—As remarked before, one of the
most remarkable results of the operation is the rapidity in which
voluntary control with interval urination is established, in many
cases coming on immediately after removal of the drainage tubes.
At first the sphincter iz usually a little weak and a few drops of urine
may escape when the patient suddenly changes his position, coughs,
or sneezes, but in all but a small number of cases complete control
was established before the patient left the hospital. In six cases there
was for a short time a slizht incontinence when the patient was on
his feet. This oecurred only occasionally, however, and there was no
incontinence during the night. In only three cases has this slight
occasional diurnal incontinence persisted. These cases will be referred
to at length in dizcussing the ultimate results.

Suprapubic fistule were present in eight cases (96, 13, 16, 9, 69,
63, 131, 70), but in only two cases required a second operation to
effect a closure. In both of these cases (16, 63) the fistula was sur-
rounded by considerable scar tissue which was excised at the second
operation.

Where suprapubic fistule are present I usually put only one catheter
in the perineal wound and another in the suprapubic. The continu-

ous irrigation being maintained through one and out the other. The
Vol. XIV.—5,
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perineal tube is removed on the next day, but the suprapubic drainage
is maintained until the perineal wound is completely healed, when
the tube iz removed and the fistula thoroughly curetted. Prompt
closure has been thus effected in all but the two cases mentioned
above. The great objection to suprapubic fistule is that the
bladder is usually contracted, and often never regains its normal
capacity.

G. THE CONDITION OF PATIENTS AFTER LEAVING THE HOSFITAL.

At intervals of gix months (and sometimes less) I have sent cireu-
lar letters to all perineal prostatectomy cases with a set of questions
to be answered. In these the patient was asked whether the perineal
fistula was closed, whether a catheter was used, how often urine was
passed by day and by night, the amount voided at one time, as to the
presence of pain, the return of erections, whether sexual intercourse
was possible and in what way it differed from condition previous to
operation, as to complications, treatment, general health, gain in
weight, and finally whether they considered themselves cured.

I have been remarkably successful in keeping track of these cases,
and up to November 30, 1905, failed to hear each time from but one
cage. This patient (35) who was operated upon Mareh 22, 1904,
replied on May 22, 1904, saying that the wound was closed, that he
considered himself cured, and that his general health was fairly good.
I have since written him, his physician, and his wife several letters
but have not received any answer.

On May 5, 1906, the last circular letter was despatched, and replies
have been received from all but six cases (but these had answered
November 30, 1905).°

*October I, 1906.—Just before the correction of the page proof circular
letters were again sent to the 50 cases which had been operated during the
year previous to June, 1906, Replies have been received from all but seven
of these, and their answers have been attached to their histories reported
in the appendix. All of the seven cases who failed to reply had been fol-
lowed for several months after the operation, and I am confident that
they are all in good condition. A review of the final answers of these 50
cases ghows a continued improvement in their condition. In many of
the recent cases in which the sexual powers had not returned the patients
now report a return of erections. "We still have to record only one death
in the 50 cases operated during that year, and the functional results ob-
tained fully bear out the statements made previously in other parts of
this article.
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Fifteen patients have died since leaving the hospital. The earliest
ease is that of No. (73) who died one month after the operation from
“ cerebral hemorrhage.” The immediate result in this case was ex-
cellent and the operation apparently had nothing to do with his death.
Two patients committed suicide four and six months after operation
(cases 51, 55). Two patients (6, 9) died five months after the opera-
tion of intercurrent diseazes. Both had been completely cured by the
operation. One patient (case 107) died seven months after the opera-
tion in a runaway accident, and one (49) died four months after
operation, of apoplexy.

One patient (case 5) died eight months after the operation of angina
pectoris. He had been completely cured by the operation. Three
patients (31, 24, 33) died one year after the operation, one of pneu-
monia, one of uremia, and one of causes which cannot be ascertained.
The first patient had been completely cured by the operation, the sec-
ond and third cases had suffered severely from severe ecvstitis, con-
tracture of the bladder, and autopsy on one showed double pyone-
phrogis. Two cases died 23 months after the operation, one an acei-
dental death while exploring in Africa, and the second of unknown
cauge. Both had been cured by the operation.

One patient (4) died 3 months after the operation of * catarrh of
the stomach.” He had had no urinary trouble sinee operation.

The only patient among these 15, who have died since leaving the
hospital, in whom the obstruction to urination had not been completely
removed was that of case 50, who died 20 months after the operation
suddenly of unknown cause. 1 received a letter from him three
months before his death in which he said that the result of the opera-
tion had been entirely satisfactory, but at an examination one year
hefore I had found 300 ce. residual urine.

A review of these 15 cases shows that the operation was not re-
sponsible for the death in a single case. In four cases there had been
evidence of impairment of the kidneys, one had definite nephritis
and the autopsy in one case showed pyonephrosis. The other patients
met accidental deaths (three) or died of intercurrent diseases in no
way connected with the urinary tract. Six of these patients were in
splendid eondition before and after operation, and in the other cases
the general condition was not nearly so bad as in many of the patients
who are still living.
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The number of months elapsed between operation and last report
are as follows:

1 months ...... 0 Cases. 19 months ...... 2 Cases.
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H. CONTRACTURE OF THE BLADDER BEFORE AND AFTER OPERATION.

In 50% of the cases the capacity of the bladder before operation
was distinetly contracted, ¢. e., less than 400 ce. In 52 cases (37%),
the contracture was marked, and the capacity of the bladder between
50 and 300 ¢e. Seventeen of these cases were complicated with stone
in the bladder, three had previously had calculus, two had caleuli
after the operation, and 30 were not associated with calculi.

The following table shows the capacity of the bladder and residual
urine in these 30 cases in which no calculi were present :

Hetention Incomplete.
. Retention Complete.

: K. 17, 1!.C.-' B. C.
e 15 Cases, 0 Cases, i Cases.
AL e e e B rley 0 2
] e i B |l
S e N e R T i L
PR e e Bi T Pt
|| s i T [ s

Among 25 ecases in which ealeuli were present the bladder capacity
was between 50 and 250 ce. in 18 cases as follows:
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In eight cases in which the urine escaped through suprapubic
fistulee the bladder was contracted in every case.

A review of these cases shows that where caleuli are present the
bladder is apt to become contracted in the vast majority of cases,
there being only three in our series in which it was as large as normal
(500 ce.). In these cases the contracture is undoubtedly due to the
frequency of urination produced by the presence of calculi.

In eases where suprapubie drainage has been provided contracture
almost always results owing to the removal of all intravesical pres-
sure. But in those cases in which neither of these conditions are
present the explanation is not =0 easy. In some case severe eystitis,
pericvstitis, vesical uleers, and diverticula are responsible for the
condition, but in many instances none of these etiological factors
have been present. In such ecases I believe the contracture iz due to
a thickening of the muscular coats of the bladder brought about by
efforts to force the urine through the narrowed orifice. This condi-
tion of contracture apparently persists as long as the retention of urine
12 not complete and the residual urine is not very large, as a review
of my caszes shows no case with contracture of the bladder and com-
plete retention of urine except those in which calenli were present or
the bladder had become contracted from long drainage through a su-
prapubic or a urethral catheter. Contracture of the bladder appears
therefore to be the first change which occurs in the viscus as a result
of prostatic obstruction. Later, residual urine begins to appear and
gradually inereases in amount until it approaches that of the vesical
capacity. When the residual urine becomes very large the bladder
apparently begins to dilate in a certain number of the cases, and as
remarked above, is almost always large in uncomplicated cases when
the retention of urine iz complete. The formation of trabeculwm,
pouches, and diverticula oceur simultaneously with the thickening of
the muscular coats and the inerease in intravesical tension, and in a
few caszes diverticula may form an important complication, as shown in
cases (30, 143, 82, 37).

A study of the cases in which frequeney of urination has been present
after the operation shows that it is almost alwavs due to previous
contracture of the bladder.

In 30 eases urination was more frequent than usual at the time of
discharge from the hospital, varving from one to three hours, and in
one case being every half hour, and all of these cazes were character-
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ized by contracture of the bladder before operation and in 16 ecaleuli
had been present. The treatment adopted in these cases was simply
to have the patient drink water in great abundance and retain urine
as long as possible in the bladder to dilate the bladder by hydraulic
pressure, given with or without a catheter. The results have been
remarkably good and in many instances where the bladder was con-
siderably contracted before and immediately after operation, the
capacity has gradually increased until now the patient voids as much
as 500 ce. at one time.

A careful study of the ultimate results of these 145 cases shows
only 23 in which urination may be said to be too frequent, and in all
but four of these cases more or less marked contracture of the bladder
was present before operation. One case with a bladder eapacity of
500 ce. before operation and complete retention of urine voids, now
five months after the operation, at intervals of three hours, and 300
cc. in amount (125). The other three cases were those in which
the obstruction was not completely removed (44, 50, 51) and will
be given in full later on.

Reports from the remaining 19 cages show that the amount of urine
voided at a time is about 60 ce. in two cases, “small ™ in four cases,
125 ce. in one case, 150 ce. in two cases, 200 ce. in one case, 250 cc.
in two cases, 300 ce. in four cases, 500 ce. in one case, “ abundant
one case.

The interval between urination is two hours in four cases, two and
a half hours in one case, three hours in eight cases, one hour during
the day and four hours at night one case, two and a half hours during
the day and five hours at night in two cases.

In the three cases mentioned above in which the obstruction was
not removed the interval was one hour in two cases and “ very fre-
quent ™ 1n one.

A review of these cases shows conclusively that the most common
cause of frequency of urination after prostatectomy, when the ob-
struction has been completely removed, is contracture of the bladder.
In cases where polyuria is not present and the patient voids about 1500
ce. of urine a day, a bladder capacity of 300 cc. causes no incon-
venience, and the patient does not have to void more than five or six
times a day. But in most of these old men polyuria is present in
marked degree, and when the bladder is at all contracted urination
is necessarily more frequent than normal. A peculiar feature in re-
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gard to these polyurias is that more urine is secreted at night, when
the patient is supine, than during the day, and this accounts for the
frequency with which some of these patients have to arise at night to
urinate. In one of my cases 60 to 80 ounces of urine was secreted
during the might and only 10 ounces during the day. In such a case
nocturnal frequency of urination is necessary although the bladder
may be fairly large.

In concluzion 1 may say that in only those cases characterized by
contracture of the bladder is the patient disturbed at all by frequency
of urination (barring the three cases of incomplete prostatectomy
mentioned above).

I. ULTIMATE RESULTS.
Mortalify.

There have been seven deaths following the operation.

In none of the cases was the death directly in consequence of the
operation, as shown by the fact that one occurred during the fifth
week, two during the fourth week, three during the third week, and
one during the second week after the operation.

The cause of death was as follows: Pulmonary thrombosis, one
case ; hypostatic congestion of the lungs, two cases: double pneumeonia,
one case; pyonephrosis and uremia, two cases; secondary hemorrhage
from a vesical ulcer on eighth day after operation, one case.

All but one of the patients were in weak condition before the opera-
tion, and two were over 80 vears of age, one being 87 vears. Two
were markedly uremie, going down rapidly, and were operated on as a
last resort. The seven cases were briefly as follows:

Case I (21).—Age 73, admitted November 20, 1903, Examination shows
a diastolic murmur and & blurring of the heart sounds in the aortic area.
The prostate is only slightly hypertrophied and the cystoscope shows a
small median lobe,

Operation, November 20.—Removal of median and lateral lobes. The
patient reacted well, pulse 88 at the end, temperature 99 on the following
night. In & few dayvs the patient was out of bed and walking about the
ward.

73th day.—Patient in excellent condition, voiding urine through urethra,
almost ready to leave hospital.

December 2, 1803 —The patient has become constipated and a soap-suds
enema iz ordered. The enema caused considerable tenesmus and im-
mediately afterward the patient vomited and suddenly ecollapsed, dying
within five minutes,

Autopsy.—There is a firm organized clot with fresh clot built on it



114 Hugh H. Young.

extending from the left auricle down the inferior vena cava. Condition
of bladder and wound excellent.

Case IT (23).—Age 81, admitted November 14, 1%03. Considerable gen-
eral arteriosclerosis and intermittent pulse. Bladder greatly distended
reaching two inches above umbilicus. Catheter removes 2000 cc. residual
urine without emptying the bladder. After four days, catheterization
became impossible and suprapubie aspiration was performed for five days.

Operation, November 24, 1903 —Removal of lateral lobes, a small median
bar which was present did not seem sufficiently large to warrant removal.
The patient reacted well, but when the tubes were removed the bladder
became distended and they had to be reinserted. Three weeks after the
operation the patient became weak, hypostatic congestion of the lungs
developed and on December 24 he died (31st day).

Case IIT (52) —Age 65, admitted September 20, 1904, Patient in bad
condition, frequent nausea and vomiting, symptoms of uremia of long
duration. Catheterization impossible, aspiration performed. Later sue-
cessful catheterization. Constant drainage of bladder with catheter for
10 days. At the end of this time the urethra was irritable, catheter caused
pain, the patient was still uremic and nauseated. Operation to supply
better drainage decided upon.

September 30.—Removal of three moderately enlarged lobes. Following
operation the uremia, nausea, and vomiting continued. The patient took
no food and on October 13 enterostomy was performed to supply nourish-
ment. The patient died on the 14th day. Autopsy showed double hydro-
pyonephrosis.

Case IV (85).—Age 87, admitted December 2, 1904. Arteries moderately
sclerotic and heart enlarged. Prostate very large.

Operation, December 7.—Enucleation of very large lateral and median
lobes. The patient reacted well, and on December 27 was in excellent
condition wvoiding through the anterior urethra and walking about the
ward. On the next day, three weeks after the operation, his temperature
began to rizse and was associated with severe bronchitis which rapidly
changed into pneumonia, and the patient died January 1, 24th day.

Case V (83).—Age 73. admitted April 17, 1905. Suprapubic prostat-
ectomy had been performed four years before by ancther surgeon and
patient was in desperate condition after the operation. The lungs are
hyperresonant, the heart enlarged and several murmurs are present. The
prostate is considerably enlarged and the cystoscope shows two caleuli.

Operation, April 2)—Removal of lateral lobes; median portion slight
and not removed. The patient reacted well, but on May 1 had a chill
followed by fever, drowsiness and hiccoughing which persisted until his
death, Mav 14. Death from hypostatic congestion of the Ilungs on the
215t day. Mo autopsy.

Case VI (89).—Age 52, admitted August 1, 1904. BSevere stricture of
urethra and eystitis following gonorrhea 18 wyears ago. Dilatation of
gtricture afforded no relief, the bladder was contracted, there were 100 cc.
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residual urine present. The cystoscope showed a large vesical uleer
involving the entire trigone and a slight median bar. The prostate was
indurated but very little enlarged. The patient was pale, wealk, despondent,
FProstatic massage and urethral dilatations was used intermittently for nine
months without benefit and finally it was decided to perform urethrotomy
for the stricture and at the same time to perform partial prostatectomy
and curette the vesical uleer. Four davs after the operation there was
considerable bleeding, seemingly from the bladder, which was apparenily
controlled, but several days later there was more hemorrhage and pain in
the bladder followed by the passage of clots and on May 10 a suprapubic
operation was performed and a large clot evacuated from the bladder which
was then packed with gauze. The patient did not improve, however, and
died the next day. Autopsy not allowed.

Case VII (109) —Age 73, admitted July 20, 1905. A very weak sick old
man. The prostate is markedly enlarged. The patient was treated hy
frequent catheterization for four days, but his condition grew steadily
worse, fever. nausea, and vomiting were present and he was drowsy and
irrational. Catheter drainage did not seem sufficient and it was thought
hezt to supply perineal drainage after removal of the prostate. The patient
stood the operation well, and for a few days seemed to improve, but he
soon showed evidence of uremia again and finally died on August 17 (the
27th day after the operation) of uremia. Autopsy was not allowed.

Although in several of the seven fatal cases reported above death
was in no way caused by the operation, it is necessary to include all
of them in figuring the mortality.*®

*Final Note as to Mortality, Janwary 7, 1907 —Just before going to press
I take the opportunity of bringing my statistics up to date, thus covering
the period of six months since the manuseript was finlshed and sent to the
printer. The many apparent unavoidable delays in the publication of this
volume thus gives me an opportunity of adding many other cases. [ am
glad to report that there have been no other deaths or imperfect results;
that all the patients have left the hospital well, and that as a whole the
convalescence has become steadily better,

I have now had 185 consecutive cazes of perineal prostatectomy with
seven deaths as above recorded, a mortality of 3.7%.. This includes all
of the early cases, when the operation was in a developmental stage and
much less satisfactory—ithe patient being confined to bed and the drainase
not removed for much longer periods. It certainly does not represent the
true mortality. During the past two and one-half vears there have heen
100 cases with only two deaths, a mortality of 295, But the most con-
vincing evidence of the benignity of the operation of conservative perineal
prostatectomy i=s the fact that in the last 60 consecutive cases there has
not been a single death or bad result,
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The Removal of Obstruction.

There are only four cases presenting evidence that the obstruction
to free urination has not been completely removed. In three of these
cases definite evidence of obstruction with residual urine manifested
itself, but in only one case did complete retention of urine supervene.
In the fourth case the patient voids freely at normal intervals and
does not arise at night, and was greatly surprised when 150 ce. resi-
dual urine was obtained. This case (126) was one in which the
bladder was greatly distended and atonic, with a residual urine of
940 cec., and as only five months have elapsed since the operation it is
possible that this residuum may eventually disappear. The three
cases in which definite obstruction has shown itself are as follows:

Case T (50).—Age 71, admitted September 7, 1904. Difficulty of urination
has been present for 20 years, and for 25 years has had to arise 10 or
12 times at nieht to urinate. The bladder is greatly distended, the
eatheter withdraws 1100 ce. residual urine and the vesieal tonieity is poor.
The prostate is moderately hypertrophied and the cystoscope shows a slight
median bar. After three weeks catheterization, the amount of residual
urine was still 900 ce.

Operation, September 27, —Removal of the lateral lobes, median thought
to he too small to warrant removal. The patient reacted well and was
dizscharged on the 3Tth day, but the catheter showed 200 ce. residual urine,
Three months later it had increased to 400 ce. and the cystoscope showed
a small median bar. A Bottini operation was performed and six weeks
later only 200 ec. residual urine was found.

February 4. 1906.—Letter. * Although I vold urine about a dozen times
during the day and six times at night, urination iz free, the amount voided
is sometimes thres-fourths of a pint at a time and the result of the
operation is entirely satisfactory.”

Case II (44).—Age 65, admitted August 5, 1904. Diffieulty of urination
for three years. On admission urination every 15 minutes during the day
and eight times at night. The bladder is greatly distended and 1000 cc.
residual urine are withdrawn. The cystoscope shows a slight enlargement
of the median and lateral lobes. On rectal examination the prostate is
only slightly enlarged. Catheterization three times daily for two weeks.

Operation, August 18, 11 —Enucleation of two small lateral lobes each
in one piece and a small rounded median lobe. Patient convalesced well
and was discharged on the 25th day. Seven months after the operation
the catheter found 200 ce. residual urine. The cystoscope showed a slight
rounded median bar. With finger in rectum and cystoscope in urethra
the median portion of the prostate was no thicker than normal.

May 18, 15906, —The patient voided 100 cc., and the catheter withdrew 500
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ce. The cystoscope shows a small rounded median lobe. The patient uses
a catheter at bed-time and in the morning, but during the day voids urine
naturally at intervals of two hours, and is entirely comfortable. He
refuses further operation.

Case II1 (51).—Age 67, admitted August 1, 1904. Diffieulty of urination
for two years, considerable pain, volding at intervals of 15 minutes. The
prostate is small and hard. The cystozcope shows a small median lobe,
the residual urine is only 20 cc. and the bladder irritable and contracted
holding only 140 ce,

Opéeration.—Excision of two small lateral lobes and a small globular
suburethral median lobe. The convalescence was very satisfactory, and
two months later a catheter showed no residual urine and a bladder
capacity of 300 ce. The urine was voided freely at intervals of an hour
and the condition of the patient was good.

May, 1906.—The patient's family report that some time after discharge
the patient began to suffer pain, urination became difficult and very
frequent and finally catheterization was necezsary for four days when the
patient committed suicide.

In reviewing these three cases it is evident that the obstruction was
not completely removed from the median portion of the prostate. It
is interesting to note that the prostate was of the small sclerotic
variety, and as remarked in an earlier chapter of this paper it is
evident that in these cases there is generally a fibrous ring at the vesical
neck which requires more than removal of a pedunculated median lobe
to relieve the obstruction completely. These three cases occurred dur-
ing August and September, 1904. It is now my practice in cases
where the prostate is of the small fibrous variety fo insert the index
finger through the urethra into the bladder after the removal of the
prostatic lobes, and, if I find at the vesical orifice a very tight
sphineter or a mass of tissue remaining in the median portion after
removal of the intravesical middle lobe, I expose the median portion
of the prostate by dividing the lateral wall of the prostatic urethra,
and then execise the median portion of the prostate along with the
mucous membrane covering it. In the several cases in which this has
been done the results have been perfect, and it iz remarkable to note
that voluntary urination with perfeet control was established within a
few days after the operation. An examination of the tissue removed
showed that the ejaculatory ducts had not been disturbed. In fact it
1= an easy matter to attack thiz median portion even when not enlarged
and not injure the ducts, which are quite remote in this region.
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Perineal Urinary Fistule.
See Chapter on Convalescence, p. 93.
Frequency of Urination Due to Contracture of the Bladder

is present in five cages. In two of theee cazes (32, 70) calculi were
present before operation. In both of these cases the interval be-
tween urination is about two hours, but the stream is large, the
patient suffers no pain, and but for the frequency of urination the
result is entirely satisfactory. In three cases (10, 14, 105) no cal-
culi were present, but the bladder was markedly contracted, the
capacity being about 160 ce. These cases have been free from resi-
dual urine since the operation, and urination is free. painless, and the
stream is large, but the interval between urination is about two hours
and is apparently entirely due to the small size of the bladder.

Cases Now Suggesting the Presence of Caleuli.

In five cases the reports received suggest the presence of ecaleuli.
In all of these cases pain was a prominent symptom before operation
and in three cases caleuli were present and removed (85, 33, 45).
In these cases examination with a searcher after operation failed to
reveal the presence of caleulus, but the bladder was contracted and
considerable cystitis was present. In two cazes (46, 54) the symptoms
strongly suggested vesical ealculi, but owing to hemorrhage cysto-
scopic examination was unsatisfactorv. A careful search failed to
reveal any calculi, and at operation none were removed, but no notes
have been made as to whether a very careful search was made. One
of these patients (54) considers himself entirely cured although he
suffers from “a scalding pain when the bladder is nearly empty.”
The other case, however, complains of frequent and painful urination,
and other symptoms of vesical caleulus are present.

A review of these five cases in which pain is present suggests that
stones have formed sinee the operation in three cases, and that in one
case at least calculi were present before operation and were not re-
moved (46). It iz only necessary to examine a few autopsy specimens
to see how easy it would be to fail to detect caleuli with a searcher
before operation and in some cases to find them at operation in these
cases. The frequent presence of pouches, diverticula, and pockets
hehind enlarged lobes is one of the strongest arguments for the neces-
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sity of cystoscopy before operation. I feel sure that in many of the
cases in which caleuli were present, had I not been aware of the fact
from previous cystoscopic examinations, they would not have been
found. Often it was only after repeatéd endeavors and careful search-
ing with forceps and scoops that the calenli were finally removed. It is
remarkable how seldom, however, caleuli encysted in diverticula have
heen found, there being only one case in which this condition was
present. In this case a suprapubic prostatectomy was performed after
the caleuli had been removed from the diverticulum. In such cases
the suprapubic route is distinctly preferable, though it should be pos-
sible to remove small caleuli from diverticula with large orifices
through the perineum, if the location of the diverticula is definitely
determined by the evstoscope beforehand.

Two Cases Report a Peculiar Marked Nocturnal Frequency of
Urination.

One of these cases (8) was characterized by a small inflammatory
prostate, severe cvstitis, and vesical irritability. The patient con-
siders himself greatly improved by the operation, but urination is
particularly frequent at night. In the second case (25) the patient
is now 80 years of age. The prostate was very large, and the blad-
der contracted and a severe cystitis present. Urination is free, the
patient can empty bladder and retains urine for three hours during
the day, but during the night he frequently voids from 10 to 20
times. In some eases nocturnal frequency is explainable by a mark-
edly increased production of urine during the night, but in these two
cases no such explanation seems applicable,

An interesting case is (106), in which, although there is no residual
urine present and the bladder capacity is 360 ce. the patient voids at
intervals of two hours, night and day, and not more than 180 cc.
at a time. Urination is free and there is no explanation for this
frequency unless it be eystitis.

Recto-Urethral Fistule
are present in two cases. Both are minute and give very little dis-
comfort. In both cases urination is normal at normal intervals, and
the patients suffer no inconvenience (cases 26 and 42).
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Incontinence of Urine.
Although incontinence of urine was present before operation in
six cases it has persisted since operation in only one case, the history
of which is briefly as follows:

(119).—Age 55, admitted November 4, 1905. Gonorrhcea 26 years ago,
no note as regards syphilis. Two vears ago he began to have severe inter-
mittent pains in his legs. About the same time he began to have a decreasa
in his 2exual powers, a feeling of discomfort in the region of the bladder
and incontinence of urine. He was catheterized and a large amount of
residuum was withdrawn, since then he has occasionally had complete
retention of urine. The incontinence and pains have persisted, but the
catheter is necessary three times daily. On admission the retention of
urine was complete and the bladder very large. The prostate was only
slightly enlarged, the cystoscope showing a small median bar. Examin-
ation showed a decrease in the deep reflexes, but the only svmptoms of
tabes were loss of sexual power and the history of lightning pains. (See
complete history.) -

At operation slightly enlarged lateral lobes and a small middle lobe
were removed. The convalescence was satisfactory, the fistula closing
on the 14th day and the patient leaving the hospital on the 1%th day.
He was able to retain urine for six hours at night, but during the day
there was incontinence which has persisted up to the present time. Five
months after the operation he began to have peculiar painful seizures
in the abdomen, & girdle sensation with an extremely sensitive area eight
inches wide around the body, corresponding to the lower dorzal and sacral
segments. His physician writes that he is convinced that he has spinal
disease. The patient reports (May, 1906), that he voids urine naturally
at intervals of three or four hours, during the day and only once at
night, that there has never been any nocturnal incontinence and that
his ability to reiain urine during the day is improving.

Three patients, all very old men (78, 80, and 85 vears of age) re-
port that occasionally, when the bladder is allowed to become very
full, and the desire to urinate is imperative, and unlesz a urinal is
near, a few drops of urine may escape. In two of these cases
(93, 128) this happens but seldom, causes no inconvenience, and can-
not be considered incontinence. In third case (16) there is apparently
a slight weakness of the sphineter. In this case the prostate was huge
and in its removal through the perineum it was necessary to excise a
good deal of the mucous membrane covering the median portion of the
prostate, and the vesical neck was left greatly dilated. Perhaps this
has something to do with the sphincteric weakness.

In reviewing these cases it seems highly probable that spinal disease
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is responsible for the only definite case of incontinence which I have
had as a result of perineal prostatectomy by this method. These sta-
tistics absolutely disprove the statements of Freyer and others that
incontinence frequently results from perineal prostatectomy. In the
technique which T employ both external and internal sphincters are
usually left intact, and incontinence should never occur, and does not
as my cases show. In eases where the prostatic lobes are removed
through a median perineal incision involving the external sphincter
of the urethra, and where the prostate has been excized after hemi-
section of the posterior surface, as employed by Albarran, a good
portion of the urethra being sacrificed, it is easy to understand how
incontinence may oceur.

Pain.

Although pain was a very prominent eymptom in 50% of the cases
(oceurring in 76 cases before operation, in 61 cases being considerable,
and often excruciating) there are only four cases in which the pain
has been considerable since operation. One of these cases (51) had a
recurrence of prostatic obstruction and has been mentioned above.
Two of the cases (45, 33) had caleuli and it seems probable that they
are again present. The fourth case (46) iz one in which calculi
were suspected but could not be found, and the painful symptoms
have persisted.

In three cases (85, 54, 4) urination is entirely satisfactory with
the exception of a slight pain which comes on at the end of urination.
In one of these cases a calculus was removed at operation; in the
second it was suspected but was not found, and in the third several
were passed after operation. In the remaining cases the patients are
entirely free from pain, with the exception of a few instances in which
a burning sensation or slight pain iz present in the urethra during
urination. All of these patients, but one, have eystitis. It is indeed
remarkable that so few patients complain of any pain although
eystitis in more or less severe degree is present in the great majority
of cases. Two good examples of the complete disappearance of very
gevere pain are cases 96 and 102.

The Preservation of Sexual Powers.

In an earlier part of this paper condition of patients as regards
sexual powers were given in tabulation. As stated there the sexual
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powers in those under 50 years of age were normal in 100% of the
cases.

Between 50 and 60 years of age erections were normal in 78% of
the cases noted, and present but impaired in 11%, and coitus was
normal in 74% of the cases noted, and present but impaired in 21%.

Between the ages of G0 and 69 erections were normal in 55% of
the cases, and impaired in 25%. Coitus was normal in 38% and
present but impaired in 32%.

Between the ages of 70 and 79 erections were present in 32% of
those noted, and impaired in 14%. Coitus was normal in 21%.

I have made careful inquiries to obtain if possible the present con-
dition of all cases upon which I have operated, and the following
tabulation will show the condition of the patients before operation
and their present status.

I. Erections presenl and cotfus normal before operation, 41 cases

Status presens:

Erections returned, 28 cases:
Coitus satisfactory, 17 cases.
Coitus impaired, 5 cases.

No coitug attempted, 6 cases.
Ages of these patients:

87 ¥yeara ..:i....- 1 Cases
Vi L e i
ROFEARG S e 14
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Erectiong not returned, 8 cases:

Ages:
BB wears ........ 2 Caszes,
L I T e e By i
Tn 1= e o A e

Recent cases operated within the last month, 4.
Not heard from, 1 case.

IL. Evreclions present but coitus impaired before operation, 1 case.
Status priesens :
Erections returned, coitus still impaired, 1 case.
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II1. Evections present, coitus nol performed before operation, 16
COAsEs,
Status pracsens:
Erections returned, 12 cases.
Erections not returned, 4 cases.
Ages of the 12 patients in which erections have returned.

b6 ¥RATE ...ucwas 1 Cases.
60 to 69 “ e o o D
et L L o

IV. Erections and coilus impaired before operation, 18 cases.
Erections returned, coitus now satisfactory, 8 cases.
Erections returned, coitus still impaired, 5 cases.
Erections not returned, 5 cases,

V. Erections tmpaired, cotlus not possible or not attempted before
operation, T cases.
Erections returned, 4 cases,
Erections not returned, 3 cases.

VI. Erections absent before operation and coifus impossible for a
considerable period, 42 cases.
Of theze erections have returned in 5 cases.
Coitus satisfactory, 3 cases.
Coitus not attempted, 2 cases.
Erections not returned, 37 cases.

VII. No note as fo erections and cotlus before operation, 19 cases.
In these cases erections have returned in no case.

J. THE PATHOLOGY OF PROSTATE HYPERTROPHY A8 SHOWN BY A STUDY
oF 120 cASEs.
(By John T. Geraghty, in collaboration.)

The opinions of various authors regarding the nature of prostatic
hypertrophy are varied, and numerous pathological varieties have been
enumerated.

Albarran and Hallé, as ihe result of their study of 100 cases, recog-
nized three varieties of benign hypertrophy, (1) a glandular form,
(2) a fibrous, and (3) a mixed form. The fibrous form is rather
rare, there being only three cases in the series examined, while Motz
in 30 cases found only one.
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Virchow thought that the hypertrophy was due to the formation of
lobular tumors which he deseribed as hyperplastic myomata, but also
admitted the existence of a rare form of hypertrophy produced solely
by the development of the glandular tissue. Motz has seen a case
of this rare form deseribed by Virchow and applies to it the term
diffuse polyadenoma. We have not encountered a like form of hyper-
trophy In our series.

According to Rindfleisch and many others, two forms exist, a =o-
called soft form, glandular in character, and a hard form, the fibro-
muscular. Rindfleisch considered that the usual prostatic hypertrophy
wag a fibro-muscular increase of the peritubular stroma with at the
same time lengthening and marked folding of the tubules themselves
The first changes take place in the subepithelial tissue, and the peri-
tublar stroma of the individual gland segments. If now in the
further development there is a rapid growth of the stroma elements
the glands are destroyed and the fibro-myomatous form of hypertrophy
is the result. If, however, there is a rapid increase in the gland ele-
ments at the same time that the interstitial tissues hypertrophy, the
glands are preserved and the so-called soft form is produced. Rind-
fleisch thought that the primary change was in the stroma. Alexan-
der, Gouley, Caminiti, and others think there exist two periods in
prostatic hypertrophy ; during the first the glands develop excessively
and in the second an excessive development of the stroma occurs.
Jores insists that prostatic hypertrophy iz not of the nature of a
neoplasm while Albarran and Mansell Moulin consider it an adenoma.

Motz holds that the hypertrophy is a hyperplasia of all the elements
of the prostate as a result of repeated congestions (which of course
would make sexual affairs a strong etiological factor).

Velpeau was struck by the mieroscopic appearance of the spheroidal
tumors which one sees in the hypertrophied prostate. He at first
considered these spheroids to be of a fibrous nature, but later ad-
mitted that glandular elements may take part in their formation.

Ciechanowski insists that the hypertrophy is the direct result or
it might be termed the end result of chronic prostatitis. As a result
of the prostatitis the excretory duets become narrowed or oceluded
with a consequent dilatation of tributary acini. With the gradual in-
crease in the fibrous tissue resulting from the prostatitis the dilated
acini are divided by constricting fibrous bands and thus is produced
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new culs-de-sac. Nowhere, he says, does he find any evidence of
glandular proliferation.

Motz in a recent splendid contribution has called attention to the
fact that hypertrophy practically always begins in the glands close
to the urethra. Thus we see that numerous opinions regarding the
nature of prostatic hypertrophy are held and numerous theories have
been proposed to explain the pathological processes in this common
senile affection.

Although many differences exist regarding the varieties of prostatic
hypertrophy nearly all authors of recent years are agreed that the
glandular form iz the most frequent.

Taking as a basis of classification the composition of the hyper-
trophy we have heen able to distinguish three types of cases: (1)
Glandular, (2) fibro-muscular, and (3) inflammatory.

The first two forms alone represent true hypertrophies. The in-
flammatory form is not a true hypertrophy but we include it because
it represents a form of obstructing prostate about which we will zay
more later.

Although here and there one encounterz a picture typical of the
glandular and the fibro-muscular varieties, various transitions exist
and a clear-cut boundary line cannot always be easily drawn between
them. This classification which we have employed is not to be under-
gtood as representing distinct anatomical varieties, but rather types
of cases which are but different phrases of evolution of the same
pathological process. Hypertrophy is to be considered a hyperplasia
of all the elements of the prostate the various elements undergoing
augmentation in different prostates and often in the same prostate in
varying degree. We have every transition from prostates in which
the glandular tissue entirely dominates the field to these in which
there is very little glandular element present and the tissue is almost
entirely stroma. This stroma in one instance may be largely con-
nective tissue, in another the muscular element may be considerable,
while again we find areas in which muscle exists in almost pure form.

Various combinations may be present in the same prostate so that
it is not always possible to draw a sharp line of demareation.

The various forms which we have distinguished in our study of 120
cases occurred in the following frequency:

B 5 oo com o b o S O e 100
15 | g F e b e e e S T 14
Inflammatory or fibrous ........ccc0uneanan i

Vol. XIV.—10.
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Gross appearance of glandular form.—When enucleated the surface
iz usnally lobulated and the consistency is generally soft and elastie.
On cutting into such a prostate the tizsues may be more or less sponge-
like due to dilated glandular acini while here and there are seen the
gaping orifices of small retention eysts which have been cut across.
An abundance of secretion oozes forth. Usually the eut surface pre-

Fig. A.—This represents a picture commonly seen in the glandular form
of hypertrophy. The acini are for the most part dilated and several have
undergone cystic dilatation. Epithelial proliferation is active.

sents the picture of numerous spheroidal fumors, differing in size,
separated from each other by encircling and interlacing bands of tis-
sue of a denser character and of varying thickness. These spheroidal
lobules project bevond the surface and are sometimes distinetly en-
capsulated and ecan be quite readily enucleated. At times the ten-
deney to formation of these lobules is only indistinet and the picture
presented resembles somewhat that of a diffuse glandular hypertrophy.
The interspheroidal tissue is as a rule largely composed of a fibro-
muscular stroma although sometimes it contains a fair number of
acini. In less glandular prostates the spheroids are less numerous
with an increased amount of interlobular stroma which contains
gparsely disseminated acini or the gpheroidal bodies may be numerous
but comparatively poor in gland acini. In such prostates the tissue is
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denser and more compact although here and there may be spongy-
looking areas due to dilated culs-de-sac.

On microscopic examination the gland tissue for the most part
occurs in lobules and when these are not present the acini seem to have
a tendency to segregate in well-defined areas. The acini are usually
dilated, often elongated or ovoid, and with rafher complex lumina

F16. B.—The epithelial activity in one of the acini shown, has resulted
in the formation of capillary loops., Note the very high character of the
epithelium.

due to infolding and often papillomatous-like proliferation of the
lining wall (see Fig. A).

The epithelium lining the acini presents a variety of pictures. One
acinus may be lined by a double layer of cells, the internal being a
high eylindrieal type with the nucleus near the basal end and an in-
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ternal layer of rather cuboidal-shaped cells. Again there may be
but a single layer of high eylindrical cells. In the culs-de-sac where
proliferation is active there may be heneath the layer of eylindrieal
cells numerous layers of rather polygonal-shaped cells. Very often
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Fig. C—A very glandular form of hypertrophy. The acini are dilated
and show a rather unusual amount of intraacinous proliferation.

in the eame acinus at one point a single layer of cylindrical cells may
be geen and at other points there may be accumulated heaps of small
epithelial cells.

Occasionally capillary loopings of epithelinm are noted as seen in
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Fig. B. The internal layer of cells lining the acini in the hyper-
trophied prostate is much higher than the epithelium lining a normal
acinus., In areas where the glandular proliferation is active the walls
of the acini are serrated and well-marked papillomatous projection

Frg. D—A higher magnification of portion of the field shown in C.
The papillary projections in some instances have slender pedicles of
stroma, while at other times they consist only of knuckles of epithelium.

into the lumina of the dilated acini may be present (see Figs. C and
D). More or less numerous culs-de-sac which have undergone cystie
degeneration are encountered. Sometimes there may be but a few in
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a given area and again cystic degeneration of nearly all the acini within
one or more lobules may be present (see Fig. E). These acini are
usually lined by a single layer of rather flattened epithelium and
rarely give evidence of a proliferative activity. About the periphery
of the spheroidal lobules the tissue is as a rule condensed and contains

Fic. E—In the center is seen a rather extensive degree of cystic dila-
tation of numerous acini.

acini in varying numbers most of which are compressed and elongated
(see Figs. E and F).

Fibro-muscular.—The fibro-muscular forms seldom reach the large
gize attained by the glandular. The largest in our series weighs
25-G., while all the very large prostates are of the glandular type.
The consistency iz much firmer than the glandular although it never
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has the induration which one encounters in the carcinomatous pros-
tate. On section it is less succulent and distinetly more homogeneous
in appearance although isolated spheroids are noted which may be
mostly if not entirely composed of a fibrous or fibro-muscular tissue.

Fig. F.—A section from the periphery of a hyvpertrophied lobule showing
the condensation of the tizssue and the fattened and elongated acini,

The surface is as a rule moderately lobulated. The dilated orifices of
gland acini are sometimes seen and occasionally small retention cysts
are noted. The gross picture presented is usnally quite different from
that which iz seen in the glandular forms.

On microscopic examination the acini are rather regular in outline,
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separated by broad bands of stroma and seldom show much signs of
active gland proliferation (see Fig. G). They are sometimes dilated
but seldom display a degree of cystic degeneration which one finds in
more adenomatous hypertrophies. The stroma varies a great deal from
one which is mostly connective tissue to types where the muscular

Fic. G —Represents a fibro-muscular form of hypertrophy. The stroma
is much in excess of the glandular elements compared with C.

element predominates and the stroma is of course much in excess of
the gland element. Both the adenomatous and fibro-muscular forms
contain spheroids in varying number.

Fibrous—Under the fibrous or inflammatory form of hypertrophy
we have included a very interesting group of cases with marked pros-
tatic symptoms and partial or complete retention of urine. The pros-
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tates in this group are not enlarged or at most very slightly so (cases
87, 89, 101, 133, 137, 143).

On gross examination they contain no spheroids, but the cut sur-
face is rather homogeneous and apparently fibrous. These are not
true hypertrophies, but represent a type of prostatitis. The prostatie
obstruction is consecutive to inflammatory processes which produce a
fibrous hyperplasia about the vesical orifice or result in the formation
of an inflammatory median bar. The microscopic examination of the
median bar in these cases has always demonstrated ifs inflammatory
nature while the lateral lobes present mo changes other than those
noted in chronic prostatitis.

Chronic prostatitis has been found very frequently in our series of
cases, but of course a large percentage of the patients were leading a
catheter life or suffering from chronic eystitis. Naturally then one
would expect prostatitis to be a frequent complication. A well-
marked prostatitis was present in 55%—a slight prostatitis in 319,
viz., a few limited areas of mild prostatiti=—mo prostatitis was found
in 11%.

We have before referred to the views of Ciechanowski regarding the
role which prostatitis plays in the production of prostatic hyper-
trophy. A review of Ciechanowski's cases shows that he was dealing
almost entirely with small prostates found at post-mortem while ours
are only cases requiring operation.

If Ciechanowski’s views as to the etiology (obstruction of the exere-
tory ducts) are correct, one would naturally expect to find the acini
lined by a flattened and not by a tall cylindrical epithelium as we have
found. As the process of glandular proliferation proceeds, some acini
and sometimes groups of acini probably become separated from the
excretory ducts and as a consequence these culs-de-sac undergo cystic
dilatation. In such acini the lining epithelium most frequently con-
sists of but a single layer of flattened epithelium. Such a character
of epithelium one would expect in all the acini if Ciechanowski’s views
as regards the formation of new acini were the correct ones.

Again it is inconceivable that hypertrophy of large size and rich
in gland tissue could be produced by any process similar to the one he
describes, _

Chronic prostatitis with the production of a large amount of fibrous
tissue is generally accompanied by atrophy of the gland elements
rather than an increase in their volume. In our examinations the
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areas of prostatic tissue where the chronic inflammatory tissue forma-
tion was most marked the acini were diminished in number, often
compressed and atrophie, and again nothing but vestiges of former
acini remaining. Furthermore, in 11% of the prostates examined
no evidence of an inflammatory process were found. Again in the
vast majority of cases where prostatitis was present the prostatitis
was confined to definite limited areas, the greatest portion of the
hyperfrophied tissue being free from inflammatory infiltration. We
have seen one case where the prostatitis was entirely confined to the
peripheral non-hypertrophied portion of the prostate. Indeed, one
seldom sees any prostatitis in the areas where the most active gland
proliferation is in progress.

Lastly there is distinet evidence of gland proliferation such as one
sees in other glandular organs.

Arterioselerosis—The arteriosclerotic theory of Guyon has prac-
tically no adherents to-day. Casper insists on the rarity of arterio-
selerosis, only finding it in four ont of 24 hypertrophied prostates ex-
amined and practically all recent writers are of one accord on this
subject.

In 54 prostates we found only 10 with rather extensive arterial
thickening. The arteriosclerosis when present is usually irregular in
distribution in one portion and end-arthritis of considerable degree
being present, and in other portions the vessels appearing practically
normal.

Dievelopment of prostatic hypertrophy.—The different steps in the
formation of the new gland acini can often be followed in the several
areas of a section from a portion where active proliferation is present.
The initial activity is in the epithelium, the epithelial increase result-
ing in a protrusion or folding of the epithelial lining towards the
lumen of the acinus, this being the line of least resistance. We have
seen numerous such pictures where the stroma had not yvet followed,
knuckles of epithelium projecting into the lumen without a supporting
pedicle of stroma. At other points one sees delicate fibrils of con-
nective tissue pursuing the epithelial proliferation and at a later stage
fibres of smooth musele entering into the composition of the pedicle
of the new-formed villus. By the confinued growth of these protru-
sions from the periphery the acinus becomes subdivided and new
acini are formed. One sometimes sees fwo, three, or more acini, which
are the direct descendants of a single original acinus. If the glandu-
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lar activity is very pronounced the interacinous stroma may consist
of but very delicate fibrils of connective tissue, but where the prolifera-
tion is slower the stroma is more abundant. It is the primary activity
of the epithelium which stimulates the connective tissue and muscular
elements of the stroma to activity.

Prostatic hypertrophy is not a diffuse hyperplasia of all portions of
the prostate but a hyperplasia which begins in separate foei and results
in the formation of more or less numerous spheroidal tumors (see
Figs. H and 1). That this hypertrophy alwavs begins in the central
group of glands can be readily seen by an examination of pathological
specimens of early hypertrophy.

Fic. H. Fis. 1.

Fia. H—A cross section of a prostate which represents an early stage
of hypertrophy. The small spheroidal tumoers have formed in the central
portion and are compressing the tissue immediately surrounding them.

Fic. I.—A cross section of a hypertrophy somewhat more advanced than
that seen in H. In the lower portion are visible the sjaculatory duectz and
the dilated orifices of some gland acini.

Albarran in hiz classical studies on the disposition of the glands of
the normal prostate has shown that they can be definitely divided into
a peripheral and a central group of glands. The central group can
again be divided into distinet segregations of glands and neoplastie
proceszes occurring in one or more of these various groups produce
the different anatomical varieties of prostatic hypertrophy. Should
hypertrophy oceur in the subcervical group of glands immediately
beneath the vesical neck or in the prespermatic group, we have formed
as a result a median lobe or bar.

Ag the hypertrophy in the central portion increases the peripheral
tissue is condensed, thus forming a pseudo-capsule (see Fig. .J).
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It is inside this pseudo-capsule that the usual enucleation is per-
formed. In the compression of the peripheral portion of the pros-
tate the ejaculatory ducts are pressed towards the posterior surface
so it is easy to understand why in some cases of suprapubic pros-
tatectomy the ejaculatory ducts are not destroyed. The subeervical
and prespermatic portions can be removed without disturbing them.

Nature of prostatic hypertrophy.—That prostatic enlargement is a
true hypertrophy is very improbable since it begins at a period when
the functional activity of the gland is on the decrease while the hyper-
trophies occurring in all other glandular organs are at a mueh earlier
period. Furthermore, the hypertrophy is not diffuse but occurs in
distinet well-defined areas. In great prostatic enlargements an

Aogaces

Fic. J—The hypertrophy here is advanced still further than that seen
in H and I. The central portion ig entirely replaced by the hypertrophied
tissue while the peripheral portion assumes the role of a thickened capsule
in the periphery., The ejaculatory ducts are seen towards the posterior

surface.

astonishing number of these “spheroids ™ may be present. Each of
these, however, does not represent a primary tumor formation. The
growth in an area undergoing hyperplasia is not always equal at
every point, the result of this inequality being the production of
numerous spheroids, the direct descendants of one primary focus of
activity. The size of the hypertrophy depends upon the number and
volume of these tumor formations.

These spheroidal tumors vary in their composition. Most frequently
they are fibro-myo-adenomata, but all variations from an almost
pure adenoma to pure myoma or fibroma are encountered. The pure
myomata and fibromata are uncommon. In only one prostate have we
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found myomatous nodules (see Fig. K), while in nearly every instance
where the spheroids were entirely fibrous in character the condition
seemed to be the result of a chronic prostatitis, vestiges of former acini
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Fio. K.—A myomatous nodile. The myomatous hyperplasia is forcing
the glandular elements towards the periphery where they form small
accumulations of compressed acini.

occagionally persisting. The tissue forming the periphery of the
spheroids usually contains sparsely scattered acini which are com-
pressed and elongated. Occasionally in the inferspheroidal stroma
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areas of gland accumulation are seen which represent new tumors in
the process of formation, the increase in growth not heing sufficient
to produce condensation of the surrounding tissue. At other times a
partial condensation is noted.

Epithelioma adenoid.—Albarran and Hallé in their examination of
100 hypertrophied prostates obtained from autopsies at Hospital
Necker found 14 earcinomata in prostateselinically diagnosed as henign
hypertrophy. In a large number of these cases the macroscopic ap-
pearance did not suggest malignaney, and the picture was that of the
ordinary bemign hypertrophy. It was only on microscopic examina-
tion that in certain lobules adenomatous changes were discovered
which to them suggested early or beginning malignancy. They have
applied the term “epithelioma adenoid ™ to these changes and have
classed as cancer all prostates containing areas in which such changes
were present.

Out of 120 enucleated prostates which clinically were diagnosed as
benign and in which on gross examination of the tissue no suspicion
of malignancy was entertained in only one was distinet earcinoma
found on microscopic examination. In this prostate a small carci-
nomatous nodule about 2 mm. in diameter was noted in an otherwise
benign prostate (see No, 9 in paper on carcinoma).

We have not infrequently found areas where active gland prolifera-
tion was proceeding in which the epithelium lining the acini and the
intraacinous papillary projections presented a rather wild profusion
and showed some slight involution changes. These changes were
never sufficiently marked to warrant more than a mere conclusion that
the glands were displaying changes seen also in carcinomata and cer-
tainly would not justify a positive diagnosiz of carcinoma.

It is very doubtful whether the deviations deseribed by Albarran
and Hallé should be considered malignant changes since adenomata
may display so many variations, some of which may closely simulate
malignaney, but still remain in the field of benign tumors.

Cases with sterile urine.—It seemed interesting to see whether in
cases in which the urine is sterile the prostate would be free from
inflammation.

In three cases, in which the urine was sterile and absolutely free
from pus, the prostatic secretion was obtained by massage. In two
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cases, the microscope showed no pus cells, and in the other only a very
few polynuclear leucocytes were present. Spermatozoa were present
in all three, along with lecithin and granule eells. Microscopic ex-
amination of the tissues removed by prostatectomy showed no pros-
tatitis in one case in which no pus cells were present in the secretion.
In the other case the specimen has been lost. In the third case in
which a few pus cells were present in the secretion, the microscope
shows a glandular hypertrophy with considerable interstitial and
glandular prostatitis.

In seven cases in which the prostatie secretion was obtained, where
the urine contained pus and bacteria, pus cells were present in con-
giderable number in all cases, and the microscope showed considerable
prostatitis in the tissues removed at operation.

The urine was sterile in 138 cases, five of these, however, contained
free pus in all three glazzes and the sections show prostatitis. In
one case shreds were present in the first glass of urine, but the second
and third glasses were clear. The specimen at operation has been
lost.

The urine was clear, contained no pus or bacteria in 12 cases. Eight
of these had never had gonorrheea, but in two cases caleuli were present,
and in both of these considerable prostatitis was found. In the six
cases in which no caleuli were prezent, three showed no evidence of
prostatitis. In one specimen there were only a few areas of inflam-
matory infiltration and in one there was considerable prostatitis, both
glandular and interstitial. The specimen from the sixth case was lost.

Among the 18 cases in which the urine was sterile pain was present
in 10 cases and all showed evidence of more or less considerable pros-
tatitis on microscopic examination of the specimens.

In eight cases no pain had been present. In four of these the
specimen showed no inflammation, and in two cases it was very slight,
there being only a few leucoeytes seen. In two cases, however, there
was considerable prostatitis present.

K. CONCLUSIONS.

Prostatic hypertrophy is of neoplastic nature and in the vast ma-
jority of cases iz of an adenomatous or fibro-myoadenomatouns form.
Pure myomata and fibromata are oceasionally seen.
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The characteristic lesion of hypertrophy is the formation of sphe-
roidal tumors which arise in the central group of glands.

The primary activity is in the epithelium of the acini.

Chronie prostatitis may produce obstruction similar to true pros-
tatic hypertrophy, but does not lead to a true hypertrophy of the gland.

That perineal prostatectomy is applicable to all forms of prostatic
hypertrophy, even the greatest intravesical enlargements being easily
removable through the perineum (one of my cases weighing 240
gm.) is ghown by the cases reported here.

The ease of access to the prostate, the excellent view obtained, and
the ability to use other instruments than the finger, make it the only
reasonable method of attacking a non-enuecleable fibrous prostate.

The fact that a large percentage of enlarged prostates are carcino-
matous, and that these if taken early can be completely eradicated
through the perineum by an operation described in another portion
of this volume renders it the omly justifiable route in many cases
which may be shown to be cancerous by frozen sections prepared at
the operation while the operator awaits their decizion.

While some prostates can be shelled out more quickly through the
suprapubic region, the convalescence is longer, more disagreeable
and more fatal than after the perineal, and it is the operator’s duty
to consult hiz patient’s welfare rather than his personal convenience.

The method of conservative perineal prostatectomy employed in the
preceding cazez affords an excellent view of what one iz doing, avoids
injury of all important structures, preserves the urethra, ejaculatory
ducte and vesical sphineter intact, so that control is sometimes estab-
lished immediately after the operation, and permanent incontinence
never results from it.

The fact that there was a mortality of only 4.3% in 163 cases, five
of whom were over 80, one 87, and 21 over ¥5 years of age, that many
of these patients were in bad condition and two in extremis, that the
earliest death was eight days after the operation, and the majority
were after the third week, that the eauze of death in not one case was
immediately due to the operation, and that during the past 14 months*®
there has not been one death in 50 cases shows that it is a method of
wonderful benignity.

The abzence of stricture and incontinence, and alzo of rectal fistula

#*Wov. 16, 1806. There have now been over 50 consecutive cases without
a death, and all have been entirely successful.
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(since its causze and remedy were discovered) show that they are
bugaboos held out against a procedure by those who have never tried it.
The complete restoration of normal urination, except when some
cystititis and vesical contracture was present, and the lasting results
obtained testify to the completeness of the removal, except in the four
cases given above in which the operator did not do what the eystoscope
showed should be done, and are not to be placed against the method.
The complete return of sexual powers in nearly all cases where
present before operation and the wonderful restoration of lost puis-
sance recorded in five cases show the value of the conservation of the
gjaculatory duects, a point which the infrequency of epididymitis
(129 ) also attests. These results demonstrate that with a careful
anatomical technique, avoiding non-obstructive and valuable struc-
tures (the external and internal sphincters, the urethra and ejacula-
tory duets) with the excellent drainage afforded through the peri-
neum, perineal prostatectomy is a benign procedure, applicable to all
forms of prostatic enlargement, affording a much quicker and more
comfortable convalescence than suprapubic prostatectomy, and fol-
lowed by permanent results as good as could be expected or desired.
After having tried both the suprapubic and Bottini methods, and
having employed them in 30 and 85 cases, respectively, I feel I can
say with all sincerity that the results obtained by me did not compare
in any wav—mortality, convalescence, ultimate results, and restora-
tion of normal functions—with the results obtained by * Conservative
Perineal Prostatectomy.”
I wish to thank Dr. Halsted and Dr. Bloodgood for many conrtesies.
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APPENDIX.

DeTATLED REPORT OoF INDIVIDUAL CAsgs 18 145 OPERATIONS BY Cox-
SERVATIVE PERINEAL ProsTaTECTOMY FOR BENIGN HYPERTROPHY.

Casg 1.—Woderate enlargement of median and lateral lobes of the pros-
tate. Catheterism. Cured.

No. 726. 3. T. A., age 66, married, admitted October 11, 1902. No his-
tory of gonorrhea nor previous urinary trouble. Onset began six years
ago with slight difficulty of urination. During the next four years there
was a gradual increase in the difficulty and frequency and occasionally a
glight incontinence. About six months ago a physician treated him by
dilatation of the posterior urethra, under which treatment the patient
rapidly grew worse, and for the past two months retention has been com-
plete and the catheter necessary from four to six times a day. He has
guffered a great deal of late with tenesmus in the lower abdomen, espe-
cially during the trip which he has just made from Honelulu to Balti-
more. HRecently he has been able to void very small amounts of urine,
but if he iz not catheterized every four or five hours he suffers very se-
vere pain in the bladder. Catheterization at times is very difficult and
considerable hemorrhage is produced. He is now weak and exhausted
from his long trip.

Eramination.—The patient is a thin, weak, very sick looking man. A
harsh, aortic, regurgitant murmur is present. Examination of Kidnevs
negative. On the lower portion of the abdomen are several severe burns
due to hot water compresses. He is unable to void urine. A small coud®
catheter passes with ease; 350 ec. of urine evacuated. The cwvstoscope
shows two moderately enlarged lateral lobes joined by a median bar with-
out intervening sulei. The bladder wall is conzsiderably inflamed, markedly
trabeculated with numerous pouches and some diverticula. The ureters
cannot be seen,

Rectal eramination.—The prostate is considerably enlarged, smooth,
round, elastie, fairly soft and not nodular. Urine is acid. Specific grav-
ity 1018. Albumin, fairly heavy cloud. Pus and bacilli in great numbers.

Preliminary treatment—For two weeks the patient was catheterized
about every three or four hours and the bladder irrigated. Water and
urotropin in abundance were administered by mouth. Under this treat-
ment the irritahility of the bladder disappeared and the patient became

*It has seemed necessary to give all the details of the cases, although
consuming great space. The numbers given are thoze of my office index,
unless “ 8. No.”” is used, when the surgical No. of the Johns Hopkins Hos-
pital is supplied. In the later reports from patients by letter, quotation

marks are not nsed because their replies have been abbreviated so as to
Save Space.
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much stronger. The total gquantity of urea varied from 6 io 11 grams
daily, and although this amount was very small, the patient seemed
strong enough to attempt the radical operation.

Operation, October 2§ —BEther. An inverted Y-shaped incision was made
fn the perineum. The central tendon and recto-urethralis museles were
divided, and the posterior surface of the prostate divided by blunt dis-
gection. The urethra was then opened upon & sound in the membranous

= J

Fia. 3%a.

urethra, and after dilatation of the prostatic urethra the single-bladed
tractor, Fig. 3% (which was the first instrument which I had made for
thiz purpose) was passed into the bladder with ease, and the beak turned
downward over the median portion of the prostate. Traction was then
made, and it was found possible to draw the prostate so far downward that
it was almost on a level with the skin. A transverse incizsion was then
made in the prostatic capsule near the apex. A blant dissector was

Fig. 40.—Lateral lobes, median bar, and floor of urethra removed in one
piace,

inserted and the posterior capsule rapidly freed from the prostate. The
lateral surfaces were likewise freed. An effort was then made to strip
the lobes from the urethra, but with only partial success, and when the
prostate had been completely enucleated it was found that the entire floor
and a portion of the lateral walls of the urethra (and the ejaculatory
ductz) had been removed in one piece. The specimen removed consisted
of the two lateral lobes joined by the median bar, as shown in Fig. 40.
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A small retention catheter was passed through the perineal wound into
the bladder. The lateral cavities were not packed with gauze, but the
packing was placed outside of the capsule so as to foree it up against the
urethra and form a new floor. The levator muscles were brought together
on each side by silk sutures and the skin wound partially closed with in-
terrupted sutures. The patient was infused on the table.

Convalescence.—Immediately after the operation the large single drain-
age tube became plugzed with blood clots, and the bladder became dis-
tended with urine, necessitating the removal of the gauze and tubes he-
fore the clot could be removed and the urine evacuated. Considerable
difficulty was experienced in introducing another tube, there was consid-
erable hemorrhage and the patient was guite shocked. The wound was
repacked with gauze and after that the patient reacted well. Perineal
drainage wasg kept up for about a week when the perineal tubes and gauze
were removed. Subsequently a retention catheter was placed in the ure-
thra to facilitate closure of the fistula.

On December 8 the following note was made: The patient voids urine
without difficulty at intervals of about three hours. There is no inconti-
nence and the stream is large. On November 3 examination showed the
bladder capacity to be 210 ce. The bladder has been dilated through a
catheter, and it now holds 460 cc. and the patient can void as much as 300
ce. at a time. He has had slight epididymitis. The patient was discharged
December 8, 1902, on the 45th day. He was able to retain urine for threa
hours and voided naturally, but a slight fistula was present, and this fin-
ally closed four months after the operation.

Jonuwary 1, 1993 —I1 void urine once at night and have gained eleven
pounds in weizht.

May 28, 1533, —I void urine naturally four times during the day and
once at night. There is no incontinence. I have erections, but have not
attempted intercourse,

February, 1904 —I can retain urine from six to eight hours. Urination
is satisfactory. I have no pain; erections occur occasionally, but I have
not attempted intercourse. My general health is excellent.

Note—The patient took a trip to South Africa and lost his life in an
accident at Victoria Falls, September 10, 1904.

Pathological report.—=Specimen, G. U.,, 63. The entire prostate has
been removed in one piece and weighs about 50 grams. The union be-
tween the median bar, which measures about 2x 3 om. In size, and the
lateral lobes has not been disturbed; and the mucous membrane covering
the front of the median bar and a portion of the internal surfaces of the
lateral lobes has been removed along with the lobez. The extermal sur-
face shows numerous small lobules covered by a smooth capsule, and the
goction shows some enlarged spheroids in an enlarged stroma. The con-
sistence is everywhere elastic,

Microgscopic crxamination.—The hypertrophy is a glandular one. The
acini are dilated and show considerable papillomatons intra-acinous growth.
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The epithelium lining the acini in most areas shows a rather profuse pro-
liferation. The glandular tissue is arranged for the most part in lobules,
the periphery of the lobule is composed of compressed stroma containing
elongated acini. In the middle lobe there is present a marked prostatitis
with the formation of a great deal of scar tissue in the stroma which in
places has almost completely obliterated the acini. The arteries in these
rather fibrous areas show considerable thickening, while in the glandular
areas they seem about normal. There iz a moderate amount of muscle
present in the stroma except in the areas where there has been a forma-
tion of quiie marked inflammatory tissue.

Case 2. —Congiderable enlergement of median and lateral lobes. No
complication. Cure. Followed 42 months.

No. 268. J. W. L., age 59, married, admitted December 6, 1902. 0Ild
Dominion Hospital, Richmond, Va.

Complaint.—" Frequencey and difficulty of urination.™

Mo history of zonorrhoea.

In 1893 patient had nephritic colic, and a second attack in 1%9%, no
other colic since then but has frequently passed sand,

Present illness began in 1895 with frequency of urination, this gradu-
ally increased, and in 1898 complete retention of urine requiring cathe-
terization came on. Since then has had frequent and diffieult urination
and occasionally retention requiring catheterization.

8. P.—Urination every hour with great difficuliy. No history of hema-
turia or pain. Has lost about 20 pounds in weight.

Hexnal powers.—No note made,

Eramingtion.—The patient looks pale, but his muscular strength seems
good. The heart, lungs and abdomen negative,. There iz a small inguinal
hernia present.

Rectal—Prostate is considerably enlarged, about the size of a small or-
ange. It is rounded, smooth, symmetrical, elastic, there are no nodules
or areas of induration. The seminal vesicles are not palpable,

Cystoscopy.—A silver catheter passes with ease and finds 165 ce. residual
urine, and a bladder capacity of 250 cc. Cystoscopy is impossible on ac-
count of hemorrhage.

Urinalyis—Acid, albumin in small amount, no sugar, urea G-25 in 24
hours. DMicroscopically, pus cells and baeilli.

Cperation, December 6, 1802 —Chloroform. Perineal prostatectomy. In
this case I decided to operate by a different technique so as to preserve, if
posgible, more of the prostatic urethra than I had in Case 1. The inverted
Y-incision was used, the bulb and central tendon exposed, and central
tendon and muscle beneath it were divided. The levators were separated
by the fingers, thus exposing the membranous urethra which was incised
upon a grooved director just in front of the apex of the prostate. A large
gound was passed into the bladder through the opening and the single
bladed tractor easily inserted into the bladder and turned downward over
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the median portion of the prostate. Outward traction was then made,
drawing the tractor well up into the wound. A V-shaped incision was made
through the prostatic capsule, the point being forward near the apex of
the prostate. With a blunt dissector the cap=ule was then rapidly siripped
back from the posterior surface of the prostate umntil the entire posterior
and lateral surfaces had been separated from the capsule which was thus
turned back as a cuff. In order to preserve the urethra the prostate was
then bizected, beginning in the median line at the apex and extend-
ing backward for 1% cm. In order to separate the urethra from the
lateral lobes it was found pecessary to make a longitudinal incision on each
gide with the sealpel parallel to the urethra. A blunt dissector was then
inserted and the urethra rapidly stripped away from the inner surface
of each lateral lobe (this was practically the method of Proust which
I had not heard of at that time). The lateral lobes were then enucleated
and removed esach in one piece, the tractor being turned =o as to engage
each lobe, while it was being enucleated. A median lobe 2 em. in diameter
was then drawn down by the tractor into the urethra and enucleated to-
gether with a narrow strip of mucous membrane which covered its anterior
surface, the verumontanum and the terminal portions of the ejaculatory
ducts. During this operation considerable difficulty was experienced in
employing the tractor which continually slipped out and had to be intro-
duced with considerable diffienlty. (This led to the addition of a shoul-
der to the end of the blade to prevent itz slipping out). A large reten-
tion catheter was passed into the bladder. One zmall piece of gauze was
packed into the prostatic cavity and two pieces were placed back of the
prostatic capsule, the object beinz to cause the collapse of the cavity
after removal of the piece of gauze from the interior of the capsule. The
separated levator muscles were joined with sutures of catzut and the
wound was partially closed with catgut externally. The patient stood the
cperation well. Saline infusion.

Convalescence.—The patient reacted well. The highest temperature was
100.50. When last seen by the operator, 30 hours after the operation, his
condition was excellent. He was discharged on the 14th day in excellent
condition.

May 24 1904 —Letter. The wound has remained closed. I void urine
with perfect satisfaction at intervals of from two to four hours during
the day and four to six hours at night. I suffer no pain and my general
health is excellent,

May 20, 1906 —Letter from physician. Micturition is normal. He volds
about every three hours during the day and one to three times at might.
There iz no evidence of stricture and very rarely a little dribbling. His
condition iz fine.

Pathological report.—Specimen, G. U. 60. The entire prostate has been
removed in three pieces and weighs 70 grams. The median lobe measures
3x2x1% cm. the lateral lobe, each 5X4x3 cm. The summit of the
median lobe iz covered by mucons membrane about 114 em. in diameter.
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The appearance of the lobes exteriorly and on cross section is that of
numerons sphereids; they are elastic and there are no areas of induration.

Microscopic erxamingltion.—The hypertrophy is a moderately glandular
one, areas rich in acini and forming spheroids alternating with areas con-
taining rather & large amount of stroma. Often the tissue outside of these
spheroids contains numerous culs-de-sac, showing signs of activity. The
stroma contains a large amount of muscle, at times being considerably in
excezs of the connective tissue. There is present in areas a well marked
chronie prostatitis and the blood vessels exhibit a moderate dezree of ar-
teriosclerosis.

Casg 3 —Moderate hypertrophy of prostete. Cotheter life 1§ years.
Tabes dorselis of 16 years’ duration. Resteration of normal urination.
Followed & months.

MNo. 297. T. . L., age 60, married, admitted November 17, 1902,

Complaint —" Enlarged prostate. Catheterism.”

Gonorrhea many years ago, and was perfectly cured.

In 1863 had a sore on the penis which he thinks was syphilitic. His
phiysician told him that he had blood poison and gave him internal treat-
ment which he took for a monih. Sixteen years ago he began to have
sharp severe pains which came on suddenly, and were localized in the
right thizh and later in the right leg. No trouble with bladder, rectum
or locomotion at that time.

Present illness began 14 vears ago with diffienlty and frequency of uri-
nation. About the same time he began to have incontinence of urine at
night. After three months his condition was not improved, and his phy-
sician passed a catheter withdrawing about a gquart of residual urine,
The diagnosis of enlarged prostate was made. Following this examination
the patient had a chill, fever and pain in the region of the left kidney. He
was unable to paszs urine except in very small amounts and with great
diMiculty and began a catheter life which has continued up to the present
time. He has continued to suffer greatly from * seiatica.” Two years ago
he noticed for the first time an instability of gait, particularly at night.
Recently his evesight has hecome impaired.

&, P.—The patient is unable to vold and catheterizes himself five times
a day. His general health iz good, has not lost weight, but he still suffers
from an ocecasional attack of * sciatica,” and instability of gait.

Sexual powers.—Erections have been absent for many years. He finds
the catheter life a terrible burden and begs to be relieved from it.

Eramination.—The patient is a sparely built, but healthy-looking man
with lips of good color. The chest and abdomen are negative.

Eramination of nervous system by Dr. Thomas—Vision good, optic
nerves are normal. The pupils are contracted, there is no reaction to light
and very slisht reaction to accommodation, the other eéranial nerves are
normal. The walk is slightly ataxie. There is a marked swayving with
his feet together and eves closed, The knee and ankle jerks are absent.
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There is a marked lack of muscle tone and a refardation of the perception
of pain throughout the legs. No other very pronounced sensory disturb-
ance,

Diggnogis.—Tabes dorsalizs with unusual involvement of the bladder.

Recfal.—The prostate is moderately but very definitely hypertrophied,
forming a bulging rounded mass about the zize of a small orange, smooath,
elastic, but harder than usual. The lateral lobes are about egually en-
larged, the median furrow and noteh are obliterated. The seminal vesicles
are not indurated, and there are no palpable glands. The sphincter ani
iz peculiarly lax and atonic and the rectal mucosa is very redundant.

Cystoscopic—A coudd catheter enters easily, retention of urine is com-
plete, bladder capacity 600 ce., the tonicity poor. The cystoscope shows a
definite rounded intravesical hypertrophy of both lateral lobes and fairly
deep suleus between them in front, and a small median lobe with a shal-
low sulcus on each side. The ureters could be easily seen and they are
gituated in prominent ridges. The bladder wall is only slightly trabecu-
lated and there are no large ridges with deep pouches intervening.

Urinalysis.—Cloudy, alkaline, sp. gr. 1022, no albumin, no sugar. Total
quantity of urine 760 ce. Total urea G-14.5. Microscopically, pus cells
and bacteria.

Note—It seerned very evident from the history and age of the patient
that the urinary trouble, which began 14 years before, was due to tabes,
There was no question, however, of the fact that the prostate was then
distinetly hypertrophied, and that possibly prostatectomy might restora
normal urination, though it might also lead to incontinence., The patient
was zoing to Boston, and I asked him to ses Dr. A. T. Cabot, who advised
prostatectomy. D, H. M. Thomas, who, after careful examination, had
confirmed our diaznosis of tabes dorsalis, thought that prostatectomy might
have the desired effect. The patient was so anxious to get rid of the
catheter that he gladly accepted the chance of continual incontinence.

Operation, Dec. 9, 1802 —Ether. Perineal prostatectomy. This was the
third case operated upon, and the following technique was used. A median
line perineal incisionm, insertion of a single-bladed tractor through ure-
throtomy of membranons urethra. Inverted V-incision through capsule of
prostate which was strippad back, thus exposing the posterior surface of
the prostate. Hemisection of the urethra was then performed in the median
line, and the urethra separated from each of the lateral lobes beginning
with an incizsion and completed by blunt dissection. The lateral lobes were
then enucleated each in one piece. The right lobe measured 3 x3 x4 cm.
The left lobe 3 x 4 ¥ 4 em. Examination of the median portion showed
very little enlargement, not sufficient to warrant removal. Large drain-
age tube was placed in the bladder through the perineal wound, the cap-
gnle was drawn forward and sutured so as to surround the tube. Two
gauze packs were placed back of the prostatic ecapsule with the object of
ohliterating it. The levator muscles were drawn together with sutures
and the skin wound partially closed. Infusion at end of operation. Pulse
94, eondition excellent.
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Convalescence—The patient reacted well. The temperature rose to 101°
for three days after the operation, after which it was practically normal.
He suffered greatly from severe attacks of pain in both legs, which came
on suddenly and were very severe, but lasted only a few minutes. Intra-
vesical irrigations of boric acid were given twice daily until the tube was
removed on the ninth day. The gauze was removed on the next day and
the patient was gotten up in a wheel-chair. Two weeks after the opera-
tion urine began to flow through the meatus. The retained catheter was
then placed in the urethra, where it remained for eight days. After its re-
moval there was no leakage through the perineum, which remained healed.
He was discharged from the hospital on the 42d day. At that time he was
ahle to retain urine for three hours during the day and eight hours at
night. There was no dribbling at all during the night, and during the
day there was only occasionally when walking about an Involuntary es-
cape of a few drops of urine. Micturition is slow, but without difficulty,
and when the bladder was quite full the stream was good. A catheter was
passed with ease and found no residual urine. The bladder had become
slightly contracted and would hold only 340 cc. The vesical tonicity was
better than before operation, but was still only moderately good. The
patient was instructed to use urotropin two or three times a day, and to
irrigate the bladder with boric acid.

February 6, 1003 —" While irrigating the bladder by hydraulic pressure
the perineal wound broke open again. There is now slight leakage, other-
wise the condition iz good.”

Mareh 12, 1803, —"1 am able to urinate all right, but the perineal fis-
tula is still open and a few drops of urine escape through it during urina-
tion.”” He was advised to cauterize the wound.

May 21, 1903 —Letter from wife. On March 16 the patient had a sudden
gsevers collapse which was thought to be uremic. He seemed to rally from
this, but the old enemy * neuralgia " kept coming with the least exposure
to cold and these attacks kept him indoors. The strain weakened him,
and finally the stomach lost its tone, his appetite failed, the bowels became
affected, dysentery set in, and at the end of two weeks death ensued, May
20, 1903,

Pathological report,—Specimen, G. U, 61. The prostate has been removed
in two pieces and weighs 50 grams. The right lobe measures 5x 4 x 3%
cm., the left 4.5x4x3 cm. No mucous membrane has been removed. Ex-
ternally and on section numerous small lobules and spheroids are seen.
There are no areas of induration nor suggestion of malignancy.

Microscopic examination.—The hypertrophy is a moderately glandular
one. The acini are grouped in small spheroidal areas, and the interlacing
stroma contalns but very few acini, The stroma contains a fair amount
of muscle, but the connective tissue is somewhat in excess. The blood ves-
sels show a marked degree of arteriosclercsis.
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Case 4.—Moderate hypertrophy of median and laferal lobes. Vesical
calculus. Cure. Followed two years,

370, J. P. D, age 57, married, admitted Dec. 17, 1902,

Complaint.—" Freguent and painful urination.”

The patient never had gonorrhes,

Present illmess began about 17 years ago with slight difficulty and in-
creased frequency of urination. About five years ago he had complete re-
tention of urine and had to be catheterized for two days. Since then he
has had complete retention at gradually lessening intervals, but always
after two days he would be able to void again. He has had a pain occa-
sionally during and at the end of urination, but there has been no pain
in the rectum.

&, P—The patient now voids three or four times duringz the night in a
small, slow stream. He does not use the catheter unless unable to uri-
nate. Sexual powers present.

Ezamination.—Well nourished man with lips of gzood color. Heart,
lungs, abdomen, and zenitalia nezative.

Fic. 40a.

Rectal—The prostate is considerably and equilaterally enlarged, about
the zize of a small orange. Smooth, rounded, elastic but not =oft. The
seminal vesicles are not palpahble.

Cystoscopic.—A small couddé catheter passes with ease withdrawing 75
cc. residual urine. The bladder eapacity is 340 ce. The cystoscope shows
a slight intravesical enlargement of the lateral lobes joined by a small me-
dian bar. No calculus seen. Examination unsatisfactory on account of
hemorrhage.

Urinalysis—1020, neutral, no sugar, no albumin, microscopically, pus
cells,

Preliminary treatment for four weeks, catheterization and irrization of
bladder. During this period had complete retention of urine several times
and catheter withdrew 500 ce, of urine,

Operation, Janwary 10, 1502, —Ether. Perineal prostatectomy. This is
the first case in which an attempt was made to preserve the ejaculatory
ducts by means of bilateral capsular incisions. The lateral lobes were
enucleated, and the median bar was removed in two pieces through the
lateral cavities. Thé incisions were made very superficially, and it was
found wvery difficult to separate the lateral lobes from the urethra. The
ejaculatory bridge, however, was not very badly torn and nomne of the
mucous membrane of the urethra was removed. The original single blade
prostatic tractor was used and, althoush it had been provided with a
“harb” (see Fig. 40a), after the lateral lobes had been removed the
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instrument slipped out of the bladder and was very difficult to introduce
again. The need of an instirument which would not slip out was forcibly
impressed upon us and led to the construction of the double-bladed
rotating tractor. The lateral cavities were paclked with zauze and a single
large drainage tube was placed through the perineum into the bladder,
Patient stood operation well, pulse at end 80, infusion on return to ward.

Convalescence—About 12 hours later the drainage tubes be-
came plugged with a clot of blood and were accidentally removed
by the orderly. The interne experienced a great deal of difficulty
getting the tube back into the bladder and considerable hem-
orrhage occurred. On the fourth day the drainage tube was finally re-
moved. On the zeventh day the patient was allowed to get up in a wheel-
chair, but on the fourteenth acute epididymitis set in and went on to
abzeess formation, which was incised five weeks after the operation. Dur-
ing the seventh week the patient passed a small caleulus, and after that
seven or eight others., During the third week after the operation most of
the urine was coming through the urethra. The temperature reached 102°
on the fourth day, but after the seventh day remained normal until March
1, when temperature rose to 103.8° followed by a urethral chill,

March 8, 1903 —A catheter passes with ease and there i no residual
urine. The bladder capacity is 350 ce. The cystoscope shows a small mass
of granulation tissue in the anterior portion of the trigone just back of
the median portion of the prostate, and on top of this iz a caleulus of
small size, but firmly fastened to it. There is no free calculus in the
bladder., The prostatic margin is irregular, but there is no evidence of
prostatic hypertrophy. The perineal fistula is very small, only a few
drops escape through it and the patient is able to retain his urine well.
An effort was made to dislodge the caleulus with the cystoscope.

Mareh 25, 1903 —Two caleuli have been passed sinee the evstoscopic ex-
amination. The cystoscope shows no caleuli present and the mass of gran-
ulation on which one was incrusted has entirely disappeared. In the an-
terior portion of the prostate several large granulations are seen. With
the finger in the rectum and cystoscope in the urethra the amount of tis-
sue between the two is less than normal.

March 27, 1903.—The patient is discharged. Condition is excellent.
Both epididymes are indurated, small flstula is =till present. The patient
voids at intervals of five hours with a large stream and perfect control.

Letter, Janwary 20, 1905 —The fistula closed four months after the op-
eration. I mow urinate once during the night &nd at intervals of three to
four hours during the day. I have not used a catheter and urination is
satisfactory. Occasionally I have a slight pain in the bladder. I have
erections once or twice a weelk and have sexual intercourse,

June §, 1904, Letter. I can hold my urine six to eight hours at night
and four hours during the day . Urination is normal, but I have a =light
Pain occasionally in the bladder. I have erectlons and intercourse, but
ejaculations are not normal.
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Janwary 18, 1905.—I am cured with the exception of a slight pain which
I occasionally have in the bladder. I have had no instrumentation since
my discharge. I urinate once at night and three to six times in the day,
and pass large amounts. Erections and intercourse are present, but are
not as satisfactory as before operation. My general health is excellent.

December ¥, 1905 —Letter from wife. My husband died September 12,
1905, of catarrh of the stomach.

Casg b.—Moderate enlorgement of lateral lobes. Pain suggesting rénal
calculus. Cure. Followeed 20 months.

MNo. 289. J. 5. 5., age 65, married, admitted January 14, 1903.

Complaint.—" Bladder trouble.”

Gonorrhea in his youth was cured without complications.

Present illness began 15 months ago with pain at the beginning of uri-
nation which radiated from his bladder upward along the right side and
apparently terminated in his right kidney. The pain was very severe in
characier, lasting about thres minutes, at no time radiated to the penis
and was not associated with hematuria. TIrrigations of the bladder seemed
to relieve him. During the next month every time he urinated he had a
pain which seemed to start from & point deep down in the pelvis, and
from there traveled upward to beneath ribs on the right zide. There was
no pain in the testicles, thigh, bladder or penis. Urination was markedly
frequent and the amounts volded small. Considerable difficulty in starting
the flow of urine. He then went to a mineral springs and the pain dis-
appeared. In August, 1902, a physician pronounced his case catarrh of
the bladder and gave him a catheter to use. In November he went to an-
other physician who writes as follows: His urine was filled with pus, the
prostate was inflamed and tender. A catheter found 10 ounces of residual
urine, I treated him by irrigations, massage of the prostate, instillations.
He now has a residual of four ounces. TUrine is voided more easily and
his general health is better. There iz still pain in the region of the hladder.

&, P—There iz considerable hesitation at the beginning of urination,
and a pain at the end which is dull in character and occasionally travels
upward from the bladder towards the right kidney, but is not nearly so
severe as at onset. There is no great Increase in the frequency of urina-
tion, and he often only gets up once during the night.

Sexual powers.—Sexual desire has been abszent for the past six months,
previous to which coitus was normal.

Eramination.—The patient looks well. Lips of good color. Heart and
lungs nezative, There is no tenderness in the region of either Kidney and
no enlargements to be made out.

Rectal —The prostate iz moderately but symmetrically enlarged, and the
median furrow is broad and shallow. The surface is slightly irregular
towards the upper end, but the congistence iz generally elastic. The semi-
nal wvesicles are not indurated.

Cystoseopic.—A coudd catheter passes with ease and finds 160 ce. resid-
ual urine. The bladder capacity is 700 cc. The cystoscope shows two
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fairly large intravesical enlargements of the lateral lobes with a deep sul-
cus in front and a deep sulcus behind. A small transverse fold of mu-
cous membrane was seen in the median portion of the prostate connecting
two lateral enlargements. The bladder is remarkably trabeculated with
numerous small pouches.

Urinalysis—Cloudy, acid, 1010, albumin in small amount. Urea 23-G.
per liter. DMicroscopically, pus cells, a few hyaline casts and bacilli.

Operation, Januwary 20, 1903, —Ether. Perineal prostatectomy. The tech-
nigue which is now employed was used in this case with the exception that
the single-bladed tractor was used. The bilateral capsular incisiong which
have been used with the idea of preserving the floor of the urethra and
ejaculatory ducts were made. The right lateral lobe came away in one
piece, and measured 2 x 3 X 3 cm. The left lateral lobe came away in three
pleces which together form a mass larger than the right lobe. The tractor
was then withdrawn and the finger inserted and showed no enlarsement
of the median portion of the prosiate. The entire urethra and ejaculatory
ducts were preserved intact. The tractor employed in thiz case was the
gingle-bladed tractor with a shoulder across the front of the blade at its
end. The same difficulty was experienced from its slipping out of the
bladder when one lobe had been removed. Two catheters were fastened
together and placed in the bladder for drainage. This was done because
in previous cases difficulty had been experienced on account of the single
drainage tube becoming plugged with blood. Gauze packs were placed two
in the capsule of the prostate and two behind it, the latter to be removed
last and thus obliterate the ecavity left after removal of the first. Levator
muscles were brought together with several catgut sutures and the skin
wound partially closed.

Convalescence—The patient stood the operation well, but the pulse at
the end was very rapid, 140 to the minute. He was infused on the table
and half an hour after the operation his pulse had fallen to 88, and his con-
dition was excellent. The highest temperature was 100.8° on the day
after the operation. After four days it was normal. Continuous irrization
was maintained for seven days when the tubes and gauze were removed.
Urine began to come through the anterior urethra on the 14th day. On the
12th day the patient bezan to walk. The perineal fistula closed finally on
the 18th day, and the patient was discharged on the 21st day. At that
time he was voiding urine freely at intervals of five hours and felt per-
fectly well.

March 15, 1903.—I void urine naturally at infervals of from six to eight
hours. Have a slight pain in the groin, otherwise feal perfectly well,

Sept. 28, 1503.—Letter from physician. The patient is perfectly well,
very seldom rises at night to urinate. He has complete control, no
dribbling.

October 6, 1303 —Letter, I do not get up at all to urinate at night, am
free from pain. I have had no erections as yet.

May 20, 19045 —1 void urine naturally at intervals of seven or eight hours
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at night, four or five during the day. [ suffer no pain. TUrination is nor-
mal. Erections have returned,

Mareh 9, 1905 —Letter from physician. The patient died September 9,
1904, Previous to his death urination was normal. He seldom had to rise
during the night to urinate. There was about 15 ce. residual urine, and
the bladder capacity was over 500 ce. He had been entirely free from all
pain for some time. Erections and sexual powers were normal, and his
ejaculations were satisfactory. He died suddenly while =itting in a chair
from angina pectoris,

CASE G.—Large hypertrophy. Catheter life eight years. No stone.
Cured,

No. 341. 8. T. A aze 70, single, admitted February 282, 1903, complain-
ing of obstruction to urination, and catheterism for eight years. He has
never had gonorrhea nor any previous urinary trouble.

P, I—Onset 15 years ago with slight frequency and difficulty of urina-
tion which grew gradually worse during the next seven years until finally
he was urinating from five to eight times during the night. He then con-
sulted a physician who catheterized him and found a large quantity of re-
gidual urine. Since then the patient has mever been able to void urine
naturally and has catheterized himself three to four times a day.

#. P.—The patient is using a catheter three times a day, and is unahble
to void any urine naturally. Occasionally he suffers a slight pain in the
rectum, and urethra and sometimes catheterization causes considerable
hemorrhage. Erections have been absent for five years.

Fromination—Lungs negative, Heart: An aortic insufficiency is pres-
ent, but no dilatation of the heart. Abdomen negative. The prostate by
recitum is considerably hypertrophied, the left lobe larger than the right.
The contour is rounded, surface smooth, consistence elastic, no induration
present.

Cystoscopic eramination,—The patient is unable to void urine. A soft
rubber catheter passes with ease, and the bladder is easily washed clean.
Examination of the prostatic orifice shows g moderate-sized median bar, a
considerable intravesical hypertrophy of the left lateral lobe attached
to which iz a fairly large anterior lobe. The right lateral lobe is
not intravesically enlarged. There is considerable trabeculation of the
bladder wall, chronie cystitis of moderate degree. WNo caleulus present.
The urine is acid, specifie gravity 1019, no sugar, no albumin, Mieroscop-
ically, pus eells, bacilli and cocei. Urea 024 G. per 1 ce.

Preliminary treatment for 10 days, during which the patient was cath-
eferized, the bladder was irrigated, and urotropin administered internally.
Study of the urine showed no evidence of kidney disease, and although the
patient was a rather weak old man, prostatectomy was decided upon.

Operation. March 10, 1903, —Ether. Perineal prostatectomy. Enucleation
of a small right lateral lobe, and a very large left lateral lobe with the
median bar and anterior lobe attached to it. The regunlar technique was
followed. The ejaculatory ducts and urethra were preszerved, and only a
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amall areg of mucous membrane covering the anterior lobe was removed.
The wound was closed as usual. The levators were not approximated.
Saline infusion of 1200 cc. of =alt solution on the table. Double catheter
drainage provided through perineal wound. There was only a moderate
amount of hemorrhage and the patient stood the operation well.

Convalescence—The drainage tubes became plugged with a blood clot
and had to be removed two hours after the operation. Evacuation of
clots consumed considerable time and the patient was quite shocked for
a short while. The tubes were removed on the seventh day. ©On the 2lst
day the urine still came entirely through the perineum and a retained
urethral catheter was applied. The perineal fistula did not close com-
pletely until two months after the operation. No epididymitis.

Examination, May 25, 1903.—(Two and one-half months after operation).
The catheter has not been required since operaticn. Urine is voided in a
large stream at intervals of three hours. There is no incontinence, no hesi-
tation, and perfect control. The fistula is closed, his strength iz good.
The catheter passes with ease. Residual urine 25 ce. Bladder capacity 240
ec. Discharged on the 83d day.

Remark.—The result is excellent, but the patient is advised to dilate
the hladder by hydraulie pressure to increase its capacity and the inter-
val of urination.

Final note~The patient remained well for five months. He then died
suddenly of some intercurrent disease, the nature of which was not clear.
His physician reports that he was entirely cured of his prostatic trouble,

Pathological report.—Specimen, G. U. 62. The prostate has been removed
in two pieces and weighs 70 grams. The right lateral lobe welghs 20
grams, and the left lateral 50 grams. The inner portion of the left lateral
lohe has two large lobules separated by deep fissure, and is probably the
median and anterior portion of the prostate. The consistence of the lobes
iz elastic and they show numerous small spheroids bound together by
connective tissue. There is no induration nor euggestion of malignancy.
There are no mucous membrane nor ejaculatory ducts removed.

Microgcopic examination.—The hypertrophy is a moderately glandular
one, the various acini being separated by fair amounts of stroma. There
seems to he but slizght tendeney to arrangement of the acini in spheroids
nor do the lumina of the acini present the same complexity of outline
which one so frequently sees. There are very few intraacinous projec-
tions, and there is present very little dilatation. The stroma contains morsa
connective tissue than musele, but the musecle element is fairly abundant.
The blood vessels show a moderate degree of arteriozclerozis. There are
some areas of prostatitis present.

Case T.—Moderate hypertrophy of median and lateral lobes. Catheter
ism. Complication—gauze pack not removed. Second operation 10 months
later. Removal of gauze. Cure. Followed 38 months,

No. 340. W. 8. 0., age 58, married, admitted February 26, 1903,

Complaint.—" Prostatic hypertrophy.”

No history of gonorrhea.
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Present illness began eight years ago with slight difficulty of urination.
In February, 1896, acute retention of urine came on and he had to be
catheterized, and two months later had to be catheterized again for the
same reason. Since then the patient has catheterized himself every day.
In September, 1896, both epididyvmes became inflamed. During the past
seven yvears, in which he has used a catheter at bed time, he has had as a
rule very little discomfort with the exception of epididymitis and occa-
gional hematuria and fever. His general health has remained good.

§. P—The patient catheterizes himself at bed time, and during the day
iz able to void small amounts.

Serual powers—Erections are apparently normal, but sexual powers
have been slightly impaired.

Ezxamination.—The patient is a healthy looking man. Chest and abdo-
men negative.

Rectal erxamination.—The prostate is moderately hypertrophied, fairly
hard, slightly irregular, but not nodular. The median furrow and notch
are obliterated and the seminal vesicles are not palpable.

Urinalysis.—Cloudy, =lightly acid, sp. gr. 1010, albumin in slight amount,
no sugar. Microscopically, pus cells in moderate number and bacilli.
Urea 9 grams per liter.

Cystogeopic eramination.—A coudé cathefer passes with ease and finds
140 ce. residual urine. The bladder is apparently large and of good ton-
ieity. The cystozcope shows a moderate intravesical enlargement of both
lateral lobes and a rounded median bar continuous with the left lateral
lobe, but separated from the right lateral lobe by an intervening =uleus.
The bladder is slightly inflamed, moderately trabeculated, with several
smal] cellules present. The right ureter can be seen and appears normal;
tha left cannot be seen on account of the median bar.

Operation, March 2, 1903 —Perineal prostatectomy by the uspal tech-
nigque, The lateral lobes which were moderately enlarged were removed
each in one piece. The median lobe was then drawn into the left lateral
cavity and easily enucleated. The floor of the urethra and ejaculatory
ducts were preserved and the wound was elosed with double tube drainage
and lizght gauze packs for the lateral cavities,

Convalescence.—The patient reacted well from the operation. The tem-
perature reached 102° on the gecond and third days, but after that it was
practically normal. The gauze packing was gradually removed, beginning
on the third and completed on the sixth day. Continuous irrigation of
the bladder was kept up for nine days and the tubes then removed. For
one day all of the urine came through the perineal wound. A catheter
wag then inserted through the urethra, and maintained there for four days.
After that the patient voided partly through the penis and partly through
the wound. The patient was up in a wheel-chair on the twelfth day and
was walking during the third week. He was discharged on the twentieth
day. At that time he was voiding urine at intervals of four hours, had
no inconvenience, only a small amount of urine came through the perineal
fistula. The fistula finally closed one month after the operation.
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May I, 1903 —Perineal wound has been closed for a month. The patient
voids urine every three or four hours, suffers no pain, and feels well.
There has been no incontinence, but he has had a urethral discharge and
once or twice a small amount of blood at the meatus. Partial erections
have occurred.

Ezamination.—The perineal wound has healed. A catheter passes
with ease and finds no residual urine., The bladder capacity is 200 ce. The
urine contains considerable pus in the first and third glass, but the second
is practically clear.

October 8, 1503, —A urethral discharge persisted during the summer, and
in August he began to suffer pain in the perineum, an ahscess developed
and was incised in MexXico. Since then perineal fistula has never closed
and there has heen a considerable discharze from the meatus and from
the fistula. There has also been considerable hemorrhage at times, but al-
ways with the first urine. A catheter paszes with ease and shows 10 cc.
residual urine, there is no stricture present. The cystoscope shows a
slightly irregular prostatic margin, but no evidence of prostatic enlarge-
ment or obstruction.

Januwary 11, 1504 —The fistula persists. Rectal examination shows a
small oval mass about the size of a normal prostate in the region of the
prostate. Examination causes blood to escape through the fistula. Op-
eration upon the fistula is advised.

Operation, January 15, 1904 —Ether. The perineal fistula was excised
and found to lead into the left lateral eavity of the prostate where a con-
siderable piece of gauze forming a mass about & ¢m. in diameter was
found imbedded. It was extracted without difficulty, and the cavity thor-
oughly curetted. The bulbous urethra was opened and a retention catheter
fastened to the skin by silk sutures.

Convalescence.—The patient reacted well. The retention catheter was
maintained for 19 days. At that time the posterior fistula had eclo=ed tight.
Sinee the removal of the catheter the bulbar urethrotomy wound has
healed slowly, and to-day, four weeks after the operation, all the urine
passes through the meatus,

June 17, 1904 —The patient is able to retain urine for five or six hours,
and urination is normal. His sexual powers have gradually improved.
Erections are fairly good, but he has not attempted intercourse. '

February 1, 1205 —Letter. I void urine naturally, do not get up at night
and consider myself cured.

November 30, 15905.—Letter. I void urine naturally once at night and
twice during the day and large amounts at a time. I have no pain, no fis-
tula and consider myvself cured. Erections are fair and sexual intercoursea
fairly satisfactory. My health is excellent.

May 8, 1008-—Letter. T woid urine naturally, and often do not urinate
at all during the night. I have no pain. I have erections and sexual in-
tercourse, bul the erections are slightly imperfect. My general health is
excellent, and I consider myself eured,
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Pathological report.—Specimen, G. U, 64, The specimen consists of two
pieces, the median and lateral lobes and weighs 30 grams. The left lobe
measures 45x3.5x2 cm. The right lobe 45x3x2 cm., the median
4x25%1.5 cm. No mucous membrane or ejaculatory ducts have been
remeved. The surface shows numerous small lobules and spheroids, and
iz elastie in consistency.

Microscopic eramination.—The hypertrophy is of a mixed type, in some
areas glandular, in others fibro-museunlar. Some formation of spheroids,
the spheroidal areas being glandular. The acini within these spheroids
present the usual intra-acinous off-shoots, often of papillomatous type.
The stroma containg a large amount of muscle, which is equal to, if not
in excess of the connective tisgue. The blood vessels seem about normal.

Casg 8, —Chronic prostatitis with median bar formation. Complete re-
tention of wrine. Severe cystitis and vesical irritability. Operative result,
improved.

No. 364. P. F. E, age 456, married, admitted November 4, 1902,

Complaint.—" Bladder trouble which came on after typhoid fever.”

He never had gonorrhoea.

Present illnesg—Two years ago the patient had typhoid fever and re-
quired catheterization. Since then the catheter has been necessary most
of the time, and of late he has had to use it very frequently, generally
every two hours and sometimes as often as every half hour. On admission
he waz using the catheter from 10 to 18 times at night, and would often
experience great diffieulty in introducing it. He suffered severe pain in
the bladder which was markedly contracted, and has lost a great deal
of weight., He has had no sexual intercourse for over two years, but has
had erections frequently and nocturnal pollutions occasionally.

Eramingtion.—The patient is a weak-looking, nervous man. Heart,
lungs and abdomen are negative. A soft rubber catheter meets with an
impassable obstruction 21 em. from the meatus. A silver catheter passes
with ease and withdraws 420 cc. residual urine.

Rectal examination.—The prostate is only slightly enlarged, indurated
and continuouz with the seminal veszicles which are also indurated and
adherent to surrounding structures. Hunning from one seminal wvesicle
to the other is a connecting mass of indurated tissue. The picture is that
of chronic prostatitis and seminal vesziculitis,

Cystogcopic eraminalion—The bladder is very irritable and appears to
be contracted. The cystoscope shows a markedly inflamed, trabeculated
bladder., The lateral lobes are not at all enlarged, but there is a small
median bar present,

Treatment.—At first the patient was catheterized four times a day and
the bladder irrigated with boric acid., Under this treatment he improved
considerably, and after 53 days in the hospital he returned home able to
void hi=z urine without a catheter, Very zoon the vesical irritability re-
turned and catheterization again became necessary.

On second admis=zzion, February 2, 1903, he was using a catheter several
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times a day, and was able fo void only with great difficulty. The urine
was acid, 101%; no sugar; albumin, a trace; microscopically, pus, epithe-
lium. No casts.

February 22, 1903 —Cystoscopic examination. A catheter finds 250 ce.
residual urine. The cystoscope shows a definife, but small, median bar,
but no enlargement of the lateral lobes. The bladder iz markedly trabe-
culated. Numerous pouches and small diverticula are seen in the region
of the ureteral orifices. With the finger in the rectum and cystoscope in
the urethra a definite increase in the median portion of the prostate is
made out.

Operation, March 5, 1903.—Ether. Perineal prostatectomy by the usual
technigque. The lateral lobes were enucleated, and when removed were
founa to be very little enlarged. No note is made az to the median lobe,
but this was apparently left behind, as it was impossible to get it to present
into one of the lateral cavities. (This was one of the early operations and
a different techmigue would now be used.) The wound was closed as
usual with gauze drainage for the lateral cavities and double tube drain-
age for the bladder. FPatient stood operation well, pulse at end 20. Con-
tinunous irrigation was kept up for 10 days.

Convalescence.—SBatisfactory. The temperature did not rise above 1007
and his condition was always good. The drainage tubes were removed on
the tenth day, and on the sixteenth day a retained catheter was placed
in the urethra in order to facilitate closure of the perineal fistula. He
was discharged from hospital on May 10, his general condition being good,
but a small perineal fistula was =still present.

April 28, 1903, —The perineal fistula persists, and probe passes directly
into the urethra. To-day the edges are freshened up with scissors,

May 5, 1903 —The perineal fistula is healed exeept for a small opening.
During the day he is able to hold his urine for several hours, but during
the night there is occasional incontinence. His general condition is ex-
cellent,

May 235, 1903.—The patient got up once last night to urinate. This
morning he has held his urine for four hours. He voids urine easily with-
out hesitation and has no dribbling. The fistula is closed. Silver catheter
passes with ease and finds 25 ce. residual urine and a bladder capacity
of 350 ce.

January 20, 190 —Letter. I can hold my urine for three hours during
the day, but have to arise about every 11& hours at night. The fistula
elosed three months after the operation. T still suffer pain in the bladder
and my urine is clondy. 1 have no erections.

May 22, 190 —Letter. I void urine about every two hours during the
day and about every six hours during the night. The stream is small and
the amount of urine voided about 125 ce. I have never used a catheter.

November 30, 1905.—1 am zreatly improved by the operation, but have
more frequent urination during the night than I have during the day. I
do not use a catheter. I have pain in the back. I have gained in weight.
I do not have erections any moare.

Vol. XIV.—12.
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May 14, 1906 —Letter. The wound has remained healed and I have not
nged a catheter. I hold my urine very well during the day, but not very
well at night. The amount voided is not regular. If I overdo myself I
suffer some pain. I have no erectioms. My general health is only fairly
good. I have gained in weight, and I am cured in some ways.

CaAsSE 0 —Woderate enlargement of median and lateral lobes.. Supropubic
cystostomy and three Bottini operalions done previously. Perineal pros-
tatectomy. Cure. Rectal fistule. Plastic operation to close {f. Cure.
Followed 22 monihs,

No. 851. J. M. L., age 63, married, admitted March 11, 1903,

Complaint,—" Prostatic obstruction. Suprapubie fistula.”

No history of gonorrhoea.

Present illness began six yvears ago with slight difficulty and increased
frequency of urination. Im 1598, the difficulty had increased greatly and
finally complete retention of urine came on requiring catheterization.
After that the catheter was used, at first every day, but after that more
frequently, and after 1899 the retention of urine was complete. In Octo-
her, 1902, the patient suffered great pain, tenesmus and catheterization was
necessary about every hour. On October 28, 1902, the bladder was pune-
tured with a large trocar and canula, and a small soft catheter inserted
throngh the canula and left in the bladder for continuouns drainage. On
December 16, 1902, a Bottini operation was performed in an adjacent eity.
Two incisions were made, hoth lateral with a negative result. On January
11 a =econd Bottini operation was performed, a median inecision 214 om.
being made. HResults again negative. On February 1, 1903, a third Bot-
tini, two lateral incisions between the previous lateral and median cuts.
Results negative. The suprapubic catheter drainage was maintained and
the patient was unable to void urine.

&, P.—No urine is voided through the urethra, but all escapes through
a small suprapubic catheter drain, The patient suffers constant pain in
the hladder for which he takes morphine.

Serual  powers,—Normal; erections oceurred at frequent intervals
up to the time of the first Bottini operation. Since then has had no
erections.

Eramination.—The patient is well developed. General condition good.
The chest abdomen and genitalia are nmegative. There is a direct reduci-
able hernia on the left side. There iz a small suprapubic sinus in which
the patient wears a small catheter,

Rectal—The prostate is moderately enlarged, rounded, elastic. At the
upper end of the right lobe there is a small nodule, but the seminal vesi-
cles are negative,

Urinalysis—Moderately cloudy, acid, 1015, albumin in slight amount,
pus cells and hacteria numerous. Total urine in 24 hours, 1260 ce. Total
nrea G-22.7.

Cystoscopic—The bladder capacity i 200 ce. The cyvstoscope showed
two fairly large intravesically hypertrophied lateral lobes connected by
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a moderately large median bar without intervening sulei. Two depres-
slons, probably cystoscopic cuts, were seen, but they were very shallow.
The suprapubic catheter was seen, and its end is slightly encrusted with
calecarious salts. There is no calculus in the bladder. The trigone and
ureters could not be seen.

Operation, March 19, 1903.—Ether. Perineal prostatectomy by the usual
technique. The lateral lobes were moderately hypertrophied and easily
enucleated Along with the left lateral lobe the median bar and a portion
of the right lateral lobe was enucleated in one plece without injuring the
urethra or the ejaculatory ducts. The entire right lateral lobe could easily
have been drawn through the suburethral eavity made by the freeing of
the median lobe into the left lateral cavity and removed in one piece with
the median and left lobe had the operator not been afraid of tearing
the ejaculatory ducts. The wound was closed with double tube drain-
age and light packs for the lateral eavities. The superficial perineal
muscles were approximated with three buried sutures of catgut (but ap-
parently the levator muscles were not drawn together over the rectum).
The skin wound was partially closed on each side with eatzut. The patient
was infused on the table. He stood the operation well, but his pulse was
quite rapid, 140 at the end. Continuous irrigation on return to the ward.

Convalescence.—~The suprapubie drainage was maintained. There was
practically no rise of temperature and the patient convalesced
well. On the mnizght after the operation an assistant, thinking
the hemorrhage was too profuse, packed a considerable addi-
tional amount of gauze into the perineal wound, and none of
this was removed until the sixth day when the perineal tubes and most
of the gauze were extracted. Nine days after the operation all of
the stitches were removed on account of suppuration, and the wound
irrigated and repacked. On the eleventh day a catheter was placed in the
suprapubie sinus for drainage, The patient then complained of zas es-
caping throuzh the perineal wound for the first time. Two weeks after
the operation a definite rectal fistula was discovered. The perineal urinary
fistula closed about 30 days after the operation, and the patient was dis-
charged from the hospltal May 24, 66 days after the operation. At that
time there was no leakage of urine through the perineum or into the rec-
tum, and the suprapubic fistula had closed. There was a very fine perineal-
rectal fistula present through which a small amount of gas oceasionally
escaped. His general health was excellent. He was ahble to retain urine
for two and one-half hours, but still suffered pain. A catheter passed
easily and showed no residual urine, Eladder capacity was 400 co.

Octaber 26, 19035 —The patient reports that the communication between
the perineum and the rectum has never closed. In July, after a foreihle
urethral irrigation, urine began to escape during micturition through the
perineal fistula. Since then gas has occasionally escaped through the ure-
thra, but never any feces. Urination iz satisfactory, at intervals of six
hours at night and three to four hours in the day.

Eramination.—A small perineal fistula is present, through which a fine
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probe can be passed into the rectum, the rectal opening being about 3 cm.
above the anus. No urine escapes into the rectum and only a few drops
through the perineal fistula.

Operation, October 27, 1003, —Ether. Closure of rectal and urethral peri-
neal fistula. An inverted V perineal incision was made in the site of the
old scar and the fistulous tract excised. Urethrotomy of the anterior por-
tion of the bulbous urethra was then performed and the tractor inserted.
The opening into the urethra was then sutured with several layers of cat-
gut, and after that the rectum was closed with several layers of inter-
rupted catgut. The skin wound was partially closed and lightly packed
with gauze and a permanent perineal drainage tube.

Convalescence~The patient reacted well. The perineal drainaze tube
was removed after eight days, after that urine was voided freely through
the incision for several days, but there was never any leakage of the sut-
ured urethral wound. The rectal wound broke down on the seventh day
and gas and feces escaped through the perineum for about a week, and he
thinks a small amount of gas escaped through the meatus, Since the 14th
day the rectal wound has remained closed, and the perineal wound has
healed. The bulbar urethrotomy wound has been closed since the 21st day.

December 20, 1003 —Exzamination, The patient voids urine at intervals
of three and one-half hours, occasionally six hours. Both wounds in the
perineum are solidly healed and the rectal fistula is closed. The silver
catheter passes easily and finds 10 ce. residual urine. The urine is acid,
cloudy, contains pus cells and bacilli in large number.

May 20, 1904 —Letter. The wounds have remained healed, and I void
urine at intervals of five or six hours at nizght and threes or four hours in
the day, about one-half pint at a time. I have a slight pain in the urethra.
I have had no erections.

February 1, 1005 —Letter. 1 wvoid urine naturally at intervals of one
to two hours during the day and two to three at night. The amount voided
each time is abundant. 1 suffer some pain during urination. I have
not had erections. My general health is very good.

The patient died March 31, 1905. Cause of death not stated.

Pathological report,—The specimen G. U. 271, consists of one piece
which represents the left lobe of the p;'ustar{e, median bar and a portion
of the right lobe, and weighs in all about G-10. The portion forming the
left lateral lobe iz a globular mass about 3% 25% 2 em. in size. The me-
dian portion is about 2 em. thiek. Only a small portion of the right
lateral lobe has been removed, being a mass about 2 em. in diameter and
5 cm. thick. On section there iz a moderate amount of stroma, and con-
siderable dilatation of the acini. No mucons membrane, no ducts re-
moved.

Microscopic eramination.—The hypertrophy is a glandular one with
moderate dilatation of the acini, The acini show a rather unusually large
number of intraacinous projections, often papillomatous in type. These
intraacinous off-shootz are often formed of pure epithelium, the stroma as
vet not having grown into them. It would seem that the epithelial activity
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was unusually marked within the acini. The stroma contains a large
amount of musele, in many areas being considerably in excess of the con-
nective tizsue., Some embryonic tissue formation is seen. The blood ves-
sels for the most part are normal, but here and there there is present a
moderate degree of arteriosclerosis.

Case 10.—8mall sclerotic prostate. Pain and great irritetion. Con-
tracted bladder. Cured of obstruction. Slight confraction remains. Fol-
lowed three years.

WNo. 388, E. J. H., age 62, admitted May 1, 1903.

Complaint—" Frequency of urination.”

Gonorrheea at the age of 28, a lizht attack lasting only three days. Pres-
ent illness bogan about seven wvears agoe with freguency of urination and
burning in the urethra and slight difficulty. After that intermittent at-
tacks of irritation and frequency every few weeks. For the past five vears
has had a continuous pain in the bladder with difficuliy and frequency of
urination. He had complete retention of urination in January, 1903, four
months ago and required catheterization twice,

#, P—The patient urinatez five times during the nizht and about as
often during the day. During urination he has a burning pain in the ure-
thra, but the stream is small and glow. He has suffered so severely that
he has been unable to attend to business. His sexual powers were good
until =ix years ago, since then ejaculation has been extremely painful,
and he has ceased having coitus. Nocturnal emissions cause a burning
which he savs is like a coal of fire. His general health is rather poor; he
is extremely nervous.

Eramination.—The patient iz fairly well nourished, but extremely neu-
rotic in appearance. The chest and abdomen are nezative,

Reetal—The prostate is moderately enlarged. The right lobe is smooth,
but guite hard. The left lateral lobe is gmaller than the righ-t. its surface
iz a little irregular, iwo or three nodules being present, and is guite in-
durated. The seminal vesicles, however, cannot be palpated and are evi-
dently soft.

Cystogcopic.—A coudd catheter passes easzily and finds 100 ec. residual
urine. The bladder is considerably smaller than normal. The cystoscope
gshows prostatic enlarzement in the shape of a collar around the orifice.
The lateral lobes are definitely hypertrophied with a definite suleus be-
tween them in front. The median bar iz slight, and thera were no sulei
between it and the lateral lobes. The ureters and much of the trigone
could be seen behind the bar. The bladder is considerably trabeculated,
no cystitis, no caleulus. With finger in rectum and cystoscope in urethra
the beak could be felt, and there is a moderate increase in the median
portion of the prostate and a considerable increase in the urethiral length.

Uringlysis.—Clear with a few shreds in the first glazs which under the
microscope are found to be pus cells. The urine is neutral, 1010, slight
trace of albumin, Urea G-8 to the liter. Miecroscopically negative.

Operation, May I8, 1903.—Ether. Perineal prostatectomy by the usual
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technique. The lateral lobes were only moderately hypertrophied, were
quite adherent and removed with some difficulty, but each came away in
one piece without tearing the urethra or bladder, and measured 514 x 314
x3 cm. Examination of the median portion showed that it was only
slightly larger than normal, and it was thought unnecessary to remove
this. The wound was closed as usunal with double tube drainage, light
packs for the lateral cavities, and continuous irrigation on return to the
ward. The patient stood the operation well. The pulse at the end was 104,

Convaiescence.—The patient reacted well. The highest temperature was
101.2 on the day after the operation. He had gome fever for the four suc-
ceedings days, and after that the temperature was practically normal. The
irrigation was continued for four dayvs when the tubes were removed, and
the gauze was removed on the third day. Interval urination was estab-
lished early, and on the eighth day two-thirds of the urine came through
the anterior urethra. The perineal fistula closed on the 14th day and the
patient left for home on the 1%th day. Urination was almost normal, no
incontinence, and condition excellent.

November 3, 1903.—I suffered for a time with irritability of the bladder,
but have improved, and can now retain urine for three or four hours and
have no incontinence.

November 28, 1903.—I retain urine for four or five hours during the day.
At night I sometimes urinate every hour and always after having drank a
good deal of water.

May 20, 1904.—1 void urine about every four hours during the day, more
frequently at night, about =ix ounces at a time, do not use a catheter, TUri-
nation is satisfactory. 1 have no erections.

Januwary 15, 1905.—1 void urine normally and have no pain, about six
times in the day and six times at night, about six ounces at a time, I
have no erections.

November 30, 1905 —The wound is clozed. [ void four or five times
during the day and about the same number of times at night, but I drink
a large amount of lithia water. [ have never used a catheter since the
operation and consider myself cured. I have no erections. My health is

Zood.

Casg 11 —Very large hypertrophy of the two lateral lobes. No median
lobe enlargement. Complete retention of wrine for 10 days. Catheter
withdrew J500 ce. urine. Bottini operation. Relief of obstruction. Fif-
teen months later severe hemorrhages. Perineal prosiaiectomy. CUure.
Followed three years.

No. 1T3.—W. F. 8., age 55, single, admitted January 10, 1902,

Complgint.—" Complete retention of urine.”

The patient had gonorrhea twice in his youth, but no stricture devel-
oped. Present illness began five years ago with slight difficulty in urina-
tion and since then his condition has graduaily grown worse, urination
gradually becoming more frequent and difficult. Three months ago large
clots of blood passed with the urine. On Jaouary 1, 1902, he was suddenly
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seized with pain in the bladder and was unable to void urine. His phy-
sician was able to withdraw only a small amount of urine with the cathe-
ter. A chill fellowed by fever, nausea and vomiting came on, and although
he was able to void but little urine he was not catheterized again until
January 10. He was then seen by Dr. Pancoast, who found the abdomen
greatly distended, and the bladder palpable three fingers' breadths above
the umbilicus. A catheter was introduced with difficulty and 4500 ce. of
clondy urine withdrawn. The patient was then sent to the Johms Hop-
kins Hospital, where the following notes were made. * The patient is
fairly nourished and mentally clear. His tongue i dry and red, his
pulse of good volume and tenmsion regular, the vessel wall considerably
selerosed. Very fine riles are present at the bazes of both lungs, a slight
gvstolic murmur is present at the apex of the heart and the second aortic
is accentuated. The lower abdomen is full (17 hours after catheterization
by Dr. P.). The bladder dullness extends two fingers® breadths above
the umbilicus. A catheter passes with ease and 2800 cc. of urine is with-
drawn. Catheter is fixed in the bladder for permanent drainage.”

January 16, 1502 —The patient has improved, but still has a slight tem-
perature, but the urine contains pus, and the bladder iz irrigated twice
daily.

February I, 1002 —The IMadder has been drained by permanent catheter
for three weeks, and the patient’s condition is excellent. The prostate is
considerably enlarged in both lateral lobes, consistence soft, elastic, smooth,
seminal vesicles not indurated,

Cystoscopic eramination.—Although the patient has had continuous cath-
eterization for three weeks, the bladder capacity is very large and the ton-
icity very poor. The cyvstoscope shows two large intravesically hypertro-
phied lateral lobes, the bladder wall is only moderately trabeculated, and
no diverticula are present.

Urine—0On admission the analysis showed sp. gr. 1010, reaciion acid, no
sugar, trace of albumin, a sediment tinged with blood, and microscopically,
pus, red blood corpuscles, hvaline and coarsely granular casts, A daily
urine chart was kept and the amount of urine was always large, varying
from 2160 cc. to 4370 cc. on January 17. Sp. gr. was gzenerally about 1010,
and the total urea varied from 15 to 28 grams in 24 hours. Hyaline and
granular casts were constantly present.

March 15, 1902 —During the past six weeks the patient has been cathe-
terized five times a day. He is unable to void urine, and produces from
1600 to 2300 cc. urine dailly., The urine is still purulent and still contains
hvaline casts, no granular casis seen. His general condition is excellent.

Mareh I8, 1702 —0peration. 49 cocaine in the urethra. Bottini opera-
tion. Three cuts, one posterior, 2.8 em. long, two lateral with blade No,
3, each 3 cm. long. There was very little hemorrhage and the patient suf-
fered no pain.

Convalescence —Immediately following the operation the patient began
to dribble urine. A catheter was passed during the evening and 700 cc.
urine withdrawn.
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March 17, 1M2—The patient has been voiding all day, a catheter finds
600 ce, residual urine. There has been no chill or fever following the op-
eration. The patient was out of bed on the third day, and he was dis-
charged on the 12th day, in excellent condition.

June 21, 1902 —The patient iz in excellent condition. Voids urine two
or three times in the day and once at night, about 500 cc. at a time. The
urine is cloudy, acid, 2p. gr. 1018, and albumin, pus cells and bacilli ara
present.

July 19, 1902 —The patient voids a good stream and does not get up at
night.

April 14, 1903 —About 10 days ago the patient began to have hematuria,
the hemorrhage was very severe and lasted for several days. The urine
is now free from blood. A catheter passes wilh ease and finds only 16 ce.
residual urine. The bladder capacity is large and the tonicity is good.
The cystoscope shows two very large intravesically hypertrophied lateral
lobes with only a small fold of mucous membrane joining them in the me-
dian portion. It was impossible to find the point from which the bleeding
came. As the patient is otherwize normal, and often does not zet up at
all at night to urinate, no operation is advizsed.

May 15, 1903 —The patient has had another severe hemorrhage in the
bladder, and an injection of adrenalin is reguired this morning to stop it.

May 16, 1903 —The urine is again clear. General condition is excellent.
Yoids urine in a large stream four or five times a dday, and has apparently
a perfect result from the Bottini operation with the exception that when
he has intercourse mo semen appears at the meatus, although the act is
otherwize normal. He is advised to have perineal prostatectomy in order
to remove the tremendous prostate and relieve him of the dangerous hem-
orrhages, Rectal examination shows the prostate to be very large, smooth
and soft. The lungs are negative. There is a systolic murmur at the apex
of the heart.

Operation, May 25, 1903 —Ether. Perineal prostatectomy by the usual
technique. Each lateral lobe which was very large was removed in threa
large pieces, this was necessary because the blade of the tractor would
not remain on top of the very large intravesical lobes, but constantly
slipped beneath them so that when one large lobule was removed on each
gide it was necessary to again place the tractor npon the summit of the ro-
maining intravesical mass, draw it down and enucleate again. In this way
it was very easy ito remove completely a very large, probably pedunculatad
median lobe on each side. The urethra and ejaculatory ducts were pre-
served intact, but two small tears were made in the wezical mucosa, none

of which was removed. The median portion of the prostate was not dis- °

turbed. The wound was closed as usual with double catheter drainage
and light gauze packs for the cavities. Patient stood the operation well
Infusion and continuous irrigation. Pulse at end of operation 80,
Convalescence—~The highest temperature was on the fifth day after the
operation, 100.8%; after that it was practieally normal until June 15, when
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it suddenly arose to 103.5°, but guickly fell to normal. The continuous
irrigation was kept up for nine days when the tubes and gauze were re-
moved. There was incontinence for three or four days, but after that con-
trol was established and he could retain urine for five hours. The urine
did not paszs through the nrethra until the 12th day, and the fistula closed
on July 6, the 42d day. On June 6 & retained catheter was placed in the
urethra and remained for three days. Following the patient had a rise
of temperature and developed epididymitis which continued for a week,
but subsided without operation. On July 2 the patient had anoiher sud-
den rize of temperature to 102°, but it subsided at once and the patient left
the hospital July 19 in excellent condition, able to retain urine all night
and voiding only three or four times in the day.

Janiary 1§, 1804 —Urination is normal and at intervals of five hours in
the day and seven hours at night, no incontinence. Sexual powers are
good. After ejaculation the semen is now thrown cut of the meatus (after
Bottini it was not). Examination of the semen canght in a condom shows
numerous spermatozoa.

February I, 1905 —1I urinate at normal intervals and am entirely cured.
My sexual powers are normal.

November 13, 1805.—1 woid urine naturally, once at night, three or four
times during the day, a half a pint or more at a time. I have no fistula,
no pain. Intercourse is entirely satisfactory, and my general health good.

May 8, 1906.—Letter. I void urine naturally three or four times during
the day, and twice at nizght, a half pint or more at a time. I have no pain.
Bexual intercourse is entirely satisfactory. My general health is excellent,
and I consider myself cured.

Case 12.—R8light hypertrophy of the lateral lobes. Small pedunculated
median lobe. Pogt operative complication : gauze left in wound. Pin point
fistula. Cure. Followed three years. -

Wo. 408. J. R., age 70, married, admitted May 26, 1903,

Complaint.— Difficuty in urination.”

No history of gonorrheea.

Present illness began nine yvears ago with difficulty of urination. At the
end of four years he began to have pain during urination located about the
middle of the urethra, In February, 1902, he was catheterized and a quart
of residual urine obtained. Since then he has used a catheier off and on,
although he has never had a complete retention of urine.

8. P.—He voids urine five or six times during the night, micturition be-
ing difficult and painful. If he uses the catheter he is able to go four
hours without urinating. During the last six months he has lost very little
weight, and his general condition Is good. Sexual powers have dimin-
ished. PErections only occasionally and desire for intercoursé practically
lost. :

Eramination.—The patient is a fairly strong looking man, lips of good
color. Heart, lungs and abdomen negative.
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Rectal epaminalion.—The prostate is slightly but symmetrically enlarged.
1t is firm in consistence, but iz not markedly indurated and has no nodules,

Cystoscopic examination.—A coudsé catheter passes with ease and finds
480 ce, residual urine. The veszical tonicity is good. The cystoscope shows
a small sessile rounded median lobe with a deep sulcus on either side. A
chronic cystitis is present, but no calculus. Prostatic secretion contains
pus cells, a few lecithin and granule cells, no spermatozoa.

Urinalysis.—Acid, sp. gr. 1018, no albumin in filtered specimen, no sugar.
Urea G-19 per liter. Microscopically, pus cells, bacilli and cocci, no casts,
Total urine voided in 24 hours 1750 cc.

Operation, May 20, 1903.—Ether. Perineal prostatectomy by the usual
technigue. The right lateral lobe was not at all enlarged, was quite
fibrous and came away in small pieces. The left lateral lobe came away
in one piece measuring 4x21% x2 em. The median lobe was removed
through the left lateral cavity without tearing the mucous membrane of
the urethra or bladder and leaving the ejaculatory ducts intact. A speci-
men removed is shown in the photograph (zee Fig. 35a) which is aectual
gize., The wound was closed as usual with double tube drainage, lateral
cavities being packed with gauze,

Convalescence.—Patient reacted well. Continuous irrigation was kept
up four days. The packing was removed during ithe first week, and the
tubezs on the tenth day. The wound broke down and healed slowly by
granulation. After removal of the tubes there was incontinence of urine
which persisted until the patient was discharged. Several weeks after
the operation as the fistula did not heal, during my abzence in Europe, a
patheter was placed in the urethra and kept there for eight days. IExami-
nation at the end of that time showed that a piece of the packing had been
left in the wound, and after its removal healing proceeded rapidly. He
was dizcharged on August 6, 1903. A small urinary fistula was present,
and the patient was able to retain his urine for several hours. His gen-
eral condition was excellent and he was free from pain.

January 20, 1904, —Letter. The fistula iz not yet closed, but I void urine
in o large stream through the urethra at intervals of from three to five
hours. I have no pain, have erections oeccasionally.

April 22, 1904.—1 have perfect control of my urine, but a pin point fis-
tula is present. I can retain urine for five hours.

February 1. 1905—1 wvoid naturally at intervals of from three to =six
hours. A pin point fistula persists, but I have no pain and feel well.

November 30, 1905.—Letter. I void urine naturally once at night and
about three times during the day. Have no pain. A pin point fistula per-
sistg, but often there is no leakage and at other times only a few drops.
1 feel perfectly comfortable, my general health is excellent and I have
rained 40 pounds in weight. I have erections occasionally.

May 7, 1905.—Letter. I void urine naturally, once at night and three
times during the day, large amounts at a time. I have no pain, no erec-
fions. My general health is excellent and I consider myself cured.
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Pathological report.—The specimen, Path, 35, consists of three lobes
welighing G-17. The median lobe weighs G-7, and measures 3x2x 2 em.
The left lateral lobe iz about the same size. The right lobe is composed
of several small pieces and weighs much less than the median. On sec-
tion there iz a thin capsule surrounding the lobe, and tha typical adenoma
with numerous dilated acini.

Microgcopic study shows the tvpical spheroidal arrangement with cap-
sules containing compressed acini. There are many dilated acini with
compressed epithelium of a columnar type. The stroma is composed of
fibrous tissue and smooth muscle loosely bound together with wvery few
areas of interstitial inflammatory deposits. The epithelium iz well pre-
served, no glandular prostatitis present. Corpora amylacea fairly num-
erous.

Case 13 —Very large hyperitrophy of median and lateral lobes. 0Old
suprapubic fistula. Contracted bladder. Cure. Followed three years.

No. 518. G. G. H., aze T4, married, admitted May 28, 1903,

Complaint.—" Enlarged prostate. Suprapubic fistula.”

Gonorrhea in 1850, light attack, no complications, "

Present fllness began eight years ago with difficulty, pain and freguency
of urination. Progress of the disease was gradual until June 11, 1902,
when retention of urine became complete and his physician was unable
to pasz a catheter and performed suprapubic cystotomy. Since then he
has worn a suprapubic drainage apparatus.

8. P.—The patient wears a suprapubic apparatus, no urine comes through
the urethra, there is considerable leakage around the tube, he suffers pain
and is uncomfortahle.

Sezual powers.—He has erections occasionally, but has not had inter
courze for a year. His general health is good.

Examination—The patient is a robust man, lips of good color, arteries
glightly thickened, pulse 82. The chest and abdomen are negative. Thera
is & large suprapubic fistula in which the patient wears a tube connected
with a Bloodgood bag. Examination of the bladder through the fistula
with the finger shows a very large collar-shaped hypertrophy of the lateral
and median lobes which stands up three and one-half inches above the
trigone into the bladder, the npper limits reaching to within 1 em. of the
suprapubic opening.

Rectal.—The prostate is greatly hypertrophied, the right lobe being the
larger, and having a peculiar lobule projecting from its lateral border,
The prostate is smooth, elastie, the noteh and furrow are obliterated. The
seminal vesicles cannot be reached.

Cystoscopic—The cystoscope was introduced through the suprapubic
opening. The intravesical prostatic enlargement consisted of a huge mid-
dle lobe which coalesced without intervening sulei with two large lateral
lobes, hetween which there was a deep suleus in fromt. The ureters lay
beneath the median lobe and could not be seen. An attempt was then
made to eystoscope the bladder through the urethra, but the intravesical
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portion was so0 great that the instrument could not be passed over the top
of it. The finger in the suprapubic wound showed that the end of the
cystozcope lay in the space in front of the median lobe.

Operation, May 30, 1903.—Ether. Perineal prostatectomy by the usual
technigque. The lateral lobes, which were very large, were removed each
in three large lobules. The median lobe was delivered into the left lat-
eral cavity and enucleated with ease, without removing any of the mucous

Fic. 41.—Large lateral and median lobes. Exact size.

membrane which covered it. This lobe was 5 em. long, 314 em. wide, and
215 em. thick. The accompanying photozraph shows the lobes in their
relative position (Fig. 41). The urethra and ejaculatory ducts were pre-
gerved intact. At the end of the operation a finger was inserted in the
suprapubic fistula and showed no intravesical prostatic enlargement, the
mucous membrane covering the same having contracted down so that the
vesical neck felt almost normal in smoothness. The perineal wound was
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closed as usual with double catheter drain, and light packs for the lateral
cavities. Infusion and continuous irrigation. The condition of the pa-
tient at end of operation was good.

Convalescence.~—The patient reacted well. His highest temperature was
101°%, and there was very little hemorrhage, The gauze was not removed
from the perineal wound until four weeks after the operation (the op+
erator was away on vacation), and the suprapubic tube in six weeks, At
that time the perineal wound was entirely clozed. He left the hospital
on the 55th day, his condition was excellent. Six days later an abscess
developed in the perineal wound, was opened by his physician and a silk
ligature removed. After that the perineal fistula healed promptly, and
urination soon improved.

Janwary 23, 1905 —Urination is easy but painful, and occurs at intervals
of one or two hours night and day Both wounds are healed. I never use
a catheter. An abscess developed in the perineum shortly after my return
home, but after the removal of a silk stitch the fistula healed. I suffer all
the time with a pain in the neck of my bladder and penis. My general
health is good.

May 20, 1804.—" Urination is free but painiul. I void urine at intervals
of two hours during the day and three or four at night. I do not have
erections.” The patient was directed fo have bladder examined for cal-
culus. If his bladder was found to be contracted, to use hydranlic dilata-
tion.

February 1, 1805 —1 urinate about every three hours during the day
and four or five hourg during the night, one-half pint at a time. Micturi-
tion is natural, but I still suffer pain in the penis which is worse during
urination.

November 30, 1905 —Last August I went to Eureka Springs and drank
large quantities of the water there. My bladder became three times as
large as before and the pain disappeareq. I now feel better than I have
for six vears, in fact, I am entirely cured. Can retain urine five hours
during the day and nine hours at night, and zometimes void a pint at a
time. I have no pain. I do not have erections,

May 8, 1906, —Letter. The wound has remained closed. I am cured. I
void urine naturally as much as I ever did and often pass over a pint
at a time. I have no pain. I do not have erections nor sexual intercourse.
My general health is excellent.

Pathological report.—Specimen, G. U. 44, consists of the lateral and
median portions of the prostate removed in six pieces and weighs about
G-80. The left lateral lobe has been removed in one piece measuring 4 x
3.0 x 2.0 ¢m., is globular in shape, encapsulated and on section shows large
spheroids with a moderate amount of stroma and considerable dilatation
of the duets. The right lateral lobe has been removed in two pieces which
measure together 5x 2.5 x 2.5 cm., and iz similar to the left, except that the
ducts are more dilated. The median portion of the prostate has been re-
moved in three pieces, forming together a mass 5 em. long and 6 em. wide
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as shown in photograph. It is smooth and on section shows mere gland
tissue and less stroma in the lateral lobss. Np mucous membrane, no
ejaculatory ducts, no caleulus,

Microscopic examination—The hypertrophy is a glandular one, with the
acini arranged in lobules, and there iz marked cystic dilatation. The ma-
jority of the dilated acini are lined by flattened epithelium, sometimes one
layer and sometimes two layers thick. In areas there is considerable pros-
tatitis present with endoglandular proliferation and desquamation and
considerable periacinous formation of fibrous tissue. The stroma has a
considerable excess of fibrous tissue over muscle, and there is a fair amount
of inflammatory infiltration. The arteries for the most part apparently
show no thickening, although here and there one sees a vessel whose walls
are omewhat thickened.

Case 14.—8light enlargement of median and lateral lobes. Residuum
50 ce. Capacity 150 ce. Result: Cure of obstruction. Frequent urination
due to vesical contracture, Followed two years.

Mo. 458. J. M., aze 57, married. Seen at reqguest of Dr. Casper in Ber-
lin, Germany, July 23, 1903.

Mo history of gonorrhea.

Present illness began seven months ago with sudden complefe retention
of urine. He was catheterized and one and one-half liters of urine with-
drawn. Immediately afterwards he had a convulsion and for four days
was comatose and was expected to die. He finally rallied and left the
hospital February 27; micturition very freguent, generally every hour
during the day and night. He consulted Dr. Casper on March 13, 1903,
and was treated by intravezical irrigation= through a catheter with con-
siderable improvement. He returned, however, in July, complaining of
frequent urination, great difficulty, pain and spasm in the bladder.

8. P.—The patient voids urine every hour with a great deal of difficulty
and pain. Sexual powers: No note made.

Ergmination—The patient iz a sturdy-looking man, with lips of good
color. Heart, lungs and abdomen: No note made.

Rectal eramination—The prostate is slightly hypertrophied, smooth,
hard, but not of stony hardness, no nodules, no induration in the region
of the seminal vesiclez.

Cystoscopic examination.—A catheter passes with ease and finds 150 ce.
residual urine (later examination residual urine 50 cc., bladder capacity
140 ¢e.). The bladder is small and irritable. The ecystoscope shows mod-
erate intravesical hypertrophy of both lateral lobes and a small media
lobe with a shallow sulcus on each side. With finger in rectum and cysto-
seope in urethra there is only a slight increase in the median portion. The
urine containz considerable pus.

Operation, July 2§, 15903 —Ether. Perineal prostatectomy by the usnal
technigque with the Kind assistance of Dr. Casper. The lateral lobes were
only slightly hypertrophied and were removed each in one piece. The
median portion of the prostate was small and removed through the left
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lateral cavity without tearing the urethra, bladder or ejaculatory ducts.
Double tube drainage, light packs for the cavities and the usual closure.
The patient stood the operation well.

Convalescence.~The temperature did not rise ahove 33° C. and the pulsa
ranged hetween 70 and 75. On July 30 the patient began to have pain in
the wound and his bowels were moved for the first fime. The catheters
were removed on the eighth daw.

Auwgust 13, 1903 —The patient is now walking about, his health is ex-
cellent. Urine passes through the urethra. Hydraulie dilatation of the
contracted bladder is to be begzun.

July 13, 1004 —Letter from Dr. Casper. The patient is in good health,
urination is satisfactory and the stream large. He suffers no pain, voids
urine three or four times during the night and about every two hours
during the day, 100 ce. at a time. He has not used & catheter. A fistula
continued for a long time, then closed, but recently has opened again,
but only a few drops of urine escape through it. The patient has erections
about every 10 days, but has not attempted intercourse.

Casg 16.—Considerable enlargement of lateral lobes, Slight median bar.
Catheter life two years. Cure. Followed 32 months.

No. 477. T. C. W., age 67, married, admitted September 5, 1903.

Complaint.—" Hetention of urine”

No note as to gonorrhoea.

Prezent illness began three yvears ago with slizght difficulty at the begin-
ning of urination. There was a gradual increase in the trouble and two
years ago complete retention of urine came on. Sinee then the patient has
been catheterizing himself about three times every day. For the first
few months of catheter life the patient had considerable hematuria, but
ginece then the urine has been free from blood. Erections and sexual
powers are normal,

Exgmination.—The patient is a well nourished man with lips of good
eolor. Heart, lungs and abdomen negative, Genitalia negative. No hernia
present, There is conziderable arteriosclarosis.

Rectal eramination—The prostate is considerably enlarged in both lat-
eral lobes, the left of which is the larger and more prominent. The upper
end of the prostate cannot be passed.

Cystoscopic eramination.—A coudé catheter passes with ease and finds
115 cc. urine. (Retention of urine is complete, this does not represent the
residual.) The bladder capacity is 340 e¢c. The tonicity is good. The
eystoscope shows considerable intravesical hypertrophy of both lateral
lobes joined by considerable median bar. The bladder is trabeculated and
inflamed, there is no stone present. With the finger in the rectum and
cystozcope in the urethra the beak can be felt and the thickness of the
median bar is moderately increased.

Urinalysis.—Pale, 1015, acid, no sugar, considerable albumin, pus and
epithelium. TUrea, G-14 to liter.
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September 11, 1903.—0peration. Ether. Perineal prostatectomy by the
usual technigue with the exception that the prostatic tractor was intro-
duced through a urethrotomy wound in the bulbous urethra before the
inverted V inecizion or the prostatic enucleation was made., Difficulty was
encountered in getting the tractor through the urethra into the bladder,
and when the prostate was exposad through the usual technigque it was
found that the tractor drew the prostate, not into the wound, as nsual, but
up against the triangular ligament. The exposure was not so good and
the manipulation of the tractor was more diffieult. The left lateral lobe
was quite large and removed in one piece abhout the size of a hen's egg.
The right lobe was smaller and came away in two pieces. Examination
geemed to show no remaining median bar and nothing was removed from
this region. A small tear was made in the lateral wall of the urethra,
but no mucous membrane was removed, and the ejaculatory ducts were
preserved intact. The lateral eavities were packed with gauze, a soft rub-
ber catheter was introduced into the bladder through the urethrotomy
wonnd in the bulbous urethra and both cutaneous wonds were partially
clogsed with interrupted sutures. An infusion of salt solution was given
on return to the ward and continous irrigation of the bladder was kept up
for four days.

Convalescence.—The patient reacted well, and suffered slight pain in the
bladder while the catheter remained. The highest temperature was 101.2°
on the day after the operation. The gauze and tubes were all removed on
the eighth day, and on the tenth day a catheter was introduced through
the penis into the bladder. The catheter was finally removed during the
third weelk, but the fistula did not heal until one month after the operation,
and a mocturnal incontinence persisted for five weeks. During the fifth
week epididymitis came on, but subsided in four days. The right epididy-
mitis was alone involved.

Octaber 17, 1003, —A silver catheter passes with ease and finds 15 ce.
residual urine. The bladder eapaecity iz 400 ec. The fistula iz clozsed and
the patient has complete control. The patient can hold his urine several
hours. The urine is acid, sp. gr. 1015, contains considerable albumin, pus
cells and bacteria.

October 18, 1903, —The patient is discharged. Conditions exeellent.

Letter. TUrination is easy and satisfactory, and I ean hold my urine four
hours in the day and only get up twice at night. The fistula closed on
the 21st day. I have not used a catheter, have suffered no pain. Erections
have returned, and I have had intercourse about onee in two weeks.

May 20, 1504 —I can hold urine for five hours and pass about 200 ce, at
a time. Urination is normal, T have no pain, and my sexual powers have
returned.

February I, 1905 —I1 void naturally and consider myself cured, only hav-
ing to arise once at night to urinate. My sexual powers are the same as
before operation,

November 30, 1905.—I1 void naturally and consider myself cured, as I
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only have to urinate once during the night and three or four times during
the day. Sexual intercourse is the same as before operation. My general
health is excellent.

May 29, 1906 —Leiter. I void urine naturally four or five times during
the day and only once at night, about half a pint at a time. I have no
pain. I have intercourse the same as before operation, but the penis does
not get so hard. My general health is good, I have gained in weight, the
wound has remained closed, and I consider myself cured.

Pathological report—The specimen, G. T0. 30, consists of three pieces,
the left lateral lobe iz in one piece and measures about 4 x3x2 em. in
size. The right lobe is in two pieces and is smaller than the left. Both
lobes present the usual character of adenomatous hypertrophy.

Microgcopic examination.—The hypertrophy is a lobulated glandular one.
The acini are for the most part dilated, and in certain lobules have under-
gone cystic degeneration. In some areas the acini have very little =up-
porting stroma, their orifices are serrated, and there is at times much in-
traacinous papillomatous proliferation. The epithelial cell is of a tall
cylindrical type, the lumen end being rather granunlar and degenerated.
At times there iz only one layer of these tall eells, but often in many
points of the acini the epithelium may be several lavers thick, the desper
layers being rather cuboidal in type. Glandular proliferation within many
of the lobules seems very active. The stroma contains a fair amount of
muscle, but the connective tissue predominates. There are some few areas
of prostatitis, but these are not noted in areas where proliferation iz ac-
tive. The arteries show moderate degree of arteriosclerosis.

Casg 16" —Huge intravesical hypertrophy of median end lateral lobes in
man aged 82, Removal of 250 grams of prostatic fissue. Cured.

No. 541. J. A. K., age 82, singla, admitted October 17, 1903.

Complaint.—" Prostatic obstruction. Suprapubic fistula.”

No history of gonorrhoea.

Present illneszs began 24 years ago with difficulty of urination, accom-
panied by hematuria and pyuria. His condition improved on treatment by
hydrotherapy, but he continued to have trouble, and in 1887 had complete
retention of urine for the first time and was catheterized once, After that
he used a catheter occasionally on advice of his physician. In April, 1902,
catheterization was impossible and a suprapubic cystotomy was performed
in Washington. Sinee then the patient has been wearing a rubber catheter
in the suprapubic wound, and all of the urine has come through this. He
is unable to keep dry, is uncomfortable and suifers pain.

Sexual powers.—No note made,

Eramination—The patient ig a fairly strong man for 22 years. His lips
are of good color. The heart and lungs are negative.

Abdomen—There is a small suprapubic urinary fistula in which the pas
tient is wearing a soft rubber catheter,

" Cagse No. 56 should have been placed here as Case 16. To change the
position now (in proof) seems inadvizable.
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Recial.—The prostate is greatly hypertrophied, presenting a broad flat
mass, the upper limits of which cannot be reached. It does not bulze
greatly into the rectum, but it extends far upward into the bladder, and
with a hand above the symphysis pubie it presents as a large intravesical
mass about the size of a large orange which is easily palpable, especially
on bimanual palpation with finger in rectum and hand on abdomen, when
the immense size of the prostate is easily made out. Rectally its surface
is smooth, soft and not tender. The seminal vesicles cannot be palpated.

Cystoscopy.—A small silver catheter is passed with great difficulty, owing
to the immense gize of the intravesical portion of the prostate. Urine es-
capes after the catheter has entered for a distance of 15 inches. An at-
tempt was made to 'pErEnrm cystoscopy through the suprapubic opening,
but although it was easy to introduce the cystoscope through the supra-
pubic sinus, the beal entered at once into the cavity in front of the me-
dian portion of the prostate which projects far up into the bladder, al-
most completely filling its ecavity and rendering it almost impossible to
introduce the eystoscope into the bladder behind the middle lobe.

Urinalysis.—Acid, 1020, albumin a heavy trace. Urea G-17 to liter. Pus
cells numerous.

Operation, October 20, 1903 —5Spinal anesthesia with one-fifth of a grain
of cocaine. Perineal prostatectomy. The prostate was easily exposed
through an inverted V incision. The urethra was opened as usual, and the
tractor inserted. The posterior surface of the prostate was so immense
that it could not be drawn down between the ischio-pubic rami, and the
blades of the tractor were so short that they would not take hold upon the
very great intravesical lobes. The prostate was therefore removed in
large lobules piecemeal. The operator attempted to make pressure upon
the abdomen and thus push down the prostate, but the patient could not
gtand the abdominal pressure which zave pain, although operation upon
the prostate was painless. No attempt was made to preserve the urethra
or ejaculatory ducts, and considerable mucous membrane was removed.
The rizht lateral lobe and median lobe were completely removed, but the
deeper intravesical portions of the left lateral lohe had not heen completely
removed when the patient became so wealk that the operator decided to
stop and close the wound, nevertheless 240 grams of prostatic tissue were
removed. The immense cavity was packed with gauze, a large rubber tube
was placed in the bladder through the perineal wound and a catheter into
the suprapubie sinus. There was only a4 moderate amount of hemorrhage.
FPulse at the beginning of the operation was 30, and at the end 63 but wealk.
Submammary infusion was given during the operation. The anesthesia
in the region of the perineum and prostate was excellent, but suprapubic
pressure caused pain. The patient vomited frequently during the opera-
tion and was distinetly shocked at the end.

Convalegcence—After injections of strychnia and water the patient re-
acted well and drank large amounts of water and ate a fairly good supper,
For one week he had a temperature between 101* and 102°, and at times
was slightly irrational. He was infused on the fourth day. On the ninth
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day a large sloughing lobule of prostatic tissue measuring about 8x5x 4
cm. in size was found in the perineal wound and withdrawn. Several
days later a second lobule was removed in the same way. These were
apparently portions of the left lateral lobe which had been loosened by the
operator, but had not been removed on account of the condition of the
patient. The perineal fistula being still open five weeks after the opera-
tion, a retained catheter was placed in the bladder through the urethra.
This catheter was left in place for several days, and the perineal fizstula
promptly healed (38th day). After that the patient passed urine through
the penis in =mall amountsz, but the szuprapubic sinus which was lined
with epithelium, although reduced to a pin point opening refused to heal.
He left the hospital eight weeks after the operation, 55th day, in excellent
condition.

Janwary 14, 1905 —The suprapubic fistula iz leaking slightly, at night
I urinate two or three times through the urethra; if I let too long a time
elapse there is some involuntary discharge, showing a lack of force of
contracture at the neck of the bladder.

January 20, 1904 —A pin point suprapubic fistula pergists. The patient
iz advized to have this exciszed.

February 5, 1004 —0peration. Cocaine. Excision of muco-cutaneous su-
prapubic urinary fistula. The fistulous tract was very fibrous, and was
excised in one piece. As the dissection proceeded, it was possible by mak-
ing traction upon the fibrous tube to draw the bladder in the shape of a
cone up into the skin wound where a circular suture of catgut was placed
in the bladder muscle around the base of the fistulous tract which was
then divided. The purse string suture was then drawn tight, thus effec-
tually turning in and eclosing the vesical wound. By means of this tech-
nigue it was possible to effectually suture the bladder through a very
small skin incision. The muscle and subcutaneous tissue were drawn to-
gether with silver sutures.

Convalescence.—The suprapubic wound healed per primam, there being
no lealkaze at any time. The patient left the hospital in 12 days, voiding
urine naturally through the urethra,

May 23, 1905.—Letter. I void urine in a good stream at Intervals of
from three to five hours during the day and five to eight hours at night.
I suffer no pain. My sphincter is a little weak and at times there is a
slizht leakage. The patient is advised to wear a jock-strap, thus holding
the penis against the abdomen with the idea of doing away with the slight
lealkage.

November 30, 1805 —The wounds have remained closed. [ void naturally
once at night, sometimes not at all, 14 ounces at a time. During the day
the interval is about four hours, but there is oeccasionally a slizht leakage
which requires the use of a cloth. My general health is excellent, I am
now 85 yvears of age,

May 10, 1908 —My condition remains the same as stated in the last letter
with the exception of a slight leakage. My zeneral health is good.

Veol. XIV.—13.
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Pathological report.—The specimen consists of many lobules of various
sizes with smooth encapsulated surfaces varving from 1 to 5 em. in diam-
eter, and weighs 200 grams. The sloughing piece removed later weighs
about 40 grams. A number of lobules are covered with mucous membrane,
the total area of which would probably amount to about § em. in diameter,
Section of the lobules show typieal spheroids of the usual adenomatous
h¥pertrophy.

Microscopic eramination—Two sections have been taken. I. Through
a lobule covered with mucous membrane, a portion of which is
vesical, and a portion urethral, both fairly well preserved. In
the submucosa there are considerable mdema and round eelled
infiltration and numerous bundles of smooth muscle. The Ilobule
is composed largely of glandular tissue with little stroma. The ducts
are moderately dilated, and there iz congiderable intracystic outgrowth
of epithelium of a papillomatous type. Epithelium s a tall colum-
nar variety except in the few dilated acini where it is moderately flat.
The stroma is composed of fibrous tissue and smooth musecle arranged
more or less circularly around the acini in a rather loose gtructure. There
are no masses of pure fibroma or myoma—considerable evidences of in-
flammatory processes are present. II. Section of another lobule shows
more dilated ducts, and here and there considerable inflitration of round
and polynuclear cells in the stroma. The lobule is surrounded by a thick
fibrous ecapsule in which flattened acini are seen.

CasE 17.—8mall hyperirophy of median end lateral lobes. S00 co. res
giduum. Cure. Followed 31 months.

No. 493. J. T. Mcl., age 54, married, admitted October 4, 1903.

Complaint.—" Frequency and difficulty of urination.”

The patient had gonorrhea about 23 years ago.

Present illness began about 15 years ago, the first symptom being fre-
quency of urination which was most marked during the nizht. About five
years later he noticed that the stream of urine was small, spiral and some-
times divided. In the next few wyears both difficulty and frequency in-
creased and a burning during urination gradually appeared. About one
year ago the patient began to have incontinence both night and day. He
has suffered considerable pain in his bladder, but has never passed a cal-
culus. Four years ago, on the advice of a physician, he used a catheter for
two months, but he found the operation disagreeable and has only used
the catheter uccasiunally since,

&, P.—The patient is now using a catheter on the advice of his physi-
cian, If he does not do thiz he has incontinence of urine and a large re-
siduum. Sexual powers present,

Ezamination.—The patient is a fairly well nourished man with lips of
good color. Heart and lungs negative. Pulse 96 to the minute, but of
poor volume and tension. Abdomen negative. Right inguinal hernia is
present. Left inguinal ring enlarged, bhut no hernia present.
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Rectal exvamination.—The prostate is very little enlarged in the right
lateral lobe, but the left lateral lobe iz distinctly enlarged in lensth and
breadth, and is closely adherent to the struectures along the outer border.
The contour is smooth, consistence firm, but not markedly indurated, sem-
inal wvesicles are not palpable. The fluid obtained by prostatic maszage
contains spermatozoa and pus cells, very few normal elements,

Cystogcopic eramination.—Catheter passes with ease and finds about
500 e¢e. regidual urine, The wvesical tonicity is good. Cystoscope shows in-
travesical hypertrophy of slight degree of both lateral lobes with a sulcus
bhetween the two, and a small median lobe separated from each of the lat-
eral lobes by a small sulens. The bhladder iz congiderably trabeculated.
but there are no diverticula. Considerable eystitis. With finger in rec-
tum and cystoscope in urethra the median portion is found to be thick,
but the heak is palpahble above the prostate,

Preliminary treatment—The patient is advised {o catheterize himself
three times a day, to take urotropin and to drink water in abundance.

Urinalysis.—Slightly acid. 8p. gr. 1008, Trace of albumin. Micro-
scopically, pus cells.

Operation, October 26, (903, —HKEther. Perineal prostatectomy by the usual
technigue. The lateral lohes which were very small were easily enucleated,
and the median bar was removed with the assistance of the tractor through
the left lateral cavity without disturbing the urethra or the ejaculatory
ducts, After the removal of the tractor the finger was inserted into the
bladder and showed a small pedunculated median lobe which was too small
to be engaged with the blade of the tractor. With the aid of the finger it
was easily drawn into the left lateral eavity and enucleated, although only
8 mm. in diameter and weighing only G-2. The total weight of the pros-
tate was 15 grams. A small tear was made in the mucous membrane cov-
ering the middle lohe, The wound was clozed az usual with donble tubes
and gauze drainage. There was very little hemorrhage. Continuous ir-
rigation was instituted on the return to the ward. Pulse at the end of op-
eration 112, condition excellent.

Convalescence—The patient reacted well. The temperature did not rise
above 100% and after the third day was normal. The gauze was removed
on the second day and tubeg on the fourth day, continuous irrigation
being kept up for four days. Urine began to come through the peniz about
the 15th day, and on the 16th day a note was made that he was able to re-
tain his urine for four hours. The fistula closed on the 21st day, and he
was discharged on the 224 day. He had been walking about the wards
since the 12th day. The catheter passed with ease, showed no evidence of
stricture, and withdrew 40 ce. residual urine. Sounds up to No. 26 F.
showed no evidence of stricture.

December T, 1903.—Letter. [ have been doing well, but one week ago
epididvmitis set in.

May 22, 1804.—Letter. 1 wvoid urine about every three hours. [ have
never nsed a catheter and have had no instrumentation gsine= the oparation.
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I void about one pint of urine each time, and the stream is larze and free
and without pain. I have erections twice a week and =satisfactory sexual
intercourse. The sexual desire seems to be slightly diminished. My gen-
eral health iz excellent. I urinate about three times every night, a pint
at each time, and often pass three and one-half pints during the night.

November 30, 1805.—I1 void urine naturally a pint at a time at intervals
of three hours. I have erections ocecasionally and sexual intercourse, but
it is not entirely satisfactory. I have no fistula and my zeneral health is
fair.

May ¥, 1906 —Letter. I void urine naturally five or six times during the
day and two or three times at night, about one pint at a time. I suffer no
pain. I have erections and sexual intercourse. My general health is much
improved. I have gained 20 pounds. and consider myself completely cured.

Pathological report—The specimen, G. U, 48, consists of three pieces of
prostatic tissue weighing im all 156 gm. The consistence is rather firm,
and an occasional spherical lobule is seen. The ejaculatory ducts have not
heen removed. No caleulus present.

Microscopic eraminetion—The hypertrophy is a moderately zlandular
one with some formation of lobules which are rather rich in acini. The
acini within theze lobular areas are moderately dilated, the lumen is ser-
rated, and they are lined by columnar epithelium. The epithelinum in some
acini is one or two layers in depth, the deeper layer being rather cubold in
type. In other acini the lining consists of numerous lavers of epithelium.
Thera is present in many quite extensive areas a well marked zlandular
and interstitial prostatitis. The arteries show a considerable degres of
arteriosclerosiz in many areas. Numerous corpora amylacea are noted,

Casg 18.—Consziderable lateral enlargement. Very large median lobe.
Complete retention of urine. Cure.

No. 520. W. H. H. F., age 63, single, admitted October 16, 1903

Complaint.—" Complete retention of urine.”

The patient had gonorrheea in his youth.

Present illmess began about two years ago with slight difficulty of uri-
nation. He soon began to have considerable dribbling at the end of urina-
tion. During the past vear urination has become much more frequent and
during the past month he has had to get up eight or ten times at night
to urinate, voiding urine in small amounts and with considerable pain.
During the last few days he has required catheterization. Erections have
been ahsent for tem years.

Ezramination.—The patient iz a sturdy-looking man. Mucous membranes
of zood color. Lungs somewhat emphysematous but clear, Heart slightly
enlarged, but no murmurs. Abdomen negative.

Note on admission.—The patient has complete retention of urine. A
catheter paszez with difficulty and withdraws very bloody urine. The pros-
tate is markedly enlarged, being about the size of a large lemon with the
long diameter transverze. The median furrow and notch are obliterated.
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The contour is rounded, and the prostate is smooth, elastic and fairly
soft.

Cystoscopic examination is impossible, owing to hemorrhage.

Preliminary treatment.—A catheter was fastened in the urethra and con-
tinuons irrigation of the bladder secured. Urotropin grains 20 to 30 daily
by mouth was administered. On October 22 the patient developed a left
epididymitis.

October 26, 1903.—Operation. Ether. Perineal prostatectomy by the
usual technigue. The latera] lobes were fairly large and easily enucleated.
The middle lobe measured 4 x5 x5 em. and was easily deliversd into the
left lateral cavity and enucleated without tearing the bladder. The lateral
cavities were packed with gauze, double catheter drainage was supplied to
the bladder and the wound was closed as usual. Patient stood operation
well, pulse at end 70. Continuous irrization and infusion om return to
the ward.

Convalescence—The patient reacted well. The gauze packing was re-
moved on the sixth day and the tubes on the eighth. A eatheter was intro-
duced into the urethra on the thirteenth day and removed on the eight-
eenth. He was up in a wheel-chair on the nineteenth day, and was dis-
charged on Dec. 7, the fority-third day. His general condition was excel-
lent, but there was still a small fistula in the perineum. Highest tempera-
ture after operation, Nov. 5, 102°

January 29, 1904 —The fistula is clozed. The patient says that he voids
urine in a large stream and about 250 cc. at a time. When the bladder he-
comes full and the desire to urinate comes on, there iz apt to be a leakage
of a few drops of urine, otherwise there is no incontinence. A catheter
passes with ease and finds 40 cc. of urine. FHe has not been instrumented
and there is no evidence of stricture. Bladder capacity 295 ce.

Mareh 29, 1904.—A silver catheter passes with ease. Residual urine &
ce. is present and bladder capacity 450 ce. The cystoscope shows a fold of
mucous membrane in the median portion of the prostate and a small lobu-
lar projection from the left lateral lobe of the prostate. There i= no ob-
gtruction present. The ureters are easily seen and they are functioning
normally. There iz very little trabeenlation and there are no pouches nor
diverticula. The patient has heen treated daily by intravesical dilatation
from February 9 to March 29. At the beginning the bladder only held 220
ce. On the second day it held 260 cc., on the third 310 ce, on the fifth
345 ce., and on the sixth 410 cc. On March 21, 1904, 470 ce. were intro-
duced at one time. Since then the amount has been slightly less. Under
treatment the frequency has been considerably diminished.

April 15, 1904 —The patient voids urine once at night and four times
during the day. His condition is excellent, there is no fistula, no incon-
tinence,

February 1, 1905.—1 void urine naturally and consider myself cured.
Drink large amounts of water and void urine about nine times in twenty-
four hours.
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November 30, 1305 —I get up twice at night to urinate, but pass 2560 cc.
each time. I have no difficulty in urination, no incontinence and can hold
urine from four to six hours during the day. I have not had erections for
10 wvears. Catheter passes with ease and finds 20 ce. of residual urine.
There is no stricture or fistula present. His general health is excellent.

May 10, 1906 —The patient voids urine maturally at intervals of four
or five hours during the day and once or *wice at night, about half a pint
at a time. He has no pain, no incontinence, no difficulty in urination, and
considers himself cured. Erections which were absent before operation

have not returned.

Pathological report.—Specimen G, T. 221. The specimen consists of two
small lateral lobes, the left in two pieces, one 1 em. in diameter, and the
other 2x2 x1 em. The right lateral lobe measures 3x2x1 cm., and on
section shows several distinet spheroidal lobules. The left lobe is firmer,
and apparently very fibrous in character. Several areas of hemorrhage
are seen. The prostate weighs about 15 grams. Three sections were taken
for study.

Microscopic exramination.—The hypertrophy tends towards the fibro-mus-
cular type, although in some areas the bland tissue is fairly abundant.
The acini in these areas show the usual typical picture. The stroma is
largely composed of fibrous tissue, there being present practically no
muscle. Some areas of prostatitis. The arteries show a moderate degrec
of arteriosclerosis.

Case 19 —Large intravesical median lobe. Hemabturig., Lattle dificuliy.
Cured. Followed 25 months.

No. 504. R. M., I, age 54, married, admitted November 25, 1903.

Complaint—" Hematuria."

Patient has never bad gonorrhea. About four years ago patient con-
sulted Dr. DaCosta for supposed kidney trouble. The urine was found
negative except for excessive acidity. He was advised to drink water in
abundance and for this reason urination has been somewhat frequent for
the past three years. He dates the actual onset about one yvear ago when
he passed a few clots of blood with the urine without pain. During the
past yvear he has had five attacks of painless hematuria, the last about one
week ago. He has never passed gravel and never had any pain in the re-
gion of either kidney. Af present he voids urine about avery three hours
during the day and onee at night. He has never used a catheter, and uri-
nation is not very difficult. His sexual powers are slightly diminished,
erections being insufficient, but ejaculations are normal.

Eramination.—The patient is pale, but otherwise well in appearance.
Heart, faint systolic murmur at apex; lungs and abdomen are negative.
Rectal examination shows a considerably enlarged prostate forming a
rounded mass about the size of a medium-sized orange, smooth, soft and
elastic. The seminal vesicles are felt and there is no induration present.
A catheter passes with ease and finds 220 cc. residual urine. The bladder



Study of 145 Cases of Perineal Prostatectomy. 183

capacity is 450 ce. The eystoscope shows moderate enlargement of the
two lateral lobes, and a sessile rounded median lobe. The mucous mem-
brane covering the prostate is smooth and the source of hemorrhage can-
not be made out. The bladder is moderately trabeculated, there is no evs-
titis present and no caleulus, No vesical ulecer or tumor ig to be seen.
The ureters are hidden behind the median portion of the prostate.

Urinalysis.—Clear, neutral, sp. zr. 1022, no albumin, ro sugar. AMicro-
seopically negative.

Note.—Although the patient suffered very little difficulty and frequency
of urination, on account of the considerable size of the prostate and the
attacks of intermittent hematuria, perineal prostatectomy was advised,

Operation, December 1, 1803.—Ether. Perineal prostatectomy by the
uzual technigue. The left lateral lobe was the largest, measuring 5x3x 2
cem. The right lateral lobe was smaller and was removed in two pieces.
The median lobe was removed through the left lateral cavity and proved
to be a globular mass about 3 cm. in diameter. The deeper portions of the
lateral lobes were markedly adherent and a small area of mucous mem-
brane was removed. The floor of the urethra and ejaculatory ducts was
preserved. There was considerable hemorrhage, but this was controlled
by & pack in each lateral cavity. Two rubber drainage tubes were passed
through the urethra into the bladder and the wound closed as usunal. An
infusion of 1000 ece, of salt solution was given on the table, and his condi-
tion at the end was fair.

Convalescence.—The patient reacted well. Continuous irrigation was
not used, on account of the desire to avold vesical infection. The drain-
age tubes were placed in a receptable containing a solution of bichloride
of mercury. The gauze was started on the second day and finally removed
on the sixth. The rubber drains were removed on the eighth day. For
two days the urine came entirely through the perineal wound, but on the
tenth day it suddenly ceased and came entirely through the urethra, and
after that there was no leakage through the perineum and the wound
closed rapidly. As soon as the tubes were removed the patient had conti-
nence. Temperature between 100° and 101° for two weeks after the opera-
tion. He was walking about the hospital on the 14th day and was dis-
charged on the 21st. Examination of the urine showed a few bacilli. He
had been taking urotropin, seven and one-balf grains three times a day,
and this was then increased to five times a day,

December 29, 1903 —The patient is drinking large amounts of water and
voids a great deal of urine, about 320 cc. at a time and at intervals of
about two hours. There iz no incontinence, but urination is often impera-
tive. The urine is cloudy, and contains pus, but no bacteria. Silver cath-
eter passes with ease, shows no evidence of stricture and finds only 10 cc.
residual urine. The bladder capacity is large and the tonieity is exeellent.
Patient says he had one erection yesterday. He is discharged with direc-
tions to continue urotropin and helmiiol intermittently.

Letter, June 16, 19045 —1 void urine normally, do not have to get up at
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night, and have no pain. The amount voided at each time is about one
pint. The stream is large and micturition normal. Erections have re-
turned, and I indulge in sexual intercourse. There iz no incontinence.

December 2, 1905 —The wound has remained closed. I void urine natu-
rallv, four or five times during the day, not at all at night, and as much
as a pint at a time. I have erections and satisfactory intercourse, but there
seems to be less power. My health is excellent and I consider myself cured.

Pathologicel report.—Specimen G. 1. 59. The prostate has been removed
in four masses, and weighs 60 grams. The middle lobe was removed in
one piece and weighs 10 grams. The left lateral lobe was removed in
one piece and measures 5 x3x 2 em. in gize, The right lateral lobe is in
two pieces, which together form a mass about the zize of the left. A small
area of mucons membrane has been removed along with the apex of the
median lobe and measures about 1x1 em. in size. The outer surface of
the lobules and the eont surface shows numerous spheroids with interven-
ing fibrous stroma. The deeper portion of the left lateral lobe is firmer in
consistence, and on section shows numerous pin-head areas yellowish in
cplor, and suggests malignancy slightly.

Microscopic eramination.—The hypertrophy is a glandular one, the acini
for the most part being arranged in lobules. Within these glandular sphe-
roids the stroma is very small in amount, the acini are dilated and there
are numerous off-shoots in the lumina of the ducts, oftentimes papillomatous
in type. The interlobular stroma contains acini scattered here and there,
and many of these show sizns of activity. A few small areas of prostati-
tis are present. The stroma containg distinctly more connective tissue than
muscle, and the blood vessels seem about normal. The area which sug-
gested malignancy shows the acini crowded together, and filled with pro-
liferating and degenerating cells, but no evidence of malignancy.

Casg 20.—Congiderable enlargement of lateral lobes, small median. Ne-
phritiz, suppression of uriné, Cure,

Mo, 517. M. V. C., age 78, married, admitted November 11, 1903,

Complgint.—" Hematuria. Frequent and jainful urination.”

The patient denied gonorrhoea. Is the father of 16 children, the young-
est five years of age.

Preszent illness began 12 years ago when he passed a small amount of
blood without pain. After that he had slight difficulty in urination and
occasional hematuria. During the next few years hematuria became more
frenuent, but pain was always absent. Of late micturition has become very
frequent and difficult, and on November 10, 1903, complete retention of
urine came on for the first time. His physician was unable to catheterize
him and brought him to the Johns Hopkins Hospital where a catheter was
passzed 32 hours after the onset of retention. His sexual powers are zZood,
anid hiz desire unchanged.

Eramination—The patient i= well nourished. Mucous membranes of
good color. Heart and lungs negative. Urine is slightly cloudy. Sp. gr.
1015. Albumin present. Microscopically, granular casts and pus cells
present
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Rectal examination shows the prostate moderately hypertrophied, soft,
emooth, tender and about the size of a small orange.

Preliminary treatment.—Seon after admission a coud@ eatheter was fast-
ened in the urethra. On the next day he had a chill and fever of 102°.
During the nexi threes days almost complete suppression of urine super-
vened, but after infusions and rectal injections of salt solution kidney ac-
tion was again established. On MNovember 16 attempt was made to per-
form cystoscopic examination, but without suceess, owing to tenderness,
pain and hemorrhage. The bladder would hold only 40 eec. fluid. The
urine still contains albumin, granular and epithelial casts and pus.cells,

Operation, November 19, 71503.—Ether. Perineal prostatectomy by the
usual technigue. Two large lateral lobes and a small median lobe wers
easily enucleated. The urethra and ejaculatory ducts were preserved, but
a small tear was made in the hladder in removing the median lobe. The
wonnd was closed as usnal with gauze packing for the lateral cavities and
double drainage tubez for the bladder. A submammary infusion of salt
solution was given and the patient stood the operation well.

Convalescence—The patient reacted well, but had a chill soon after the
operation. His highest temperature was 100° Saline irrigation of the
bladder was discontinued on the third day and the gauze completely re-
moved on the fourth. The tubes were removed on the fifth day, and the
patient was up in a wheel-chair on the sixth.

November 25, 1903 —For the last few days the patient has lbeen frra-
tional and temperature has been subnormal, but hiz pulze has been good.
He was infused and 400 ce. =salt golution given per rectum every four hours.

December 8, 1003 —The patient is improving =lowly. Sinus in perineum
persist,

December 16, 1903.—8light pleurisy is present on the left side, but his
temperature, pulse and respiration are normal.

December 19, 1903 —The patient has improved rapidly, is up and walking
ahbout.

December 23, 1903.—Hisz general condition is exeellent. The sinus is
closing slowly, and most of the urine comes through the urethra. The pa-
tient is discharged (34th day). Urine is acid. Sp. gr. 1016. Albumin is
present, and numerous pus cells, but no casts are secen,

The fistula closed on about the 45th day.

January 20, 1904 —Letter. The fistula has been closed for some time.
I have little if any pain. I have no inflammation of the bladder and the
uringe seems normal. I void urine about every two hours, and have not
used the catheter,

May 22, 190.4.—Letter. I urinate once during the night and about every
three hours during the day. The stream is large and free. Erections have
returned and I have indulged in intercourse.

February 1, 1905 —Letter. Urination is normal, about six times in 24
hours, once or twice at night, and about a pint at a time. I have no pain.
I have ceased to have erections, and this is what I regret the most.
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November 30, 1905.—Letter. The perineal wound has remained closed,
I void urine naturally about a pint at a time occasionally, about three times
during the night and eight times during the day. I suffer no pain. Have
no erections. My general health is good and I consider myself cured.

May 9. 1905.—Letter. 1 vold urine normally, about twice during the
night and often a pint at a time. I have no pain, the wound has remained
closed, and T feel perfectly cured. My general health iz excellent. 1 do
not have erections.

Pathological report—The specimen G. U. 53, consists of three lobes
weighing in aggregate 90 gm. Two lobes are about equal in size and meas-
ure each 4x5x5 em. in size. The third measures 1x15x2 cm. The
three lobes are similar in character: the surface is modular and lobulated,
consistence elastic, homogeneous, on section a profuse exudate of turbid
milky fluid exudes from the surface which is composed of lobules with in-
tervening fibrous trabeculs. An occasional dilated duct is seen.

Microscopic examination.—The hypertrophy is a lobulated glandular one
with areas of dilatation and marked proliferation. Some cystic degenera-
tion is present with flattening of the lining epithelium. The stroma be-
tween the acini except in the interlobular spaces is rather loose, and con-
tains fair amounts of apparently young connective tissue. There iz pres-
ent also considerable muscle. Numerous areas of chronic prostatitis with
interstitial infiltration are seen.

Casg 21.—&light hypertrophy of median and lateral lobes. Catheterism.
Emphysematous Tungs. Cardige murmurs. Excellent progress for 13
days. Sudden death from pulmonary thrombosiz following enema on 1jth
day.

No. 627. W. E. M., age 73, married, admitted November 20, 1903.

Complaint.—" Bladder trouble.”

No history of gonorrheea.

Present illness began two years ago with freqguency and diffienlty of uri-
nation which gradually increazed, and six months before admission mie-
turition became very difficult and painful. Daily catheterization was be-
gun itwo months ago.

&, P—Yrination is very frequent, difficult and painful, and the catheter
is used fregquently by the patient on this account. The bladder is con-
tracted and there is only a small amount of residuoal urine present.

Ezamination.—The patient is a fairly well nourished man with lips of
good color. The arcus senilis is well developed.

Chest.—The chest is well formed, the lungs are clear throughout and
somewhat hyperresonant. At the aortic area there is some blurring of
the heart sounds with a suspicion of a diastolic murmur. The pulse is 70.
The abdomen is negative. :

Rectal —The prostate is only slightly hypertrophied, smooth, firmer than
normal, not tender. The seminal vesicles are negative.

Cystoscopic.—Coud® catheter passes with ease and finds residual urine
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320 ee. The cystoscope shows a slight intravesical hypertrophy of the lat-
eral lobe and a small rounded median bar. The ureters are easily seen,
and there is only moderate cystitis and no stone prezent.

Urinalysis.—Cloudy, acid, 1020, albumin a heavy trace, no sugar, urea
15 gm. to the liter, 25 gm. daily. Microscopically, pug in considerable
amount. No casts,

Operation, November 20, 1903 —Ether. Perineal prostatectomy by the
usual technique. The posterior surface of the prostate showed only slight
enlargement. The lateral lobes were very fibrous and removed with some
difficulty. The median portion of the prostate was removed through one
of the lateral cavities, and was small in amount, a small tear was made
in the urethra. The wound was closed as usual with double tube drainage
and light packs for the lateral cavities. The patient stood the operation
well, the pulse at the end being 80. Infusion and continuous irrigation on
return to the ward.

Convalescence.~—The patient reacted well. Pulse did not rise above 58
on the night of the operation and the temperature not above 99.2°,

November 21, 10053, —The patient has had a comfortable day. The pulse
has varied between 65 and 88, and the femperature between 9567 and
100.2%. He has been comfortable and the tubes have drained well.

November 22, 1903.—The patient has had a good day. 1580 cc. urine se-
creted, pulze good 72 to 84, temperature 99° and 100.4°.

November 24, 1003.—The patient has been comfortable. The pulse he-
tween 80 and 104, temperature 99* to 100.4%., The patient has been consti-
pated, and received two enemata which were effectual.

November 25, 1903—The patient had a good night, slept seven hours,
and his condition is excellent. His pulse varies between 82 and 92, tem-
perature between 99.2° and 99.6°. 1800 cec. urine secreted. Slightly con-
gtipated, one enema given, quite effectual. The patient is on soft diet.
Since operation the pulse has had a peculiar collapsing quality.

November 26, 1903 —The gauze was removed to-day (sixth day). The
condition of the patient is good. Temperature 99° to 100°, pulse 50 ta 90,
Urine aecid, 1023, albumin a trace, no sugar, total amount 1800 ec. Total
urea 34 gm.

November 27, 1903.—The gauze and tubes have been completely removed,
the patient is in good condition. Temperature $2.67 to 1007,

November 30, 1903.—The patient is doing well. Pulse 70 to 80, tempera-
ture 90° to 88%.

December I, 1903 —The patient has had a slight rise of temperature
100.4% as=zociated with a slight epididymitis on the right side. Condition
otherwise good. Pulse T5.

December 2, 1903 —The epididymitis is subsiding, and causes very little
inconvenience., Pulse 80, temperature 100.3°. Patient up and about the
ward. Condition excellent. Wishes to go home.

December 3, 1005, A. WM. —The patient is in execellent condition. Tempera-
ture 98.7%, pulse 80. He is constipated and a high soap-suds enema is
orderad.
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P. M —This morning the enema wag very effectual, but immediately af-
terwards the patient vomited and suddenly collapsed. When seen by one of
the house physicians five minutes later he was pulseless, of a whitish gray
color, but the respirations were fairly good. Sirychnine, atropine and
ether were administered without effect, and in a very short time the respira-
tions stopped and the patient died.

Autopsy.—(Résumé.) There was a firm organized clot with fresh clot
built on it extending from the right auricle down the inferior vena cava.
There was also a thrombosis of the pulmonary artery. Careful examina-
tion of the pelvic structures failed to throw any lizht on the origin of the
embolus. There was some old clot in the region of the wound, but nothing
unusual.

Examination of the interior of the bladder shows no intravesical pros-
tatic hypertrophy. The prostatic orifice is about 5 mm. in diameter. The
median portion of the prostate looks as if it had not been disturbed,
though it iz possible that a pedunculated intravesical mass has been re-
moved. The urethra in its anterior portion communicates along the lat-
eral wall with the eavity left in the removal of the right lateral lobe,
The ejaculatory ducts are apparently preserved intact. The verumon-
tanum, floor of the urethra and left lateral wall are uninjured. Small
portions of the lateral lobes in their deeper portions have not been com-
pletely removed. There iz no evidence of hemorrhage around the pros-
tate or the rectum.

Pathological report.—The specimen, G. U, 66, consists of the three Jobes
of the prostate removed in four pieces, and weighs about 20 gm. The me-
dian lobe measures 2.5 x2x 2 em., is oval in shape, somewhat irregular,
and on section shows considerable gland tizsue and a small amount of
stiroma. The left lateral lobe is a little smaller than the median, is com-
posed of several large spherolds rather loosely bound togéther. The right
lateral lobe is composed of two pieces measuring 3x 2.5 x 2 em. No mucous
membrane, no ejaculatory ducts, no calculi. g

Microscopic eramination.—The hypertrophy i of a rather glandular
type, the acini being small, closely aggregated with quite marked com-
plexity of the acini. The stroma is compact and conitains more connective
tizsue than muscle. The blood vessels seem normal. Some few small
areas of round celled intersztitial infiltration are present.

CasgE 23.—Moderate hypertrophy of lateral and median lobes. Catheter-
ism. Cure. No complications. Followed two and one-half years.

No. 488. W. T. W., age 76, married, admitted MNov. 20, 1903.

Complaint,—" Incomplete retention of urine. Catheterizsm.”

No history of gonorrheea.

Present illness bezan four vears ago with difficulty of urination which
culminated in retention, which required eatheterization. After that he had

to be catheterized for two weeks. In January, 1901, patient had a chill fol-
lowed by great difficulty in urination, and after that he had to be catheter-
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ized for 10 days during which time he had fever, severe pain in the back
and urethra. During the past two years he has at times been able to void
without the catheter, but at others urination was so difficult or frequent
that catheterization from two to four times a day was necessary. He has
had several attacks of fever, chills and pain in the back.

H#. P.—The patient is catheterized three times daily. about three hours
after catheterization he is able to void a small amount of urine. The total
guantity of urine voided in 24 hours i usually 1300 cc., of which 200 is
removed by the catheter and about 500 cc. volded. He suffers no pain,
and his general health is excellent.

Serual potwers—He has erections, but has not had intercourze for sev-
eral vears.

Eraminalion—The patient is a well nourished man with lips of zood
color, Chest and abdomen are negative,

Rectal —The prostate is considerably enlarged, is rounded, smooth, firm,
but elastic, and has no areas of induration nor nodules. The seminal
vesicles are not palpable.

Urinaglysis—3Slightly cloudy, acid, sp. gr. 1010, albumin a marked trace,
no sugar. Urea, 15 gm. in 24 hours. Microscopically, pus cells, hyvaline
casts and bacteria.

Cystoscopic erxaminafion.—A rubber catheter with a stilet passes with
ease, and finds about 250 ee. residual urine, A eystoscopic examination
made by Dr. Willy Myer, showed a moderately enlarged middle lobe on a
broad base with very little enlargement of the lateral lobes. There was no
calcnlus present. The bladder was trabeculated, but there were no diver-
ticula. Owing to the pain caused by this examination the operator did
not perform cystoscopy.

Operation, November 22, 1903.—In New York. Ether. Perineal prosta-
tectomy by the usual technique. The lateral lobes were moderately en-
larged, very adherent and were removed in several pieces. The median
portion of the prostate was only moderately enlarged, and was removed
in pieces through one of the lateral cavities. Examination with the finger
showed no remaining prostatic obstruction. The urethra was torn, but
no mucous membrane was removed and the ejaculatory ducts were pre-
served. The patient was infused during the operation and continuous irri-
gation was begun at the end.

Convalescence—The patient was very little shocked and convalesced
rapidly. He was up walking on the tenth day and the perineal fistula
closed on the 16th day. Patient was discharged on the 28th day. Six weeks
after the operation a catheter was passed ard found a residual urine of
20 ce. and a bladder capacity of 120 ece. His physician then began hydraulie
dilatation through a catheter and in two months the capaecity had reached
Z00 ce.

March 23, 1005 —The patient iz in excellent health, voids urine normally.
Erections have returned. Has not had intercourse for years. A catheter
passes easily and finds 10 ce. residual urine. Bladder capacity 250 ce.
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Urine is acid and contains pus cells and bacilli. The perineal wound is
healed and rectal examination shows an absence of prostatic enlargement.
Urine is voided at intervals of from twao to five hours.

May 20, 18045 —Letter. 1 can retain my urine five hours during the day
and the same time at night. [ pass 250 ce. at a time, have 10 ce. residual
urine, suffer no pain, and my general health is excellent,

May 20, 1906—Letter. I void urine naturally, from 150 to 175 cc. at a
time. I suffer occasionally a very slight pain in the perineal wound, but
it iz mot important. The catheter iz ocecasionally used to wash out the
bladder and finds 15 ce. residual urine. My general health is good, 1 have
gained in weight and [ consider myszelf cured.

Pathological report.—The specimen, G. U. 55, consists of the lateral and
median portions of the prostate which has been removed in eight pieces,
and weighs about 20 gm. The left lobe measures 3.6 x2.5x2 em. and has
been removed in one piece. It iz composed of small and large spheroids
loosely bound together. The right lobe is in five amall pieces, mostly sphe-
roidal masses. The median bar and lobe is in two pieces, each about 2x1
X1 em. in size, and of similar appearance to the rest of the tissue. 0On =ec-
tion there is wvery little stroma. considerable dilatation of the ducts in
places: but in other places there is consziderable stroma, but no dilated
acini. No mucous membrane has been removed, nor ejaculatory ducts. No
caleuli present.

Microscopic eramination.—The tissue is a moderately glandular one, the
amount of gland and stroma varying in different areas, but as a whole
the gland tissue is considerably in excess of the stroma. The acini are
rather small with occaszional areas of moderate dilatation, especially in
the acini of the spheroidal lobules. The stroma is rather dense except in
the more glandular lobules where there iz considerable spindle-celled tis-
sue present. There is a fair amount of muscle fibers present in the in-
terstitial tissue.

Casg 23 —Patient aged 81 years. Moderate enlargement of the pros-
tate which was considerably indurated. Poain and hematurie. Calculus.
2000 ce, residuum, Death thirtieth day. Hypostatic congestion of lungs.

No. 623. H. C. M., age 81, married, admitted November 14, 1903.

Complaint.—" Bladder trouhle.”

No history of gonorrhea.

Present illness began about three years ago with irritation in the region
of the bladder, and a little later hematuria. After that intermittent hema-
turia, but no pain, no passage of caleulus, no obstruction to urination. Six
weekiz ago he felt uncomfortable in his lower abdomen and examination
showed that his bladder was greatly distended. There was no frequency
of micturition, no pain, only slight difficulty in urination, but he has be-
come weaker, and on advice of a physician he presented himself for con-
sultation.

Eramination.—The patient is in good condition for his age, but his lips
are pale. The lungs are negative, heart sounds are clear, but intermittent.
There is considerable general arteriosclerosis.
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Abdomen —It i5 impozsible to palpate anything, for much of the abdomen
iz filled with a distended bladder which reachesz two inches above the um-
bilicus. Pressure on this area produces pain. The genitalia are normal.

Rectal—The prostate is considerably enlarged, very hard and induration
extends upward on each side to the seminal vesicles, the groove is ablit-
erated and the surface of the prostate is rough. No enlarged glands are
to be felt. A small coudé catheter passes with some difficulty, owing to a
constriction along the entire prostatic urethra. Two liters of pale urine
are withdrawn. The bladder is still not emptied, but it was thought in-
advisable to remove all.

Urinalysis.—Lost.

Preliminary treatment.—Catheterization twice daily. Urotropin. After
four days, catheterization had become more difficult, and it was impossible
to introduce a catheter, sounds or filiform into the bladder, owing to ob-
struction at apex of the prostate. Retention of urine was complete. The
bladder was distended to the umbilicus, and the patient was therefore
advised to go to the hospital where his bladder was aspirated, 1800 ee. of
urine being withdrawn.

Urinalysis of aspirated urine—Acid, 1015, albumin a trace, and micro-
scopically, a few hyaline casts,

The bladder was aspirated once every 24 hours for five days, about 1200
ce. of urine being withdrawn each time. The patient’s condition re-
mained good. The 24 hours total of urea was about 113 gm. and as
catheterization was still impossible, it was thought best to supply peri-
neal drainage, and at the same time to remove a calculus which had been
felt with the aspirating needle.

Opergtion, Nov. 25, 1903.—8pinal anesthesia. Perineal prostatectomy by
the usual technigque. Lithotomy.

The lateral lobes were very adherent and removed with difficulty, seis-
gsors being necessary. There was no median lobe present and with the fin-
ger in the urethra the bar did not seem sufficiently large to warrant re-
moval. Rough oxalate calculus about 2 cm. in diameter was removed
through the dilated urethra, Examination showed no other caleulus. The
wound was closed as usual with double tube drainage and light packs for
the lateral cavities. He waz infused on the table and stood the operation
well, but while being returned to the room there was a sinking spell, pulse
became irrezular and weak. He was given strichnine one-twentieth of a
grain and soon rallied.

November 25.—S8ince operation yvesterday patient has been comfortable.
His pulse has varied between 88 and 100, his temperature 99.2°,

November 25.—The patient iz doing well. There iz profusze drainace
through the tube, the temperature has not gone above 100.5°, pulse be-
tween 90 and 100.

December 3.—The patient has done well. Temperature 99, pulse 95.
Sleepis well. Total quantity of urine 1420 ce. to-day. Appetite is fairly
good. He is on ordinary diet. The tubes and gauze are removed to-day.
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December 5~—The tubes had to be replaced, owing to the fact that there
was no drainage through the perineal wound, and the bladder became dis-
tended and painful. The total urine to-day was 1380 ce. Highest tempera-
ture 99°, pulse 88, Patient was up in a wheel-chair, and is quite com-
fortable.

December 11, 1703 —The patient has complained of pain, the pulse is
wealk and intermittent. A good quantity of urine has been secreted daily,
1200 to 1400 ce. Sp. gr. is 1010, total urea 15 gm., there is only a trace of
albumin, some hyvaline casts and pus cells, The tubes were removed again
to-day, but as there was no drainage through the perineum for 12 hours
he was catheterized, the bladder seems to have no tonicity.

December 15.—The patient is unable to void and is catheterized four
times daily. He is very weak, and his pulse is intermittent. Infusion
1000 ce. salt solutiom to-might. The patient is still unable to void and is
catheterized four times a day. The total urine is about 1500 ce., sp. gr.
1014. and there is considerable pus and albumin. The patient was up in
a wheel chair vesterday for three hours and was very comfortable. His
temperature has been normal, and his pulse stronger, but he looks weaker
to-day.

December 20 —Lunge are clear but emphysematous. Heart sounds feebla
with a faint systolic murmur. The pulse is very intermittent.

December 21 —There is an abundant secretion of urine, 1500 cc. of fair
quality, but the patient is gradually sinking.

December 23 —The patient is much weaker and near the end. The lungs
are full of fine riles, the pulse is rapid and shallow, 120 to 140. Still se-
creting an abundance of urine, 1580 ce. to-day.

Urinalysis.—Acid, 1017, albumin considerable, total urea 9.4 zm. Mi-
croscopically, pus cells, hyvaline and granular casts. Temperature 100.8°.
The patient’s mind is clear. The bladder is still atonic and there is no es-
cape of urine except through the catheter which enters easily and meets
no obstruction.

December 25 —The patient died at 6 a. m.

Remark.—The remarkable feature in this case was that with a bladder
which was distended two inches above the umbilicus, nrination was very
little difficult and at normal intervals. Hiz attention was attracted by
swelling of the abdomen. The result of the operation was not perfeect, in
that normal urination was never established. This seems to have been due
to the extreme atony of the bladder, ag a very large tube could be inserted
through the perineal wound with ease. Had the median portion of the
prostate been removed, it is possible that drainage would have been estab-
lished, but the patient died apparently got from vesical or renal eomplica-
tions, but from old age and cardiac weakness. Occurring as it did one
month after the operation it cannot be entirely attributed to the operation.

Pathological report.—3pecimen, G. T, 63. The prostate has been re-
moved in numerous irregular pieces. The weight of the entire prostate is
45 grams. It is composed of numerous small and large spheroids more
or less firmly bound together. No mucous membrane or ejaculatory ducts
have heen removed. '
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Microscopic eramination.—The hypertrophy is a glandular one wiih
formation in spheroids, the spheroids being separated from each other by
bands of stroma containing flartened acini. The culs-de-sac show the usual
complexity due to the intraacinous growths. The stroma is rather dense,
and is composed of connective tissue and muscle in about equal proportion,
the relative amount varying in different areas. There is present quite an
extensive prostatitizs. The blood vessels are about normal.

Case 24.—S8light enlergement of medion and lateral lobes. Castration
and Bottini operations previowsly, Perineal prostatectomy. Recto-urethral
fistula. Buccessful closure after two failures. Death at end of one year,
pyonephrosis,

No. 516. 0. 8., age 62, single, admitted May 22, 1902.

Complainé.—" Bladder trouble.”

No history of zonorrhoea.

FPresent illness began about 11 years ago with difficulty in urination,
but he had very little trouble for four years, when urination became very
difficult and fregquent, finally complete retention of urine set in and he led
a catheter life for nine months, After that he catheterized himself only
when unable to void. Micturition is usually very frequent, often six or
seven times at night., During the past vear retention has again been com-
plete, and he has catheterized himself four or five times a day. In October,
1901, ecastration was performed in another city, and after three or four
daysz he began to void naturally, and has not used a eatheter since.

&. P—Urination every hour, and always requiring considerable strain-
ing, stream being small and slow. The patient suffers much pain in the
bladder, but has never passed caleull nor blood. He is habitually consti-
pated and his general health is poor,

Eramination.—The patient iz a thin, nervous looking old man with lips
of fairly good color. Pulse is 96, of good volume and only =light arterio-
sclerosis. Heart, lungs and abdomen are negative,

Genitalia—Both testicles are absent. The scrotal wounds have healed
firmly.

Rectal —The outlines of the prostate are indistinct. There is a broad
flat mass with indefinite borders, extending acrosz from one side of the
pelvis to the other, and upward towards the region of the seminal vesicles,
It does not bulge towards the rectum, and it is impossible to say how much
of it is prostate. The seminal vesicles cannot be feli.

Cystoscopic—Rubber and gum catheters meet an impassable obstruction
about seven and one-half inches from the meatus, A silver catheter passes
with ease and finds 120 ec. residual urine and a bladder capacity of 250 ce.
The cystoscope shows a moderately large intravesical hypertrophy of the
lateral lobes and median portion in the shape of a collarette with a single
suleus between the lateral lobes in front. The bladder is markedly trabe-
culated with numerous small pouches gnd the bas fond behind the median
bar is quite deep. No calculi are seen. With finger in rectum and cvsto-

Yol. XIV.—14.
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seope in urethra the median portion of the prostate is definitely increased
and the entire prostate presents as a hard collar 2 cm. thick around the
shaft of the instrument.

Urinalysis.—Cloudy, alkaline, 1010, albumin a trace, urea 13 gm. to the
liter. Microscopically, pus cells and bacilli.

Operation, June 2, 1902 —Cocaine and morphia. Bottini operation. With
blade number two of my instrument, three cuts were made, one posterior
and two lateral each 2 cm. long with the instrument at a white heat. The
patisnt stood the operation well and there was very little hemorrhage.
The median cut was made with the guidance of a finger in the rectum.

Convalescence.—~The patient reacted well, and urination was consider-
ably improved. The residual urine rapidly decreased, but the patient con-
tinued to suffer pain. He was treated for several months by intravesical
irrigations and urotropin internally with very little benefit. He then be-
came very melancholic, avoided the association of other people and often
kept himself confined to bed,

December 15, 1903.—The patient continues to be very melancholic. He
suffers great pain in the bladder and urination is frequent and difficult.

Examination.—A catheter finds 60 ce. residual urine and a bladder ca-
pacity of 300 ec. The cystoscope shows a small rounded median lobe with
a fairly deep ecleft on each side. The incisions of the Bottini cannot be
definitely recognized, but it seems probable that the clefts represent the
two lateral ineisions, and that the median portion has inereased in size
gsinee the Bottini operation was performed. The bladder is only slightly
trabeculated and there is no foreign body present.

Remark —There is very little residual urine, and the patient urinates
better than befors the Bottini operation, but he complains considerably of
pain and seems to strain during urination. It is therefore thought advis-
able to perform prostatectomy.

December 19, 1005 —Ether. Perineal prostatectomy by the usual tech-
nique. Two small lateral lobes and a median lobe were removed with con-
giderable difficulty, owing to the fibrous character of the prostate. and
marked adhesions to capsule and urethra, The wound was closed as nsual
with double tube drainage for the bladder and light packs for the lateral
cavities, The levator muscles were not drawn together. The =kin wound
alone heing approximated with interrupted sutures. The patient stood the
operation well, pulse at the end being 80. Continuous irrigation on return
to the ward.

Convalescence.—When the gauze was removed on the third day a rectal
fistula was discovered. The perineal catheters were removed on the ninth
day and a catheter inserted through the meatus into the bladder. It re-
mained in place for about a week, but as there was no apparent closure of
the rectal fistula the reetal sphincter was divided, thus laying bare the
fistula—January 6, 1904. The penile catheter was retained until Febru-
ary 13.

March 4, 1905.—The urinary fistula shows no evidence of healing and
gas escapes through the urethra.
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Operation, March j§, 190j—Ether. Closure of urethral fistula, repair of
rectum. The urethra was opened in the bulbous rezion and the prostatic
tractor introduced. The scar tizsue was then dissected from the perineal
wound, the urethral fistula closed with interrupted catsut, the edges of
the rectum freshened and sutured with a continuouns suture of silver wire
reinforced by interrupted catgut. The skin wound was partially closed
Light iodoform gauze pack. A permanent catheter was placed in the hlad-
der through the bulbar urethrotomy wound. The patient stood the opera-
tion well. Pulse at the end 78,

Convalescence.~The patient had an uncomfortable convalescence. Both
wounds broke down. Urine escaped into the rectum and gas through the
penis. He continued to suffer pain, was uncomfortable, and a second at-
tempt to close fistul® was made.

Opergtion, June 22, 190j—Ether. Closure of recto-urethral fistula. The
operation was done very much as before, except that the urethral fistula
was not closed, but a drainage tube was brought out through it. The rec-
tal opening was closed with interrupted sutures.

Convalescence.~—The bowels were kept tied up for a week, and the pa-
tient suffered considerable pain. The gauze was removed on the fourth
day and the drainage tube on the sixth day. The rectal wound again
broke down, and urine again flowed into the rectum and out the perineal
fistula and gas into the urethra. .

October 1, 1904 —The rectal, urethral and perineal fistule persist. The
patient suffers a great deal of pain, and voids urine very frequentlv. He
has several times passed caleuli, his bladder is contracted and there is con-
siderable cystitis.

Operation, October G, 190 —Ether. Suprapubic cystotomy for drainage.
Removal of a wvesical caleulus. Closure of reetal and urethral fistulm
through perineal incision. Fine silk was used in the closure of the rectal
fistula, several layers of interrupted sutures being emploved. The levator
ani muscles were drawn together over the wound with eatgut. The urethral
wound was closed with a single layer of fine silk sutures. A light zauze
packing was inserted and the =kin was partially closed with interrupted
sutures of catgut. Suprapubic drainage was supplied through a large
tube around which the bladder was sewed with catzgut. The patient was
infuszed on the table, and stood the operation well, his pulse at the end
being &0.

Convalescence.—~—The patient was put on diet of water and albumin.
Lead and opium pills were given to prevent bowel movement. Suprapnbic
tube drained well, but on the third day urine leaked through the perineal
wound. The bowels did not move for nine days. Calomel, Epsom salts,
oil, and glycerine enema were used. Previous to this the patient suffered
considerably from abdominal distention and pain.

October 16, 1804 —The patient is more comfortable and his condition is
fairly zood.

October 22, 1504 —The patient has been very excited to-day, thought he
was in a cell and called for the police.
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November I, 1304 —The patient Is quiet mentally, and the suprapuble
tube iz draining well. The rectal wound has not broken down, and the
perineal urinary fistula is small.

November 21, 1904 —The suprapubic drain has been removed. A small
amount of urine escapes through the perineum, but the rest is voided
through the urethra. The patient complains of pain and requires morphine.

December 21, 19045 —The patient has been very melancholic during his
entire stay in the hospital. He has had delusions of persecution and at
times has been acuiely insane for a short time. For the past 25 hours he
haz been irratiomal and has heen ecrying almost constantly. His temper-
atiure which has been mormal gince Oetober 9, suddenly arose to-day to
103.2°, and his pulse to 130. He was infused with 1000 cc. salt solution.

December 22, 19045.—The patient continues irrational, weak, pulse 134
to 160, temperature 102.6°. The respiration is labored and he has difficulty
in swallowing. A catheter pazses through the urethra into the bladder
without difficulty, and finds no residual urine. The bladder holds only
50 ee. The perineal and suprapubic wounds are both open, but the rectal
fistula is closed, and has been since the last operation.

December 23, 1904 —The patient died to-day. Autopsy showed double
pyonephrosis, pyoureter, a markedly contracted bladder, considerable cys-
titis, small suprapubic and perineal fistule. The rectal wound is tightly
healed, and there is no prostatic obstruction present.

Case 25 —Considerable enlargement of Ilateral lobes. Small median
bar. Very fregquent and dificult urination. Castration previously. Cure.
Followed twenty-nine months.

No. 528. R. M. W, age T8, married, admitted Januvary 9, 1904.

Complaint—" Prostatic trouble.”

No history of gonorrhoea.

Present illness began about ten years ago with increased frequency of
urination. This gradually increased and urination became more difficult,
until, in 1901 he voided as often as 20 times during the night and about
every hour during the day. He had no pain and passed no blood. He
then began to use a catheter and after that occasionally had complete re-
tention of urine. In April, 1901, double castration was performed by a
physician with some improvement, but the catheter was necessary as
before.

&. P—The patient urinates 16 or 18 times during the night and about
every 11: hours during the day, the catheter i only used occasionally.
His general health is good, he suffers no pain. He has had no erections
since he was castrated.

Ezxamination —The patient is well preserved for hiz age, with lips of
good color. His lungs are emphysematous. Heart, slight systolic murmur
at apex; abdomen, negative.

Rectal —The prostate is considerably enlarged, symmetrical, smooth, soft
and elastic.
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Urinalysis—Cloudy, acid, sp. gr. 1030, trace of albumin, no sugar, urea
24 grams to the liter. Microscopically, pus cells and bacilli in consider-
able number.

Cystoscopic cramination.—Catheterization is difficult, owing to an ob-
struction about the middle of the prostatic urethra. A very small silk
coudeé catheter was finally passed. The urethral length is eleven inches.
Residual urine, 100 ce. The cystoscope showed a fairly large median bar,
a moderately enlarged right lateral lobe and a larger left lateral lobe, with
a suleus between the two. The bladder was trabeculated and inflamed.
There was no forelgn body present. With finger in rectum and cystoscope
in urethra the beak could not be reached and a considerable median mass
was felt.

Preliminary tréatment.—Regular ecatheterization, urotropin, water in
abundance.

Operation, January 12, 1804, —Perineal prostatectomy by the usual tech-
nique, except that the ejaculatory bridge was cut through and a large
median bar removed in this way from beneath the urethra. The usual
bilateral capsular incisions were made and two very large lateral lobes
were easily enucleated without tearinmg the urethra or bladder. After
their removal it was decided in view of absence of testicles to cut across
the ejaculatory ducis and remove the median bar, which was thick and
fibrous, thus doing away with the neceszity of extracting it throngh one or
both of the lateral cavities. The bar which is shown in the accompanying
photograph (Fig. 23) was easily enucleated in this way. but a small tear
was made in the floor of the urethra. The operation was done under
spinal anesthesia, cocaine gr. 13, and was entirely satisfactory. A sub-
mammary infusion of 1000 ce. salt solution was given during the opera-
tion, which produced no shock, The wound was closed as usual with
double tube drainage for the bladder, and light packs for the lateral cavi-
ties. The entire prostate weighed 70 grams. The right lobe weighed 34,
the left 30, and the median 6 grams.

Convalescence.—The patient reacted well. The temperature rose to
101.5% on the day after the operation, but after that was very little above
normal for two weeks. The gauze and tubes were removed on the fourth
day.

January 20, 15904 —The patient looks weak, is nauseated, but the wound
looks well.

January 31, 1904 —8Sinee last note the patient has had very little appetite,
an evening temperature ranging from 100° to 101° and occasional nausea.
He has been given water in abundance, liquid diet, and has been up in
a wheel chair as much as possible. Patient’'s appetite is good again and
hiz temperature is normal.

February 13, 1904—The patient has improved steadily. Is walking
about the hospital and is comfortable. Urine came through the penis
on the 27th day for the first time.

February 23, 19.;—The patient is discharged, forty-second day. The
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fistula closed on the thirty-eight day. The wound is healed, and the
patient is voiding urine naturally. His general condition iz fairly good.
His urine is clear, contains no albumin, and miecroscopically, only a few
casts,

May 20, 1005 —Letter from physician. “ A strieture has formed at a
place where the urethra was incised which I have gradually dilated with
steel sounds up to 15 English, previous to that he had incontinence, but
now this has ceased and his urine looks good.” .

November §, 190f.—Letter. “I have to void every one to thres hours
during the day, but my general health is good.” He is advised to take
bladder irrigations and to distend the bladder as much as possible by
hydraulic pressure.

February I, 15 —1 void naturally about once in two hours, about one-
fourth of a pint at a time. I am steadily improving.

November 30, 1805.~—1 void urine about once in two hours, but during
the first part of the night sleep three hours without urinating. I have
some vesical irritability. My general health is very good. My wound is
closed, and I feel very well for a man 20 years of age.

May 8, 1006 —Letter. * During the day I void urine naturally about
once in three hours. During the night I woid very frequently, probably
from 10 to 20 times, and pass from a teaspoonful to a gill at a time, but
during the day perhaps a half a pint. I suffer some pain when urinating.
I suppose that my trouble is catarrh of the bladder and also Lkidney
trouble.™

Pathological report.—The specimen, G. 1. 56, consists of four parts
and weighs in all G-74, The right lateral lohe measures 6x4x2.5 cm.. is
fairly smooth, lobulated, elastic, and on section shows gland tissue with
a moderate amount of stroma and some spheroids. The left lobe measures
ox4x2.5 cm., is smooth, oval and on =section presents much the same
appearance as the right. It weighs G-30. The median bar measures
3x2x1.5 em., weighs G-9, and is fairly smooth and glandular. No mucous
membrane or ejaculatory ducts are attached to this. The fourth piece is
a portion of the posterior capsule and floor of the urethra, and contains
a portion of the ejaculatory ducts.

Microgcopic eramination.—The hypertrophy in all three lobes conzists of
very much more stroma than gland tissue. The acini are all small, sep-
arated as a rule by very broad areas of stroma, and in many areas only
vestiges of gland acini persist. Many times the acini seem like small tu-
bules of =olid cells, the acini being s0 compressed that no lumen is visible,
Many of the larger acini are filled with proliferating epithelial cells.
The stroma iz almost entirely composed of fibrous fissue, and only occa-
sionally are seen a few smooth muscle fibers., Everywhere throughout
the stroma there is & marked round celled infiliration and oecasional
polynuelear eells are seen. About most of the acini there has bheen formed
a large amount of new inflammatory tissue. The prostatitis is evidently
one which is very extensive and of long standing. The arteries show a
well marked degree of arteriosclerosis.
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CasE 26.—Consgiderable hypertrophy of median and laferal lobes of pros-
tate. Urination every half hour, pain. Perineal prostatectomy. Recto-
urethral fistula. Two operations to clogse fistule. Final cure. Followed 28
months,

Wo. 584. ER. K., age 61, married, admitted December 30, 1903.

Uomplaint.—* Frequency of urination.”

No history of gonorrhea.

Present illness began about five or six years ago, with frequency of uri-
nation. Since then there has been a gradual inecrease in difficulty and fre-
gquency. One year ago he began the use of a catheter on the advice of his
physician. Of late he has ceased to use a catheter and finds that he has to
arise very fregquently, offen 14 times during the night to urinate. He has
pain when the bladder becomes full which persists during urination, but
does not radiate to the end of the penis. There is considerable difficulty in
starting the flow and much straining necezsary before he starts to urinate,
He has never had complete retention, no hematuria, no caleulus.

Serual powers—Erections are present occasionally, but the patient has
not attempted intercourse for two years.

Examination.—The patient is a well nourished man and his lips and
mucous membranes are of good color. The lungs and heart are negative.
FPulse of good volume and tension, but quite sclerotic, 88 to the minute.
Hemoglobin, T09;. The abdomen is negative.

Rectal eramination —The prostate iz considerably enlarged in both
lateral lobes, firm, but elastic, smooth, no nodules, no induration; seminal
vezicles not indurated.

Cystoscopic examination.—A coudd catheter passes with ease and finds
400 e¢e, residual urine, The cystoscope shows only a slight intravesical
enlargement of the lateral lobes with a fair sized rounded median lobe,
with a deep sulcus on each side. The bladder is chronically inflamed, but
there is no stone present.

Urine—Acid, 1013; cloudy; no sugar; albumin, a trace; microscopically,
pus and baeilli.

Preliminary treatment.—The patient was catheterized three or four
times daily for 18 days, during which time the residual urine varied from
300 to 500 ce. He was able to vold only small amounts, and the total
daily quantity was from 1400 to 1900 cc. The urine varied in specific
gravity from 1015 to 1022, there was a small amount of albumin, some pus
ecells and a few granular casts, and the urine was acid. TUnder the
treatment above deseribed the patient improved comnsiderably.

Operation, Jenuwary I6, 100j.—Ether. Perineal prostatectomy by the
usual technigue, with the exception that no examination was made of
the rectum at the end of the operation. The operator did not think, how-
ever, that he had made a tear into the rectum and no note was made of
any particular difficulty beinz encountered in freeing the rectum from
the prostate. The lateral lobes, which were moderately hypertrophied,
were easily enucleated and a fairly large median lobe was removed
through one of the lateral cavities with ease by means of the tractor.
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With the finger a small pedunculated subeervical median lobe was re-
moved (Fig. 42). A small tear was made in the urethra in so doing, but
the floor of the urethra and ejaculatory ducts were preserved intact. The
wound was closed as usual, wilth exeception that the rectum was not
examined and the levator ani muscles were not drawn together (up to
this time thiz was not done as a routine procedure, although it had been
done in the very first operation).

Convalescence—The patient stood the operation well, pulse at the end
being 94. Continuous irrigation was kept up for four days, when the
gauze and tubes were removed. Two days later, during a bowel move-
ment, fecez escaped through the perineal wound. On the day following

Fl_r:. 42 —Lateral lobes, moderate median bar, small pedunculated sub-
cervical medinm lobe,

the operation the patient complained greatly of abdominal pain and later
pain in the back. He was given calomel, and 400 ce, salt solution, with
potassium citrate as an enema to be retpined, thiz was repeated three
times a day for at least four days, a large rectal tube being used each
time.

Remark.—In reviewing the case there seems to be no reason for this
treatment as the patient was not nauszeated, had no fever, temperature be-
ing normal, and his condition was excellent, with the exception of pain in
the abdomen. It iz possible that the traumatism produced by the frequent
introduction of the large rectal tube caused necrosis of the rectal wall
adjacent to the wound and led to the fistula, but as the operator did not
examine the rectum after the operation and did not cover it by approxi-



Study of 145 Cases of Perineal Prostatectomy. 201

mating the levator muscles he cannot be certain what caunsed the break-
down.

Januwary 30.—Four days ago the rectal sphincter was stretched with the
patient under ether; since then the communiecation between the rectum
and perineal wound has been very free. The patient feels well and sits
up in a chair. All urine escapes through the perineum.

February 4 —DMost of the urine paszez through the penis: some [eces
still discharge through the perineal wound. The perineal wound is
packed with iodoform gauze.

February 1i.—Little improvement. The patient passes feces through
the penisz when the bowels move, and considerable urine comes through
the rectum.

February 20.—The urine starts through the penis but very soon goes into
the rectum. Gas and feces escape through the penis. The patient voids
urine at intervals, has good control and has no pain in his bladder.

Operation, February 20, 100f.—Ether. Closure of urethro-rectal fistula.
A probe was introduced through the sinus and perineum and the sinus
was then excised through an inverted V-incision in a scar of the previous
operation. After both fistule had been thoroughly exposed an incision
was made in the bulbous urethra and a catheter inserted through it into
the bladder. The rectum and urethral openings were then closed with
fine sutures of categut, and these were reinforeed with heavier catzut
gutures. The urethral catheter was sewed to the edge of the bulbous
urethrotomy wound for permanent drainage.

Convalescence—The patient suffered considerably from pain. The cath-
efer did not drain well, and caused =0 much pain that it was removed on
February 24.

February 25.—Urine escapes through the perineum and rectum. The
patient has suffered greatly from diarrhoea since the operation and this
has cansed the woind to break down.

March 2.—Fecal matter comes through the perineal wound in consider-
able amount, and urine entirely through the perinenum and recium.

March i2.—The patient is much improved. Nearly all the feces pass
through the anus. Urine comes mostly through the penis. Sinuses show
evidence of closing. ’

March 15.—Patient is discharged to-day (four weeks after second oper-
ation). He feels well, voids urine every four or five hours. At night does
not void from 12 to 6 a. m. Most of the urine comes through the urethra
in a large free stream and without pain. Ten days ago the amount of fecal
matter coming through the perineum began to diminish and for the past
few days there has been no escape of fecal matter. There has been no fecal
matter nor gas come through the urethra since the second operation.

April 16.—The patient is very comfortable. Only a few drops of urine
escape through the perineum and wvery little gas and no feeal matter.
There is no connection between the rectum and urethra. Veids urine at
intervals of six hours with perfect comfort.
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Awgust 2, 1905 —The patient feels well, voids urine at intervals of five
or six hours. Both rectal and urethral fistula are closed.

November 30, 1905.—1 wvoid urine naturally, one pint at a time, about
every four hours. A few drops of urine still escape through the perineal
fistula. Erections are present. DMy health iz good and I have gained &0
pounds. I have no pain and I consider myself cured.

February 16, 1006 —Letter. 1 wold urine once during the night, oc-
casionally twice, and generally six times in 2 hours. The fistula is improv-
ing and sometimes for nearly a week there is no leakage. Occasionally
a slicht amount of gas passes through the penis, but never any fecal
matter, and no fecal matter ever passes through the perineum. There
is no tenderness about the bladder, but at times a little pain when
urinating. My general health is very good.

May 17, 1906.—Letter. I void urine naturally three or four times during
the day and generally twice at night, about a pint at a time. At times
1 szuffer slight pain during urination, but only oeccasionally. 1 have
erections, hut have not attempted intercourse. The perineal fistula is not en-
tirely closed, oceasionally eight or ten drops of urine escape through it
My zeneral health is good, I have zained in weight, and I am entirely
cured of my prostatic trouble.

Pathological report—Specimen G. U. 58. The prostate has been re-
moved in four pieces and weighs about 35 grams. It consists of a left lobe
45x 3% 2 cm. in size, the right lobe 4.5 x 2.5 x 2 ¢cm., a median bar globular
in shape and about 2 cm. in diameter, and a small intravesical lobe about
# mm. in diameter. The specimens are covered by smooth mucous mem-
branes, are elastic and present the usual appearance of benizn glandular
hypertrophy.

Microscopic ergmination.—The hypertrophy is a glandular one with the
formation of spheroidal lobules. The acini show rather marked eystic
dilatation in areas. The interlobular stroma contains-some acini which
are flattened and elongated. The stroma is comprised for the most part
of connective tissue, although there is present a considerable amount of
musele, A rather extensive chronic prostatitis is present and in areas this
has led to the formation of considerable periacinous sclerosis with conse-
quent compression and partial atrophy of the acini. The picture in these
areas would suggest a primary glandular proliferation with subseguent
atrophy of the gland elements as a result of inflammation. The blood
vessels show moderate degree of arteriosclerosis in these areas.

Case 27 —Moderate hypertrophy of median and lateral lobes. Consider-
able pain and hematuria.  Cure,

No. 606. J. T. M., age 58, married, admitted January 21, 1904,

Complaint—" Enlarged prostate—eystitis”

The patient has never had zonorrhoea.

Present illness hegan in May, 1903, with a slizht difficulty of urination.
At the end of a month hlood appeared at the end of each urination, which
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was very difficult. His physician then pas=zed a catheter and drew away
about two quarts of urine. He was catheterized once daily for a month,
and after that urination was fairly satisfactory until September, 1903,
when dyvsuria and hematuria returned. His physician then passed sounds
twice a week for a month, and during the next three months the patient
got along fairly well by using the catheter at bed time. In January, 1904,
urination became much more difficult and a severe hemorrhage occurred.

&, P.—The patient is voiding urine every hour with considerable diff-
culty, Hematuria iz present, sometimes larze clots are passed. He has no
pain except in his bladder, has not lost weight. His sexual powers are
normal.

Eramination.—The patient is well nourished. Heart, lungs and abdomen
are negative. There is no arteriosclerosis and his pulse is good. Geni-
talia are negative.

Rectal eramination.—The prostate is considerably enlarged, smooth,
fairly firm but homogenous and not nodular., The seminal vesicles are not
palpable.

Cystoscopic eramination—A catheter enterzs with ease, but withdraws
only 32 cc. residual urine. (At a previous examination complete retention
of urine was present and the bladder reached the umbilicus.) The evsto-
scope shows two large intravesical lateral lobes with a very small median
bar connecting them. The bladder is moderately trabeculated and inflamed,
The urine is cloudy, acid, and containz pus cells in abundance.

Operation, Januwary 21, 1804.—Ether. Perineal prostatectomy by the
usual technigque. The lateral lobes were moderately enlarged, soft and
eazily enucleated. The median portion of the prostate was delivered by the
tractor into one of the lateral cavities and enuecleated, being about 3 em. in
diameter., The urethra and ejaculatory ducts were preserved, but a small
tear was made in removing the median !obe. The perineal wound was
lightly packed with gauze, double catheter drainage was introduced into
the bladder through the perineal wound which was closed as usual. The
patient was infused on the table and continuous irrigation was provided
on return to the ward. The patient stood the operalion well

Convaelescence.~—The catheters were not removed for six days, and for
four days there was considerable hemorrhage from the bladder (as before
operation). Highest temperature was 102°, but on the fourth day the
temperature was normal. Urine did not come through the urethra until
the sixteenth day.

February 22, 190, —There has been no wetting of the perineal pad for
the past four days. The patient is comfortable, but gets up three times at
night to urinate. His condition is execellent. He is discharged to-day.

April 19, 1804, —The fistula is again opensd, but only a few drops escape
through it. He suffers no pain, and voids urine in a large stream at in-
tervals of five hours. Erections have returned. The fistula is curetted.
(It closed finally three months after the operation.)

May 19, 1904.—A pin point fistula is still present. Urination iz normal.
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The patient goes to bed at 10 o'clock and gets up at 6 o'clock to urinate for
the first time. Sexual powers are normal. Catheter passes with ease, no
residual urine present, bladder capacity 500 ¢¢. Urine very slightly cloudy,
acid, a few pus cells and bacilli present.

June 21, 190} —The patient has been cureited with the gimlet twice.
The fistula is now closed. Urination and sexual powers normal,

February I, 1905.—Letter. I am cured. I void urine four times during
the day and once at night, one-half pint at a time.

November 30, 1905 —Letter. I void urine once at night and four or five
times during the day. Occasionally I suffer pain at the end of the penis
and urination is slow. Erections and sexual powers are satisfactory. I
have had no complication since the operation.

February 7, 1906. The patient voids once during the night and at inter-
vals of four hours during the day. Micturition free, gnd only a slight pain
oecasionally at the end of urination. He has erections and occasionally
intercourse, but the amount of ejaculated fluid is slight and ejaculation is
accompanied by a smarting sensation in the perineum.

Eramination.—The urinary stream is large, the urine cloudy, acid, con-
tains a very few pus cells and no bacteria. The cicatrix is firm. Hectal
examination shows no prostatic enlargement. a catheter passes with ease
and finds no residual urine. The bladder capacity is 600 cc.

Pathological report—Specimen, G. 1. 67, consists of four pieces and
weighs 31 gm. The median lobe is almost spherical, about 1.7 em. in diam-
eter and weighs 3 zm. The left lateral lobe is the larger, has been removed
in two pieces and measurez 4.5 x4 x 2.5 em. The right lobe is about 214
cm. in diameter. The three lobes are similar in character, surface irresu-
larly lobulated. cut surface showing numerous spheroids with moderate di-
latation of the acini. There is no mucous membrane nor ejaculatory ducts
present.

Microscopic examinalion.—The hypertrophy is a moderately glandular
one, the acini showing a tendency towards aggregation in areas. The acini
are moderately dilated, and the lumina rather complex. Some of the
acini show considerable adenocystic papillomatous changes. The stroma
is rather dense; is largely made up of connective tissue, although here and
there a fair amount of muscle is prezent. The arteries show a mod-

erate degres of thickening.

Case 28 —&light enlargement of smedian and Taferal lobes. Vegical cal-
culi. Litholapaxzy. Rottihi operation.  Perineal prostatectomy. Com-
bined operation to cloze recto-urethral fstula. Cured. Followed two years
and four months.

No. 379, H. 8., age 75, married, admitted April 11, 1902,

Complaint.—* Complete rétention of urine, Catheterism—pain.”

Patient had gonorrhoea ten years ago. It lasted several months, but was
finally cured without complications ariging, No bladder trouble until three
yvears later. Present illness began seven years ago with nocturnal incon-
tinence of urine. During the next three years the bed was wet almost
every night.
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About four years ago patient had difficulty in urination, and in a short
tima retention of urine came on. He was catheterized and since then has
been unable to urinate. For two years it was only necessary to use the
catheter twiee a day, but for the past two years he has suffered gradually
more and more pain, and he has had to catheterize himself more and more
frequently.

H, P.—The patient catheterizes himsealf four times in 24 hours. Is un-
able to void naturally. He suffers considerable pain in the bladder partic-
ularly when it is emptied by the catheter, and at times severs pain in the
rectum and urethra which is inereased on walking.

Serual powers.—No note made.

Eramination.—The patient is rather emaciated, but with lips of zood
color. The pulse is 64 to the minute, volume good, moderate arterioscle-
rozis. Chest and abdomen are negative.

Fenitalin.—The left epididymis is enlarged and tender.

Rectal—The prostate is slightly enlarged, contour is rounded, consist-
ence soft, no nodules and no induration. Rizht seminal vesicle is soft,
the left slizhtly indurated.

Urinalysis.—Cloudy, alkaline. Sp. gr. 1018. Microscopically, pus cells,
blood, and bacteria.

Cystoscopic eramination.—A coudd catheter passes easily and finds 230
ce. of urine present. The patient has complete retention of urine. The
cystoscope shows four stones, two small and two fairly large, all fairly
smooth and white in color. Study of the prostatic orifice shows a small
median lobe with a shallow suleus on either side. The lateral lobes are
very little enlarged, and there iz no ecleft between them in front. With
finger in rectum and cystoscope in urethra the beak can be felt and the
thickness in median portion is only moderately greater than normal.

I. Operation, April 13, 1903 —Ether. Litholapaxy. The larzest stone
caught had a diameter of about 3 em. Considerable difficuliy was experi-
enced in getting the caleuli, owing to the trabeculated condition of the
bladder and the middle lobe of the prostate, but as no * elicks " were fin-
ally obtained by the evacuating tube no further attempts were made,

Convalescence.—The patient did not eonvaleses well. The temperatura
rose only to 100.5%, but he suffered greatly with pain so that the retained
catheter had to be withdrawn. Aftsr that he was catheterized every three
-0r four hours, but he became irrational and weak. It was evident that an-
other operation was necessary to relieve the prostatic olbistruction.

I1. Operation, April 2§, 1903 —Bottini operation. Cocaine and morphia.
Three cuts with blade No. 3. A posterior median 1.8 cm. long, right lat-
eral 2 em. long, left lateral 2.2 em. long. There was very little hemorrhage
and the patient suffered little. A ecatheter was fastened in the penis for
continuous dl_'ainage.

Convalescence.—The patient convalesced poorly. He had a slight fever,
suffered considerable pain, voided with difficulty and had considerable re-
sidual urine for which catheterization was necezsary. For many days he
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was uremic and irrational and had a severe bronchitis. He was treated
by active hydrotherapy and was kept in a. wheel-chair as much as possible.
He finally left the hospital June 1, rational, but very weak, voiding urine
in small amounts, but still dependent upon a catheter.

February 1, 18045.—The patient has been unable to void urine and has
had to catheterize himself twice daily. He has suffered severely from
pain which was worse when he was on his feet, and as a result has re.
mained in bed continually. Examination showed a prostate very little
larger than normal with a finger in the rectum. The surface was irregu-
lar and the consistence hard. A silver catheter entered with ease and
found & large bladder. Careful searching failed to reveal a ealeulus. With
finger in rectum and catheter in urethra the tissues between the two were
very little greater than mormal, Perineal prostatectomy was advised, al-
though the patient was extremely weak.

II1. Operation. February 1, 1904 —8pinal anesthesia. Perineal prosta-
tectomy by the usual technigque. Two very small lateral lobes and a small
median bar were excized with considerable difficulty owing to their fibrous
character and adhesions to the capsule, urethra and bladder. A tear was
made in the urethra, but no mucous membrane was removed. The blad-
der was carefully searched with metal instruments and no stone was
found. The wound was clozsed as usual with the exception that a gauze
pack was placed between the posterior surface of the prostate and rectum
which was not examined for a tear and the levator muscles were not
drawn together with catgut sutures. The lateral cavities were also packed
with gauze and double catheter drainage was supplied. The anesthesia
was perfect. There was considerable shock after the operation and intra-
venous transfusion of 1000 cec. salt solution was given.

Convalescence.~—The patient reacted well, had no fever and suffered no
pain. On the day following the operation bubbles of gas passed out
through the wound, and after the gauze was removed on the third day
fecal matter escaped through the wound. He convalesced slowly, but was
able to void naturally and without pain. The rectal fistula did not close
and urine escaped into the rectum and zas into the urethra. He left the
hospital on March 28, much improved in general health.

Qctober 89, 19045 —The patient continues to have pain, especially at the
end of urination, and the rectal fistula is still present. Examination with
the cystozcope shows three caleuli, one of moderate size in the bladder. No
prostatic enlargement was present. Urine is voided wvery frequently, and
most of it passes into the recium. The patient is wealk and emaciated.

IV. Operation, November 10, 100} —EKther. Suprapubic cystotomy for
drainage. Perineal operation to close rectal and urethral fistul® and to
remove vesical ealenli, The patient was first placed in the Trendelenberg
position, the hladder opened through a small incision and the ealeuli re-
moved. Examination showed no fistula in the bladder and no prostatic
obstruction. The vesical wall was then closed around a large rubber drain-
age tube and the patient placed in the lithotomy position. The rectal and
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the urethral openings were exposed through incisions in the old scar. The
rectal opening was small (less than 1 em. in diameter) and connected di-
rectly with the anterior portion of the prostatic urethra. After excision of
scar tizsue, the rectal wound was closed with interrupted sutures of fine
silk and reinforeed by a =econd row of fine silk and another row of catzut.
The urethral wound was also closed with fine silk sutures, and the cavity
hetween the two was lightly packed with gauze and the skin wound was
partly elosed with catgut. The patient stood the operation well and con-
valesced satisfactorily. The suprapubic drain was kept in place for about
four weeks until the perineal wound had healed completely. The rectal
and urethral fistula healed per primam and after the removal of the supra-
pubic drain this wound closed rapidly and normal urination was estab-
lished through the penis.

February 1, 1905 —Letter. I void urine naturally, retaining it six hours
during the night and about three hours during the day. I have a slizht
- irritation in the urethra but no pain. [ have no erections. My health is
fairly zood and I consider myself cured by the operation.

February 13, 1906.—The wounds have remained closed and there iz no
fistula. During the day I do not void urine for three or four hours, but
for some reason after retiring after 10 p. m., I awake at 1 a. m. to urinate
and after that I am awakened every two hours with a desire to urinate.
My general health is fair, but I am getting old. I do not have erections.

May 11, 1805 —Letter. [ void urine naturally, three or four times during
the day, and not until the latter part of the night. I am then wakeful and
void frequently. I suffer no pain. [ do not have erections. My general
health is good, and I have gained in weight. I consider myself cured.

Pathological report.—The specimen, G. U, 86, consists of the prostate re-
moved in six pleces, and weighing in all about 15 gm. Each lateral lobe
was removed in two pieces and they are about equal in size. The median
lobe is in two pieces, The surfaces are irregular, congiderably torn, and on
section are rough and fibrous with here and there dilated acini and evident
gland tissue is seen. There is no arrangement in spheroids in some of
these pieces, but in others it is present.

Microscopic examination.—The hypertrophy iz of a rather mixed char-
acter, there being considerable areas in which hypertrophy is of a fibro-
muscular nature, and again other areas in which the acini are numerous,
and show the picture presented by the usual glandular hyperirophy. The
stroma contains a large amount of muscle, this being sometimes arranged
in definite bundles. In the more glandular areas the muscle is not so evi-
dent, although it is fairly abundant. There iz considerable round cellad
infiltration in the siroma. The arieries show a moderate degree of arterio-
aclerosis,

Case 29 —Considerable enlargement, laferal and median lobes. Seven
caleuli. Patient in poor condition. Cured. Followed 27 months.

No, 549, A. D, age 75, widowed, admitted February 11, 1904,
Complaint—"" Difficulty in urination, catheterism.”
He never had gonorrhoea.
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Present illness began six years ago with dificulty of urination and grad-
ually got worse until complete retention of urine came on five years ago.
He was then catheterized three times, but did not again reguire it until
two wears later, when he used the catheter four times. After that the
catheter was employed once in every two or three months until three
months ago, since which time he has used the catheter from three to four
times a day. He is now able to void very little without the catheter. Dur-
ing urination he occasionally has pain in the bladder and urethra. He has
not lost weight and his general health is excellent. Erections of the penis
are still present occasionally, but he has not attempted intercourze for
VEATrs,

Examination.—The patient is rather feeble in appearance, his arteries
are markedly sclerotic, but hiz pulse is reszular and of good guality, and
100 to the minute. The heart, lungs, and abdomen are negative.

Rectal eramination—The prostate iz econsiderably enlarged forming a
smooth elastic mass about the size of a small orange. The seminal vesicles
are not palpable, there iz no induration, no glands and the rectum iz not
adherent. -

Cystoscopic eramination.—A catheter passes with ease, but produces
hemorrhage. The cystoscope camme in contact with a caleulus in the pos-
terior portion of the prostatic urethra. There were present also three or
four ealeuli in the bladder, but it was impossible to get a satisfactory ex-
amination on account of hemorrhage.

Operalion, February 16, 1904 —Ether. Perineal prostatectomy by the
usual technique. The prostate was removed in three large and one small
pieces and weighed 91 grams. A small tear was made in the left lateral
wall of the urethra, but the bladder and the ejaculatory ducts were not in-
jured. After removal of the tractor a finger was inserted and a small
stone was found in the prostatic urethra and removed. A stone forceps
was then introduced in the bladder and six caleuli extracted through the
prostatic urethra. The four larger calculli measured 2x1.5x1.5 ¢cm. in
size. The lateral cavities were packed with gauze. A double catheter
drain was put in the bladder and the wound closed as usual. The patient

stood the operation well. Pulse at the end of the operation 108. Infusion
on table continued on return to ward.

Convalescence.—The patient convalesced slowly, but had very little fever.
The temperature for the first 17 days being normal, it then rose to 102°
and was accompanied by nausea and vomiting, but fell to normal the next
day. The tubes and ganze were removed on the 8th day. The patient was
out of bed on the 14th day, but was weak and his appetite was poor. After
the third week he improved slowly but steadily and was discharged on
the 28th day. At that time patient was able to retain urine for four hours,
voided freely, and had no incontinence. The wound was closed, and the
bladder held 240 cc. The fistula afterwards reopened and did not close
finally until three months after leaving hospital.
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March 15, 1905 —The patient volds twice during the night. There is
atill a slisht leakage through the perinenm. A silver catheter passes with
ease and finds only 5 ce. residual urine. The bladder iz contracted, holding
only 165 cc. on forced distention. The perineal fistula will admit a fine
probe,

March 22, 1845 —The bladder has been forcibly distended by hydraulic
pressure daily. T1inder ihis ireatment the capacity has increased from
165 to 240 cc in one week. He now volids eight times in 24 hours. The
perineal fistula is healed and he has complete control of urine which is
quite purulent and contains numerous baeilli.

May 20. 1904. Letter I can hold my urine six hours at night and four
hours in the day. I have not used a catheter and urination is satisfactory.
The fistula iz not closed and a few drops escape at each urination. I suf-
fer no pain, have no erections. My general health is good,

February I, 1905. Letter. I am cured. Can void urine naturally, gen-
erally four times during the day and twice at night, half a pint at a time.

November 3, 1505.—The wound is healed and the urination is normal.
I am entirely cured. My general health is excellent and T work on the
farm. I get up twice at night to urinate.

May 20, 1866, Letter. I void urine maturally, three or four times during
the day and once or twice at night, and in normal quantities. [ have no
pain, no erections, and have had no complications nor treatment. My gen-
eral health is good, and I consider myself cured.

Pathologicel report.—The specimen, G. U. 68, consists of three lobes of
the prostate which have been removed in seven pieces and weighs 91 zm.
The left lateral lobe consists of four pieces and weighs 33 gm. It is fairly
smooth, round, and on section shows considerable gland tissue with a fair
number of dilated ducts, and a small amount of stroma. The right lateral
lobe was removed in one piece, measuring 4 x5x 3 cm. in =zize, and is simi-
lar in appearance to the left. The median lobe has been removed in two
pieces and weighs £6 gm. It is more glandular and has more dilated acini
than the lateral lebes. No mucous membrane, no ejaculatory ducts, no
caleuli.

Microscopic eraminalion.—The hypertrophy iz a glandular one and much
the same character in all three lobes. The amount of stroma varies in
different portions, but as a whele the gland tizsue is in exeess. In the
lateral lobes there are areas of marked cystic dilatation, and the majority
of the acini are modérately dilated. In places there is the usual com-
plexity of the alveoli and evidence of glandular proliferation. In the
acini, which have undergone cystic degeneration, the epithelium is for the
most part of a low euocboidal type. In the middle lobe the alveoli do not
show as much evidence of cystic degeneration as in the lateral lobes, but
the ducts are considerably dilated. The stroma, which is rather dense in
character, is composed mostly of fibrous tissue, although in areas the
muscle predominates. No areas of prostatitis noted.
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Case 20 —Moderate enlargement of medien and lateral lobes. Large di-
verticulum iwith small orifice on anterior wall of Wadder. Excision of
diverticulum. Perineal prostatectomy. Cure. Followed 27 months.

No. 558. J. R. B., age 63, married, admitted February 18, 1904.

Complaint.—" Difficulty and frequency of urinatiomn. Pressure in the
lower abdomen.”

He has never had gonorrhea or previous urinary trouble.

Present illness began about two vears ago with slight difficulty, and fre-
quency of urination. Since then there has been a gradual increase in the
symptoms of obstruection and oceasionally he has attacks of pain, dull in
character, located in the perineum and neck of the bladder, and lasting only
a short time. At times he woids three or four times an hour, but at other
times goes as long as two hours without urinating. These attacks of great
frequency are not associated -with pain, but seem to be due to a constant
pressure in the lower abdomen and a desire to urinate which persists after
micturition. Sexnal powers are normal, but not entirely satisfactory.

Eramination.—Patient iz a healthy looking man. WVery slight arterio-
gclerosiz. The pulse is irregular and a presystolic murmur is present at
the apex. Percussion of the abdomen shows considerably distended blad-
der reaching almost to the umbilicus and an area of dulness extending up-
ward and outward from the bladder into the right iliac fossa. The zeni-
talia are mormal. The prostate iz moderately enlarged, smooth, elastic,
soft, without induration or nodules. The seminal vesicles are not palpable.
The urine is clear and acid. Sp. gr. 1020. No albumin, no sugar. The
prostatic secretion contains actively motile spermatozoa, lecithin bodies, a
great number of large granule cells and no pus cells,

Cystoscopic examination.—A coud? catheter passes with ease and with-
draws 1200 cc. residual urine. Study of the prostatic orifice shows a mod-
erate hypertrophy of both lateral lobes and a small median bar. The blad-
der is moderately trabeculated. On the anterior wall of the bladder about
2 em. diztance from the median line on the right side is the orifice 1 em.
in diameter of a large diverticulum. The cystoscope can easily be intro-
duced through this opening and shows a large extra-vesical cavity lined
with smooth mucous membrane and extending far backward along the
right lateral wall of the bladder. There is no cystitis present.

Note—0Owing to the position of the diverticulum and the small orifice
it was thought best to remove it at the same time that prostatectomy was
done.

Operation, February 22, 1590 —Ether. With the patient in the Trendelen-
berg position the anterior wall of the bladder was exposed in the median
line. Diverticulum was found to be of great size filling the space between
the bladder and right wall of the pelvis, the sacrum and the pelvic peri-
tonenm. It2 walls were very thin and it contained probably 500 cc. of
urine. It communicated with the bladder by a narrow orifice about 4 cm.
above the prostato-vesical juncture and £ cm. from the median line on the
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right side of the anterior wall of the bladder. The neck of the sac was
caught between two clamps, divided and then easily enucleated. The ori-
fice was then inverted and closed by a purse string catgut suture. The
bladder was not opened and the suprapubic muscular wound was clozed
with a small area for drainage. The patient was then placed in the litho-
tomy position and the prostate enucleated by the usual technigue. The
lateral lobes measured 3 x4 x5 cm. in size and the median bar about 3 em.
in diameter. The ejaculatory ducts and urethra were preserved with the
exception of a small tear that was made in removing the median bar
through the left lateral cavity. The wound was closed as uzual with double
tube drainage. There was very little hemorrhage and the patient stood the
operation well.

Convalescence~—Patient reacted well. Evening temperature between
100° and 101° for seven days, after that normal. The gauze was removed
from the perineal wound on the third day and the tubes on the fourth
day. The suprapubic gauze was removed on the fifth day, and there was
no leakage of urine through the suprapubic wound. On the tenth day
urine was still comingz through the perineal wound, but the patient had
perfect control and could retain his urine for =ix hours.

March 18, 1904 —Patient voids urine every three or four hours in the
dayv and five to six hours at night. The perineal wound is healed (closed
on the 26th day). TUrine is cloudy and contains pus cells and bacilli. Pa-
tient was treated aetively by urotropin and intravesical irrigations of
1 : 5000 nitrate of silver with the hope of removing the vesical infection,
but after one month’s treatment the urine =till contained bacilli. He was
then discharged, 25th day.

May 10, 1904 —The patient has used intravesical irrizations of horie
acid. Urotropin and helmatoel internally. Urine passes freely, but still
contains numerous bacilli. A catheter passes with ease. Residual urine
150 c¢c. The eystoscope shows a slight fold of mucous membrane at the
wvesical orifice in the median portion of the prostate. No prostatic lobes
present. At the site of the diverticular orifice is a small scar. With the
finger in the rectum and cystoscope in the urethra the amount of tissue is
no greater than normal.

May 31, 1904 —Urine is volded freely, a pint at a2 time. A catheter passes
wihout meeting any obstruction and finds only 5 cc. residual urine.

December 12, 1805 —The patient voids urine freely at intervals of five
or six hours. Often does not arise during the night to urinate. There
is no incontinence, but oceasionally a slight urgency. Erections and power
of intercourse have returned. A catheter passes easily, residual urine 30
ce., bladder capacity 550 ce. Urine slightly cloudy, with pus and bacteria.

May 8, 1906.—I void urine naturally at normal intervals, never more than
once at night, as much as a pint at a time. I have no pain. Sexual inter-
course is not entirely satisfactory, the power does not seem to be as strong.
My general health is good and I consider myself cured,

Yol. XIV.—15.
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CasgE 31 —Moderate hypertrophy of lateral lobes. No stone. No catheter
life. Cure.

Mo, 565. R. W. B, age 65, admitted February 26, 1004,

Tomplaint—" Frequent and difficult micturition.”

He had gonorrhea at the age of 20, but was thoroughly cured.

The present illmess bhegan about five years agzo with a sudden complete
retention of urine which was relieved by a hot bath, his physician being
unahble to pass a eatheter. For three days he had constant dribbling of
urine, but then passed a small caleulus and after that the urine came freely.
His physician found the prostate enlarged at that time, and since then his
symptoms have grown gradually worse. The catheter has only been used
three times and always produced considerable hemorrhage. FPain has been
very slight, and there has been very little loss of weight. Sexual powers
have diminizhed considerably during the past two years, and he haz had
no erections for severn: months. He now uringtes every hour during the
night and every two hours during the day without hemorrhage and only
slight pain.

Eramination.—A sturdy looking man with =oft arteriezs and good pulse.
The heart, lungs, genitalia and abdomen are negative. The prostate is
moderately enlarged, smooth, slightly indurated and uniform in consist-
ence. It is adherent laterally, and tender on pressure. The seminal vesi-
cles are not palpable. A catheter passes with ease and finds 180 cc. residual
urine. The bladder is irritable and contracted and will take only 195 cc.
of fluid. The cystoscope passed easily, but hemorrhage was produced,
making the examination unsatisfactory. TUrine acid, cloudy, albumen in
considerable amount, no sugar. Microscopically, pus cells, no bacteria.

Preliminary treatment.—Water in abundance, urotropin and catheteriza-
tion three times daily. 800 cc. was withdrawn at one time.

Operation, March 3, 1804 —Ether. Perineal prostatectomy by the usual
technigque. Two considerably enlarged lateral lobes were easily enucleated,
a small tear being made in the urethra. There was no median lobe present
and no caleulus. The ejaculatory ducts were preserved.

The wound was closed as usual with double tube drainage and light packs
for the lateral eavities. The patient was infused on the table and stood
the operation well, Pulse at the end 115. Continous irrigation on return
to the ward.

Lonvalegscence~The patient’s pulse was rather weak for several hours
after the operation, but was good the next day. The temperature rose to
101° on the day after the operation, and during the next nine days there
was an evening temperature generally between 100 and 101° and once
reaching 103°, after that it was practically normal. On the third day the
patient was stupid and slightly delirious and was infused. The gauze was
removed on the third day and the tubes on the fourth day. Urine began
to flow through the urethra on the sixth day, and on the 14th day the pa-
tient was able to retain urine for four hours. He was discharged from
the hospital on the 27th day in excellent condition with & pin-point fistula
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in the perineum. An attempt was made to pass a catheter, but ohstruction
was met with in the region of the membranous urethra. Filiforms were
then tried without success. The patient was able to void in a good stream,
and there was no evidence of stricture.

April 16, 1804, (Seventh weelk later).—I have been improving daily.
Only a few drops of urine pass through the fistula. T can hold urine for
five hours, have no pain, sleep well and have a good appetite.

May 17, 1804.—Letter. I ecan hold my urine five hours during the day,
but void about every two hours at night. The wound is closed and I can
empty my bladder. I pass one pint of urine at a time in a large stream
and without pain. I have had no erections. My general health iz good.

February I, 1905 —I can void urine normally end am cured. I wvoid
urine five times during the night, but only three timesz during the day
and in large amounts, about 830 ce. at a time. I have no pain. Erections
have been absent since several months before the operation. My zZeneral
health is good.

April 5, 1905.—Letter from physician. The patient died a few days ago
of pneumonia. During his illness urine contained pus, red blood corpuscles
and hyaline casts. His urinary trouble was relieved by the operation.

Pathological report.—The specimen, G. U. 69, consists of the lateral lobes
of the prostate, each removed in one plece and weizghs in all 26 gm. The
right lobe Is the larger and measures 5x 3 x 2.cm., weighs 18 gm., is enecap-
sulated, and on section shows numerons large spheroids with considerable
cystic dilatation and moderate amount of stroma. The left lobe weighs
8 gm., and measures 2.5x23x2 em. It i= similar in character to the
right, but is firmer and shows few dilated acini. A portion of the floor of
the urethra has been removed with the right lateral lobe, but the ejacu-
latory ducts are not present. No caleuli.

Microgeopic eramination—The hypertrophy in both lobes is of the
glandular type with dilatation of the acini, with numerous intraacinous
off-shoots from the peripheral wall and occasional areas of cyvstie degen-
eration. The adenomatous tissue is much in excess of the stroma which
contains more connective tissue than muscle. A few small areas of pros-
tatitis.

Case 32.—S8light enlargement of lateral and median portions. Vesical
caleulue. Contraction of bladder. Restriction of normal wrination. Con-
traction of bladder persists, Followed fwo years.

No, K653 W. P. R., age 64, widower, admitted March 5, 1904,

Complaint.—" Frequency of urination and pain.”

Gonorrhea at the age of 22, no gleet or stricture following.

Present illness began 1% months age with a slight smarting pain during
urination. Two months later his bladder became very irritable and uri-
nation frequent. Seven months ago he had hematuria for a week, and
since then frequency and pain have been on the increase.

&. P.—Urination is very frequent, at times every half hour. During and
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at the end of urination there is a severa pain in the bladder and urethra.
His gzeneral health is fairly zood. His sexual desire has been absent for
gix months and previous to this he has only occasionally had intercourse.

Hramination.—Patient is a pale, rather feeble-looking man. The chest,
abdomen and genitalia are negative.

Iectal—The prostate iz very little enlarged, flat, indurated, but smooth.
Seminal vesicles are palpable, enlarged and slightly indurated.

Urinalysis.—Cloudy, acid, 1023, considerable albumin, microscopically,
pus, epithelinm, red-blood corpuscles and baecilli.

Cystoscopic.—The catheter passes with ease and find very little residual
urine. The bladder is very irritable, much contracted and holds only 65
ce. The cystoscope shows gn irregular, chronically inflamed prostatic mar-
gin with a very small rounded median enlargement. The lateral lobes are
not at all intravesically enlarged. Just back of the prostatic orifice is a
fairly large stone, rough and brownish in color. It was impossible to ex-
amine the bladder satisfactorily. With finger in rectum and cystoscope
in urethra the median portion of the prostate is slizhtly increased.

Operation, March 7, 1004 —Ether. Perineal prostatectomy by the usual
technique. Lithotomy through the wound. Both lateral lobes were little
if at all enlarged, hard, very adherent and difficult to enucleate. The me-
dian portion of the prostate was so small that it could not be engaged with
the blade of the tractor, but was drawn by the index finger into the left
lateral cavity and enucleated there after division of close adhesion to the
mucous membrane. ‘The left lateral wall of the urethra was then divided
longitudinally, the vesical sphingter dilated, forceps introduced and a eal-
cenlug 3x2x11% em. in size removed. Double catheter drainage and light
packing for the lateral cavities. No suture of the urethral incision, clos-
ure of the skin as usual. Continuons irrigation and infusion. Patient stood
the operation well. Pulse at end 116.

Convalescence —The patient had no fever until 11 days after the opera-
tior He convalesced well. The continuous irrigation was kept up for 24
hours, the gauze was removed on the second day and the tubes on the third
day. The patient was out of bed on the fourth day. The fistula closed on
the 11th day. On the 13th day he was able to retain urine for three hours,
but passed some blood. On the 14th day there was considerable hemor-
rhage =0 that a retention catheter was inserted. Following this he had a
chill, temperature reaching 102°. 0On the 1%th day another hemorrhage
occurred and the eatheter again was inserted. After this he had no fur-
ther bleeding and left the hospital on the 28th day. At that time the urine
was clear, wound eclosed, general condition of the patient good. Micturi-
tion at intervals of about two hours.

April 20, 1904 —Urination is still frequent and examination shows that
the btladder only holds 190 cc.

June I, 1804 —The patient has been treated by hydraulie dilatation of
the bladder and its capacity iz now 310 cc. Urine iz voided in a large
stream without difficulty, at intervals of two and one-half hours.

July 8, 1904 —The bladder now contains 2390 cc.
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September 3, 1904.—A catheter passes with ease and finds no residnal
urine. The bladder capacity is 300 ce. He has used no intravesical irriga-
tions or dilatations for several months. He is advised to begin again.

February 1, 1905.—1 wvoid urine naturally five or six times during the
day and three or four times during the night without pain. I am cured,
but have had no erections. This disturbs me greatly.

March 29, 1905.—A fine opportunity was afforded, and I found that my
sexual powers were as good as ever. My youth has been renewed. I now
helieve in prostatectomy.

February 17, 1006 —Letter. [ void urine naturally, but guite often, ow-
ing t» contracture of the bladder. I generally urinate four or five times
during the night, but T have no pain and sometimes pass a glass full of
urine at a time. I have erections occasionally and have had very satisfac-
tory sexual intercourse. I have not continued to dilate my bladder as you
suggested. My general health is very good, and I have gained many pounds
in weight.

Pathological report—The specimen, G, 1. 72, consists of three pleces
representing the lateral and median portions of the prostate, and weighs
in all about 8 gm. The right lateral lobe measures 256 x 2 x 2 cm., is some-
what irregular, but fairly smooth, and on section shows gland tissue with
eonsiderable intervening stroma, some dilated duets, no spheroids and a
fairly thick capsule. The left lobe is smaller than the right, measuring
only 2x2x1.3 em., but is similar to the right in character. The median
bar is a small bit of tissue 1.5 x .8 X .6 cm, in size, and seems gquite fibrons.
No mucous membrane, no ejaculatory duct removed. An oval caleulus
about 3 x2x 1.5 cm. in size is present.

Microscopic eraminalion.—In both lateral lobes the h}'perl‘r‘:;l}ll}' iz a
richly glandular one, the stroma being comparatively small in amount.
The acini are moderately dilated and in areas show cystic dilatation.
There are the usual intra-acinons projections which in places assume a
papillomatous type. There is present quite a marked prostatitis with
numerous pus cells in the lumina of the ducts, and quite marked epithelial
proliferation and desquamation. The stroma contains considerably more
connective tissue than muscle, and there Is quite extensive round eell and
polynuclear cell infiltration with some areas of chronie inflammatory tizssue
formation. In the middle bar the glandular element is very much ex-
ceeded by the stroma. The acini are filled with proliferating and desgua-
mated epithelial cells. The microscopic picture seems to differ from the
normal only in the fact that there iz present quite a marked prostatitis.

Case 33.—8mall pedunculated median Ilobe. Vesical calewlus., Con-
tracted bladder. Catheter life. Result: Normal urination. Frequency and
‘pain owing fo contraction, possibly calewlus. Lived one year after opera-
tion. Death: Caouse? No autopsy.

No. 582. G. R. B, age 77, married. Seen in Rochester, New York, March
11, 1904.

Complaint.—" Difficulty, frequency and painful urination.”
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Mo history of gonorrhoea or previous urinary trouble. Present illness
hegan six vears ago with slight difficulty and frequency of urination which
increased gradually until he began the use of a catheter two years ago.
Since then he has been unable to void urine naturally, and he now has to
ugze g catheter every hour. He suffers considerably from pain at the end
of urination.

Eramination.—The patient is a very weak-looking man. He is pale and
pulse is noor. Chest and abdomen negative. The prostate is only slightly
hypertrophied, considerably indurated and tender. A catheter passes with
ease, Hetention of urine is complete. Bladder capacity small and bladder
very irritable. The cystozcope shows a small pedunculated median lobe,
a slight intravesical hypertrophy of hoth lateral lobes, and a vesical cal-
culus of medium size.

Operation, March 11, 1) —3pinal anesthesia with cocaine grains 4.
Prostatectomy by the usual technigue. The lateral lobes were only slightly
enlarged. It was impossible to engage the middle lobe with the tractor
or with the finger. As the urethra had to be dilated to remove the caleulus,
it was thought best to remove it throungh the dilated prostatic urethra,
which was done by means of a clamp. It proved to be about 2 em. long
and 2 em. in diameter. A stone 3x4 x2 cm. in size was then removed
through the urethra. The urethra and ejaculatory duects were preserved
intact. The usual closure was employed with double drainage tubes for
the bladder. Patient did not suffer pain in the operation upon the pros-
tate and his condition at the end was good. Continuous irrigation and a
submammary infusion of salt solution were given on refurn to the room.

Convalescence —The patient reacted well. The tubes and zauze were
removed on the third day. No complications.

Letter from Dy, Howard, June 5, 180§.—The patient looks very well. The
fistula has closed and he urinates freely. He walks about the ward and has
a normal pulze and temperature. Sounds are passed occasionally. The pa-
tient urinates every half an hour night and day, but the stream is large,
and he thinks he can empty his bladder. His chief complaint is severa
pain just back of the glans penis. He has no erections, but these were ab-
sent before operation.

Letter, February 1, 1905.—I1 void every hour and about two ounces at a
time. Pain is almost continually present in the penis. I do not use a
catheter. I am physically very wealk on account of the severe pain and
frequency of urination.

Note—His phyzicians reported that there was no rezidual urine prezent
and no stone, but the bladder was markedly contracted and markedly in-
flamed. They were advised to try dilatation of Lhe bladder by hydranlic
pressure, but apparently very little success attended their efforts, and pa-
tient died in the spring of 1905. No autopsy was obtained, but the obstrue-
tion to urination had apparently been completely removed.

Pathological report.—Specimen G. T, 97. The hypertrophy consizsts ahout
equally of gland tissue and stroma, the relative amounts varying in dif-
ferent areas. There seems but slight tendency to form spherical lobules.
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Microscopic erxamination.—The acini, as a rule, do not show the com-
plexity which one sees in more glandular prostates. They are, however,
for the most part dilated, and here and there show small cystic forma-
tion. The stroma is rather compact, and contains more connective tissue
than muscle. There are quite numerous areas of interstitial round cell
and polynueclear cell infiltration.

Casg 34.—8light enlergement of median and lateral lobes. 200 ecec. re-
gidunm. Diabetes mellitus. Complication: rectal necrogis, fistula. Sec-
ondary closure of rectum. Cure. Followed 26 months.

Mo, 581. J. K., age 65, married. Operated upon in Rochester, N. Y.,
March 11, 1904

Complaint—" Difficulty and frequency of urination.”

No history of gonorrhoea.

Present illness began 10 years ago with slight diffieulty of urination.
Sinee then there has been a gradual inerease in the difficulty and frequency
of micturition. He was catheterized first seven months ago and since then
has used the instrument at least once daily, but has not had complete re-
tention of urine,

&, P.—The patient catheterizes himself twice daily. After four or five
hours he begins to void, the interval being every two hours until cathe-
terized again. He has very little pain and his general health is zood.
Sexual powers are weakened. Erections are present occasionally and in-
tercourse possible, but ejaculations are very premature.

Eramination.—The patient looks well, his lips are of good color, and
the arteries are only slightly thickened. Chest, abdomen and genitalia
negative,

Rectal—The prostate is slightly enlarged, does not bulge into the rec-
tum, is smooth, but distinetly hard. The seminal vesicles are negative.

Cystoscopic examination was not made. A coudé catheter passes with
eaze and finds 200 cc. residual urine,

Urinalysis.—Cloudy, acid, sp. gr. 1025, no albumin. Sugar in small but
definite amount.

Nofte.—In view of the presence of sugar the operator would have put thsa
patient upon anti-diabetic treatment before performing prostatectomy had
the patient been in Baltimore. His general condition, however, was ex-
cellent, there were no sympioms of diabetes and his physician considered
the dizeaze of slight import. Operation was therefore agreed to,

Operation, March 11, 1905 —Chloroform. Perineal prostatectomy by the
usual technique. The lateral lobes are very little larger than normal and
quite adherent in the deeper portion, but were fairly easily enucleated each
in one piece. The middle lobe could not be engaged with the blade of the
tractor and that instrument wes withdrawn. With a finger in the urethra
& small pedunculated median lobe was pushed into the left lateral eavity
and there enucleated without removing any of the mucons membrane cov-
ering it. The middle lobe measured 1 %1 x.5 ¢m. in size. The sjaculatory
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duets were preserved and only one small tear was made in the urethra.
The wound was closed with double tube drainage and light packs for the
lateral ecavities. HExamination of the posterior portion of the wound with
the finger showed that no tear had been made in the rectum (but the lev-
ators were not drawn together as iz now done). The patient stood the
operation well. Continuous irrigation and infusion on return to room.
Instructions were given to start ithe gauze on the next day, to remove them
on the third day and the tubes on the fourth day. The operator left
Rochester five hours after the operation.

Convalescence.~—Complete notés not obtained. When the fubes were re-
moved on the fourth day & rectal fistula was dizcoverad.

March 25, 1904 —Letter. The patient is doing well, and the fistula is
smaller, but there is quite a hole in the rectal wall just above the sphine-
ter. The urine escapes through the perineum, but no feces or gas escape
through the urethra. The wound looks well.

On April 7 an incision was made in the bulbous urethra and a rubber
catheter inserted through it into the bladder for continuous drainage. It
was removed after 12 days, and for one weelk there was no escape of urine
through the original perineal wound, and the rectal fistula was greatly
contracted.

May I, 1914, —The perineal fistula has opened again, but it is very small
and does not leak until the bladder becomes distended. He voids urine
every three hours and has no dribbling.

Octaber G, 1904 —The patient presents himself for examination in Balti-
more. He wvoids urine at normal intervals, arising only once during the
night. There is no difficulty in urination, but the urine escapes partly
through the penis, through the rectum and through the perineal fistula.
Gas escapes through the urethra, but never any fecal matter. He has been
on anti-diabetic diet for four months and his urine has been free from
sugar. His general health is good.

Eramination.—At the apex of the perineal Incision is a small urinary
sinus. With finger in rectum a small rectal fistula is found just ahove the
sphincter ani. The outlines of the prostate cannot be made out, The
urine is acid, slightly purulent and contains 2¢, sugar.

Preliniinary treatment—The urine contained very little sugar, the sp.
gr. from 1020 to 1027. The patient was Kept on anti-diabetic diet for 12
days previous to operation. The specific gravity varied from 1015 to
1020, there was no sugar or acetone present. For two days previous to the
operation bicarbonate of soda, grains 15, was given every four hours.

Operation, October I8, 1304 —Ether. Suprapubic cystotomy for drain-
age. Closure of rectal and urethral fistula through perineal incision. A
very small suprapubie incision was made. The finger showed a normal
proztatic orifice and no foreign body. A large drainage tube was inserted,
and the bladder closéd round it. The patient was then placed in the litho-
tomy position, and a probe paszed through the fistula into the rectum and
another into the urethra. Incisions were then made in the old scar and
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the fistul® excised. The urethral opening was found to he about 1 em.
long, that into the rectum was smaller. After excising all cicatricial tizssue
the rectal opening was closed with a double layer of mattress sutures of
fine silk. The urethral opening, which was found to be in the membranous
urethra, was similarly closed. The levator ani muscles were drawn to-
gether over the rectum with interrupted sutures of catgut. The wound
was lightly packed and partially closed with interrupted sutures of cat-
gut. The patient was infused on the table and stood the operation well.
Pulse at the end 95.

Convalescence.—The patient reacted well. On the day after the opera-
tion he' was given an infusion 1000 ec. salt solution containing 40 grains
of bicarbonate of soda. After that he received 30 grains of bicarbonate of
soda every four hours and a lead and opium pill, and morphia in small
amounts for seven davs. The gauze was removed on the 4th day. There
had been no escape of urine, all of which came throush the suprapubie
tube. The bowels were not moved until the 13th day, after he had re-
ceived castor oil and Rochelle salts by mouth and high retained oil enema.
The patient had been fairly comfortable up to the 12th day when he began
to complain of pain. Some fecal matter came through the perineal wound
and after that there was algo an escape of urine through the perineum.
The suprapubic drainage tube was not removed, and after nine days there
was no further escape of feces or urine through the perineum, and the
perineal wound healed by granulation. The suprapubie tube, however,
was not removed until the 328th day. The patient left the hospital
on the 55th day. At that time patient voided naturally, without pain.
Rectal examination showed the closure of the rectal fistula, the
gsuprapubic and perineal wounds were also closed. Silver catheter passed
with ease, there was no residual urine present, no stone, the bladder was
contracted, but its exact size not determined. Urine was clear, acid, con-
tained no sugar, but pus cells and bacilli in moderate number. The pa-
tient has been eating meat, eggs. onions, cabbage, and asparagus,

February I, 1905 —Letter. I void urine naturally at intervals of three
hours, have no pain and consider myself cured. 1 have had no erections.

November 30, 1905.—I void urine once at night and about every two
hours in the day, suffer no pain. I have erections at times, but have not
had intercourse. The wounds have remained closed. My general health is
excellent and I have gained in weight,

Moy 10, 1006.—Letter. I void urine naturally at rezular intervals, arise
about once at night to urinate. Have no paln, no erections. My general
health is good, I have gained in weight. The wounds have remained
closed, and I consider myself eured.

Pathological veport.—The specimen, G. T. 71, consists of three lobes
of the prostate each removed in one piece, and weighs in all about
10 gm. The median lobe is somewhat pear-shaped, and measures 1.2x1
x1.5 em. One lateral lobe measures 2.5x2.5x 1.5 cm. and the other about
2 em. in diameter. Each of the lobes iz globular in shape, encapsulated,
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and on section is fairly homogeneous with very little stroma in places; in
other places it is more pronounced with spheroid formation. No areas of
induration. No mucous membrane has been removed. The ejaculatory
ducts are not present.

Microscopic erxamination.—The gland tissue is very much in excess
of the stroma and for the most part arranged in lobules. The acini
are for the most part considerably dilated with occasional cystic degenera-
tion of an acinus. The acini show the usual complexity and proliferation.
The stroma is compact, the connective tissue being slightly in eXcess of
the muscle. Some corpora amylacea are seen. A few small areas of pros-
tatitis are present. The hypertrophy is of the same type in all three lobes.

Case 35.—Moderate hypertrophy of median and lateral lobes. Cured.
No. 585. 5. 5., age T2, married, admitted March 21, 1904.
Complaint.—"" Difficulty of urination. Catheterism.”

No history of gonorrhoea.

Present illness began four years ago with difficulty and frequency of
urination which gradually increased until two ¥ears ago when complete
retention of urine set in and patient had to be catheterized. For the next
gix months the catheter was used four or five times during the day. After
that for a time he voided naturally, but during the past 1% months the
catheter has been necessary.

H. P—The patient uses the ecatheter five times in 24 hours, retention of
urine being complete. He secretes about 10 pints of urine in 24 hours, and
usually finds two pints each time with the catheter. He hasz not suffered
pain nor hematuria and his gemeral health has been good. Erections
present, sexual powers normal.

Eramination—The patient is a sturdy-looking man. Lips and mucous
membranes of good color. Both lungs are emphysematous. The heart is
difficult to outline, but the sounds are clear, though the rhythm is exceed-
ingly irrezular.

Rectal eramination.—The prostate is moderately hypertrophied, rounded,
smooth, elastic, soft. The seminal vesicles cannot be reached.

Cystoscopic eramination.—A large cond@ catheter passes with ease. The
bladder capacity is large, retention of urine is complete., The cystoscope
encounters hemorrhage, making the examination unsatisfactory. The
presence of a fairly large middle lobe and slight bilateral intravesical hy-
pertrophy is made out. It is impossible to examine the bladder satis-
factorily.

Urinalysis.—2p. gr. 1012, acid, albumin a trace, microscopically, pus and
bacteria.

Operation, March 22, 1904 —Ether. Perineal prostatectomy by the usual
technique. The patient was a very large man and the perineum very thick
and the prostate deep. Each lateral lobe was removed in two pieces. The
middle lobe was drawn by the tractor into the left lateral cavity and enu-
cleated without removing any mucous membrane. Examination with the



Study of 145 Cases of Perineal Prostatectomy. 221

finger in the urethra showed no remaining hypertrophied tissue. The ure-
thra was torn, but no mucous membrane was removed and the floor and
ejaculatory ducts were preserved intact. An infusion was given on the
table, the wound was elosed as usual with double tube drainage and light
packs for the lateral cavities. Condition at the end of the operation was
excellent, pulse being 95. Continuous vesical irrigation was instituted on
return to ward.

Convalescence.—~—The patient reacted well, hizhest temperature was 1007
on the day following the operation, and after that it was practically normal.
The gauze was removed on the second day, and the tubes on the third day.
There was fairly considerable bleeding for 24 hours after the operation
and the patient was infused a second time. Pulse did not rise above 100,
however. Urine passed through the urethra on the ninth day, interval uri-
nation having been present for several days. The patient was up in a
chair during the first week. He was discharged April 18 (27th day). He
has not had instrumentation. His condition was excellent, could retain
urine for three or four hours and only a small amount came through the
fistula which was not yvet closed. There had been no complications,

May 20, 1904 —Letter. I urinate every hour during the day and five
times at night. There iz no fistula. I void half a pint at a time and feel
that I ecan empty my bladder. Urination is satisfactory, I have no pain
and I have not used a catheter. Urine is very foul. I have not had erec-
tions. My general health is fairly good.

Pathological reporf.—The specimen, G. U. 75, consists of the lateral and
median lobes of the prostate removed in six pieces, and weizhing in all
20 gm. The right lobe is composed of two pieces, the left of three pieces,
and the median of ons piece. All of the lobes are composed of large sphe-
roids, loosely bound together. On section numerous small and enlarged
spheroids are seen. The median lobe measures 2x2x 1.5 cm., and con-
sists of a globular mass about 1.5 cm. in diameter upon a flat base. The
consistence i3 averywhere elastic, and the section shows numerous dilated
acini. No caleuli and no areas suggesting malignancy are present.

Microgcopic eramination.—The hypertrophy i= a glandular one with
areas of considerable cystic dilatation and areas of rather marked glandu-
lar proliferation. The stroma is formed mostly of fairly cellular con-
nective tissue, although here and there is some embryonic tissue. The
muscle is quite insignificant in amount. Some endoglandular prostatitis
is present, with occasional infiltration of the periacinous stroma. The
blood vessels show only slight thickening,

CASE 36.—Moderate enlargement of lateral lotes of prostate. Residual
urine 10 cc. Bladder contracted, capacity 50. Vesical caleulus. Cured.
Followed two years,

No. 106. J. W. L., age 72, married, admitted March 29, 1904.

Complaint.—" Frequent and painful urination.”

o history of gonorrheea.
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Present illness hegan about five years ago with inereased frequency of
urination. Shortly afterwards he passed a small caleulus, and during the
next six months 20 more caleuli. In MNovember, 1899, he came to the hos-
pital complaining of painful and frequent urination which occurred at
least four times every nizht, and often every 15 minutes.

Examination showed a slightly enlarged prostate, but the catheter
showed no residual urine. ‘The bladder was irritable and held only 100
ece. He was earefully searched with a metal searcher, but no caleulus was
detected. Several days later the cystoscope showed a large oval caleulus
in a pouch back of the interureteral ligament. On December 24, 1899, lith-
olapaxy was performed under chloroform anesthesia. Considerable diffi-
culty was experienced in catching the fragments with the lithotrite and
the operation required one hour and a half.

January 15, 1901.—The patient has reacted well, voids urine without
pain, at intervals of every two hours. He is discharged.

March 29, 150} —Eighteen months ago the patient began again to pass
gravel. He now voids every hour in the night and every 156 minutes in
the day. The stream is slow, and small, but he suffers no pain, no hema-
turia. He has had no erections for four years, his general health is zood.

Examination.—Patient is well nourished, lips of good color. Heart,
lungs and abdomen are negative. There is slight arterio-sclerosis.

Rectal—The prostate is considerably enlarged in both lateral lobes.
The median furrow is deep and wide, and the notch is deep. The surface
iz smooth, eonsistence soft, no tenderness. The seminal vesicles cannot
he felt.

Urinalysis.—Cloudy, acid, sp. gr. 1018, no sugar, albumin slight, miero-
geopically, pus cells and bacilli.

Cystoscopic.—A coudé@ catheter passes easily, residual urine 10 cc., blad-
der capacity 50 ce. The lateral lobes of the prostate are moderately hyper-
trophied, there is a deep cleft between them in front and be-
hind. Resting on top of the two lateral lobes, with the eys-
toscope looking wupward, two stones are seem, as shown fin A
In series U, when the handle of the cystoscope is depressed the anterior
cleft becomes shallow and the caleuli occupy the larger part of the field.
When the handle of the eystoscope is elevated the caleuli disappear from
view and the anterior cleft becomes quite deep (2 and 3). In series D,
with the handle depressed a deep cleft is seen posteriorly. On gradually
glevating the handle of the cystoscope the lateral lobes are gradually sep-
arated and a median fold of mucous membrane appears and finally in 4 is
the only thing seen at the prostatic margin. Examination of the bladder
was unsatisfactory. With finger in rectum and cystoscope in urethra there
was very little increase in the median portion of the prostate.

Operation, March j§, 1905 —Ether. Perineal prostatectomy by the usual
technigue. Removal of two caleuli through wound. The lateral lobes
were removed each in two pleces. After removal of the first piece on each
side it seemed that all of the hypertrophied tizsue had been removed.
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Careful examination, however, revealed an intravesical lobule higsher up
on ach side, the blades of the tractor having slipped beneath them at the
beginning when traction was made. By pushing the tractor further into
the bladder, depressing and rotating the handle, it was possible to draw
down and enucleate these intravesical enlargements without tearing the
urethra or the bladder. The median portion of the prostate was not re-
moved, being very little hypertrophied. The tractor was then removed
and the left lateral wall of the urethra divided longitudinally with scis-
gors. The bladder orifice was dilated with a uterine dilator, a stone for-
ceps inserted and two caleuli easily extracted. The finger was inserted
and showed a very small bladder and no remaining prostatic enlargement.
The wound was closed as usual with double drainage tubes, and light
gauze packs for the lateral cavities. Infusion and continuous irrigation.
Patient stood the operation well, his pulse at the end heing 90.

Convalescence.—The highest temperature was 100.8° on the second day,
after the third day it was practieally normal. Continuous irrigation was
kept up for 24 hours. The gauze was removed on the third and the tubes
on the fourth day. The patient was out of bed on the sixth day. Urine
came through the urethra on the sighth day and the perineal fistula elosed
on the eleventh day. There was scarcely any incontinence after the opera
tion, and the patient was discharged on the 20th day, voidingz urine in a
large stream, every three hours during the day and with perfect control.

May 20, 1904 —I void urine at intervals of three hourgs during the day,
and four and ome-half at night, half a pint at a time. The wound is
closed and I feel well.

February 1, 1305 —Letter. I void urine naturally, three or four times
during the day and twice at night. I have no pain, no erections,

November 30, 1905 —Letter. [ urinate three or four times during the
day and twice at night. Half a pint at a time. Occasionally partial erec-
tions occur, not sufficient for intercourse. My health is excellent and 1
‘consider myself cured.

May ¥, 1906.—Letter. I void naturally from four to six times a day, and
once or twice at night when I drink much water. The largezt amount
volded at one time iz about one-third of a pint. I have no pain, no erec-
tions. I have had no complications, and my general health is good. I
have gained in weight and consider myself cured.

Pathological report.—The specimen, G. U. 76, consists of the two lateral
lobes of the prostate, each removed in two pieces, and weizhing in all 21
gm. The surfaces of the specimens are irregularly lobulated and of uni-
form consistency. On section numerous spheroids are seen, but very few
dilated ducts, the consistence being more homogeneous than usual. The
rizht lateral lobe weighs 11 gm., and measures 4.5 X 2.6 X 2 em. The left
lobe weighs 10 gm. and measures 5x 2x2 em. Two smooth white calenli
measuring each about 2.5 cm. in diamefer have been removed.

Microscopic ezaminalion.—The hypertrophy is of a rather glandular ap-
pearance with arrangement in lobules and there is condensation of the
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perilobular tissue. The tissue presents nothing but the usual glandular
hypertrophy except that there is quite extensive prostatitis present, with
glandular proliferation and degenmeration of the epithelial cells, and fairly
extensive round cell and polynuclear cell infiltration of the stroma and
the formation of some chronic inflammatory tizssue. In many of the ducts
quite numerous pus cells are present.

Casg 37T—8mall hard prostate. Slight medign enlargement. Multiple
vesical sepltae and diverticula. Operation. CTure. Contracture of bladder,
relieved by hydrawlic dilatation,

MNo. f91. W. B. E, age 47, married, admitted March 31, 1904.

Complaint—"" Irritable bladder.”

The patient had gonorrhea at the age of 18 and following it gleet and
stricture.

Was married at the age of 27 and his wife had no children.

Present illness began 12 years ago with frequeney and difficulty of uri-
nation and pain in the back. Four months later an encysted caleulus was
removed by Dr. Fenger of Chicago through a suprapubic incision. The
suprapubic sinus did not heal for five months, but after that the patient
was free from symptoms for six months. Another caleuius was then
found and removed by litholapaxy and the patient remained well for three
years. He was then catheterized and five ounces of residual urine discov-
ered. For three weeks his bladder was irrigated through a catheter with
miuch improvement. After that he was treated by various men, and at
times was quite well, and at others had considerable difficulty and fre-
quency of urination. For the past two yvears he has been unable to work.
Has treated himself off and on with intravesical irrigations through the
catheter, usnally finding three ounces of residual urine and a contracted
bladder. For the past three months the patient has catheterized himself
regularly at bed time, generally withdrawing seven ounces of residual
urine, and in this way has been able to sleep four or five hours before
arising to urinate. Urination is difficult and he often has to strain. He
voids about every hour, but has no pain except when urination is particu-
larly difficult. His general health is good. His sexual powers are normal
with the exception that ejaculation is somewhat precocious.

Eramination—The patient iz a healthy looking man with lips of zood
color. The heart and lungs are negative. Abdomen negative with the ex-
ception of an old suprapubic =car.

Rectal eramination.—The prostate is slizhtly en:arged. The consistence
is quite hard, particularly the right lateral lobe which is very hard, the
surface is smooth and there are no nodules. The seminal vesicles are not
palpable, and there iz no induration in this region. A catheter passes with
ease and finds 180 cec. residual urine. Bladder capacity is about 300 ce.
The cystoscope shows a slisht hypertrophy of the left lateral and median
portions of the prostate with a deep cleft between. Th rizht lateral lobe
iz not enlarged and there is no cleft between the lateral lobes in front.
The trigone is drawn behind the median bar so that it is impossible to
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gep the ureters. The bladder is markedly inflamed, trabeculated and sev-
eral prominent irregular septa are present, and between these, deep pouches
and three diverticula with large orifices are seen. The diverticula occupy
the two lateral walls of the bladder, and there is apparently no danger of
constriction of the orifices or of pressure upon the ureters. With the
finger in the rectum and cystoscopa in the urethra a definite increase in
the median portion iz found.

Urinalysis.—Very cloudy, acid, albumin in small amount, no Ssugar.
Microscopically, pus in considerable amount.

Noite.—The patient was treated by catheterization and intravesical irri-
gation, prostatic massage and urethral dilatation from Mareh 21 to April
19. Under this treatment the bladder became less irritable, but the amount
of residual urine increased, at least 400 cec, being present. Perineal pros-
tatectomy was decided upon, although there was very little enlargement
present.

Operation, April 19, 1904 —BEther. Perineal prostatectomy by the usual
technigue. The lateral lobes were very small, weighing about 7 gm. each.
The median enlargement was even smaller, and was removed with the as-
gistance of a finger in the urethra through the right lateral eavity. No
other enlargement was present. Examination of the bladder with the fin-
ger showed a broad shallow pouch behind the interureteral ligament, be-
hind which there was a transverse septum; the diverticula were out of
reach. The ejaculatory ducts, urethra and bladder were preserved intact.
The lateral cavities were packed with ganze, douhle tube drainagze for the
bladder through the perineum was supplied and the wound cloged as usual.
There was wvery little hemorrhage and the patient’s condition was excel-
lent.

Convalescence.—The patient reacted well. The gauze was removed on
the fifth and the tubes on the sixth day. He was walking on the ninth day
and on the thirteenth began to void through the penis. On the sixteenth
day the perineal wound did not leak for a day. Temperature ro=e to
100.6 on the day after the operation, but after that it was practically
normal.

May ¥, 18045 —The perineal wound is still open. The patient has not
been instrumented since the operation. He volds his urine about every
three and ome-half hours. Has no dribbling and no pain. Is discharged
from the hospital to-day (18th day).

June 1, 190 —3mall urinary fistula iz still present in the perineam.
Examination shows that it is extremely small and will not admit a probe.
The small fistula gimlet can ba screwed in with ease, and by this means
the fistula is thoroughly curetied.

June 7, 1804 —The fistula closed at once after the enrettement with the
gimlet and there has been no leakage for a weelk. The patient is drinking
large amounts of water and is voiding 325 ce. of urine at a time. The
stream is large and urination is entirely satisfactory. Erections have re-
turned. A ecatheter passes with ease and finds 100 ce. residual urine. The
bladder is slightly contracted, The patient is discharged.



226 Hugh H. Young.

Note.—The residual urine in this case ig probably due to the diverticula
which have not the muscular power to empty themselves, but can be
drained by a catheter.

Juine 28, 1905.—1 am feeling well, but the wound broke open on the way
home,

November 17, 1904.—My wound iz completely healed, it closed two
months ago. I have gained 30 pounds in weight. My urine is still guite
cloudy and I am troubled sometimes with frequency of urination.

February 1, 1905.—1I can void urine normally, and consider myself cured.
I have not used a catheter or sound since the operation. [ suffer no pain.
Erections have returned and intercourse is mormal. [ urinate three times
during the night and five times during the day. My general health is ex-
cellent.

Nopember 30, 1005 —1 void urine naturally and consider myself cured.
I do not arise at all at night to urinate az a rule, but sometimes once. [
void about 250 ce. at a time. Suffer no pain. Erections and intercourse
are normal. My fistula is closed and I have complete control.

February 27, 1906.—The patient returns for examination. He has had
no treatment since his discharge, and has not required eatheterization.
He has heen able to void without difficulty or pain, but there has been a
gradual shortening of the interval between urinations, and he now arises
four or five times at night to urinate, and voids every two hours during
the day. He has perfect control, and no dribbling at the end of urination.

Bexual powers.—Erections and intercourse are normal. (Just as strong
az before operation.) The patient looks well, and the wound is firmly
closed. Rectal examination is megative. The urine is acid, very cloudy,
sp. zr. 1011, and contains albumin in considerable amount, and baeilli
and pus cells.

Cystoscopic—A silver catheter passes with ease and finds only 30 cc.
residnal urine. The bladder iz contracted and admits only 150 ce. of fluid.
(The patient is able to retain, however, over 200 cc, of urine.) There is
no stricture present., The cystoscope shows no enlargement of the lateral
lobes and mo sulei between them. There is a slight, thin, but definitely ele-
vated median fold or bar with a slight pouch behind it. Study of the
bladder shows that the diverticula are still present, but apparently much
gemaller than before operation. The broad transverse ridee on the pos-
terior wall with a pouch in front and with two diverticula on each side
iz seem. With finger in rectum and cystoscope in urethra the beak is
easily felt, and there is no increase of the median portion of the prostate
made out. The lateral lobes are much smaller.

Mareh 17, 1906.—The patient has been treated for three weeks, the blad-
der being dilated twice daily by hvdraulic pressure. The Kollmann dilator
has been used about 10 times, although no stricture has been detected, and
it has been easy to dilate the urethra up to No. 37-F. The bladder has
gradually enlarged by hydraulic dilatations. At first it was possible to get
in only about 150 cc. and the amount voided was never over 125 cc. The
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patient is now able to void 325 cc. at one time, and urinates only about
twice at night, and at intervals of four hours during the day. A catheter
finds 30 ce, residual urine. Trine is still quite elondy and contains pus and
bacteria. Patlent is discharged and advized to continue irrigations.

Remark.—This case is a good example of markedly increased frequency’
of urination due to vesical contraction.

May 8, 1906G.—Letter. [ void urine naturally about six times during the
day and twice at night, about eight ounces at a time. I have erections and
satisfactory sexual intercourse. My general health is excellent, and I con-
sider mys=elf cured.

Case 38.—Considerable enlargement of median and less of lateral lobes,
Catheterism. Pain, double epididymitis. Operation. Cure. Followed 18
months,

No. 613. G. T. C., age 65, married, admitted April 28, 1904.

Complaint.—" Difficulty of urination and catheterism.”

The patient had gonmorrhea at the age of 19; a light attack of which
was easily cured, without subsequent stricture or gleet.

Present illness began about 10 vears azo when he noticed for the first
time a slight difficulty in urination. After that there was a slow but grad-
ual increase in the difficulty and frequency, but he did not have complete
retention until two years ago. He did not require the catheter again until
one month ago, and since then has used it from two to five times every
day, but occasionally has been able to void small amounts. Ten days ago
both testicles became swollen. He =till has erections, but his sexual powers
are somewhat weakened.

Eraminagtion—The patient is a sturdy looking man with only slight ar-
teriosclerosis. A marked aortic stenosis iz present. Each epididvmis is
indurated and enlarged. On rectal examination the prostate is found
markedly enlarged, being about the size of A medium-sized orange, smooth,
elastic and soft, regular in centour with no nodules nor induration. The
median furrow iz shallow and the notch is replaced by a prominence, the
upper end of which can just be reached. The seminal vesicles can not be
palpated. Urine acid, cloudy, and contains albumin, pus and epithelial
cells, and numerous bacilli.

Cystogcopic evamingtion.—A coudd catheter passes with ease and finds
100 ec. residual urine (patient says he usually finds 500 ce.). The cysto-
geope shows a large median lobe with a deep szuleus on each =ide of it.
The lateral lobes do not project far into the bladder, and there is no cleft
between them in fromt. The bladder wall is considerably trabeculated and
numerous pouches are seen. With the finger in the rectum and eystoscope
in the urethra the beak could not be felt and the mass between the two
was considerable.

Preliminary treatment.—Frequent catheterization. Large amounts of
water and urotropin by mouth.

Vol. XIV.—186.
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Operation, May 6, 190} —Ether. Perineal prostatectomy by the usual
technique. The prostate was enucleated in four pieces, the two lateral
lobes each in one piece, and the median lobe in two pieces, one-half through
each lateral eavity. The urethra, ejaculatory ducts and bladder were pre-
* gerved intact, There was only a moderate amount of hemorrhage. The
wound was closed as usual with gauze packing for the lateral cavities and
double drainage tube for the bladder. Submammary infusion was given
on the table and a continuous irrigation for the bladder was given for
about 48 hours after the operation.

Convalescence.—The patient stood the operation well. The ganze was
pulled out on the third day and the tubes on the fourth. The fistula closed
three weelis after the operation, and the patient went home on the twenty-
sixth day. Highest temperature 101.6° on the fourth day.

June 4, 1904 —The patient voids at intervals of from four to six hours,
He has no incontinence, and urination is normal. Erections have returned.

June 20, 1805 —The patient reporis urination normal. Sexual desire and
erections have returned.

Sepftember 22, 1904.—The patient goes to bed at 9 o’clock, arises to uri-
nate at 9 a. m.

November 30, 1805 —Urination is normal and the patient is able to retain
urine for from six to nine hours. He has had no instrumentation since op-
eration and voids urine in a large stream. Erections are the same as be-
fore operation and intercourse is indulged in. Has had no complication
since operation.

Pathological report.—The specimen, G. U. 285, consists of five pieces of
prostatic tissue representing the two lateral and the median lobe. Total
weight about 25 gm. The tissue is lobulated, consistency firm, but elastic.
On section the tissue is composed of spheroids in varying sizes with mod-
erate-sized interlacing bands of denser tissue. The ejaculatory ducts have
not been removed. No caleulus.

Microscopic eramination.—The hypertrophy is a lobulated moderately
glandular one in which the usual picture is greatly modified by inflamma-
tory changes. Over extensive areas the acini are small, separated by con-
siderable bands of stroma, and about the acini there is concentrically ar-
ranged considerable fibrous tissue. The gland ducts are filled with pus
cells, and degenerated and desquamated epithelial cells. In some lobules
where the prostatitiz is absent or small in amount the gland acini are
moderately dilated with serrated margin and lined by tall eylindrical
epithelium. The stroma iz about equal in amount to the gland tissue,
and it contains considerable excesz of connective over muscle tissue.
There is considerable inflammatory infiltration, and there has been consid-
erable inflammatory hypoplasia. The microscopic picture has been much
maodified by the extensive prostatitis. The blood vessels for the most part
seem practically normal.



Study of 145 Cases of Perineal Prostatectomy. 229

Casg 30.—8mall round median lobe. No lateral enlargement. Residual
urine 470 ce. Rectal fistula after operation. Closure at third operation.
Cure. Followed two years.

No. 630. B. M. G., age 62, widowed, admitted May 21, 1904.

Complaint.— Difficulty in urination. Catheterism.”

No history of gonorrhea.

Present illness began about eight years ago with slowness in starting
urination. After voiding a small amount there would be a sudden =stop-
page accompanied by pain, but after a little while he would be able to
void again. The diffieulty and frequeney of urination gradually
increased and ftwo years ago the difficulty was intense. In March,
1903, the patient had a severe attack of la grippe, and after that the
difficulty of urination and frequency of urination were very great for two
or three months. Then he began to improve and by November, 1903, he
was able to void urine without pain at intervals of from six to eight
hours. A month later, however, after a severe chill, urinary trouble
again became very distressing, urination being very freguent, difficult and
painful. About January 15, 1904, he was catheterized by hiz physician
and 14 ounces residual urine obfained. Since then he has used the cath-
eter about four times a day. Under this treatment he has improved con-
siderably.

5. P.—At present the patient uses the catheter night and morning. After
catheterization he does not void for three hours, but thenceforth voids
every hour or two until catheterized again. Urination is difficult, and he
suffers pain which is located in the neck of the bladder, and is worse at
the end of urination.

Nexual powers.—Erections are present, but he has not had intercourse
for 12 years.

Eramination.—The patient is a well nourished man with lips of good
ecolor, Heart, lungs and abdomen are nezative. Genitalia negative.

Rectal examination.—The prostate appears only slightly enlarsed, left
lobe being a little larger than the right. It is smooth, generally indurated,
but not of stony hardness. No nodules are to be felt, and the seminal
vesicles are soft. Urine cloudy, acid, sp. gr. 1010; trace of albumin, no
sugar. DMicroscopically, pus celis and bacilli. Prostatic secretion contains
many pus cells, few normal elements and no spermatozoa,

Cystoscopic eraminafion.—A catheter passes with ease and finds 470 ce.
residual urine. The cystoscope shows a small median lobe with a shallow
suleus on each side, the lateral lobes are not intravesically hypertrophied
and there are no clefts between them in front. The hladder is markedly
trabeculated, showing numerous small cellules and deep pouches. There
is mo foreizgn body and a cystitis of moderate degree iz present. With
finger in rectum and cystoscope in urethra the beak can be easily felt,
and the tissue in the median portion of the prostate seems only moderately
thickened.
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Operation, May 31, 15045 —Ether. Perineal prostatectomy by the usual
technigue with the exception that the rectum was not examined and the
levators were not approximated. The lateral lobes were only slightly en-
larged, very adherent to the capsule and urethra, but were successfully re-
moved each in one piece without injury of the mucous membrane or blad-
der. Attempt was made to engage the median lobe with one blade of the
tractor, but owing to its small size it was impossible, the tractor was then
withdrawn and after dilatation of the urethra with a glove sireicher, the
index finger of the left hand was inserted, and a wvery small, slightly
rounded median lobe was found and carried with difficulty by the finger
towards the left lateral cavity where it was removed with blunt and sharp
periosteal elevators. A small bit of mucous membrane which covered its
vesical surface was removed, but the urethra and ejaculatory ducts were
left intact. The wound was closed with double drainage tubes for the blad-
der: lateral cavities packed with gau=ze. It was not the custom then to
examine the rectum at the end of the operation nor to approximate the
levator muscles and neither of theze was done, otherwizse the closure was
as usnal. There was only a moderate amount of hemorrhage and the pa-
tient stood the operation well. Continuoas irrigation and submammary
infusions were both given on the table.

Convalescence.—The patient reacted well. Pulse at end of operation T0.
Temperature on night following operation 98.4°. Continuous irrigation
was discontinued after five hours, and the second day after the operation
hiz temperature arose to 108.8°. The patient complained of a severe pain
in the head and the abdomen. He was given an enema at 6 p. m. and
shortly afterwards complained of severe pain in the wound. On the third
day he continued to have pain in the abdomen and the wound and received
codeia several times and calomel. His temperature was 104.4% All gauze
was removed on the third day (no evidence of fecal fistula then).

June 3—Fourth day. The patient had a large fluid stool to-day, there
was a considerable discharge of feces from the wound when the bowels
moved. The patient still complains of pain in the wound. The drainage
tubes were removed to-day. At 9 p. m. the patient received a large
enema through a rectal tube and had a large fluid stool, but continued to
suffer a severe pain in the wound,

June 9, 1904 —His general condition is improving, and the patient is on
his feet every day. He has had several stools and is more comfortable.
The urine still escapes through the perineum.

June 11, 1905 —Night before last after an enema given with a large rec-
tal tube, about half of the fluid expelled came through the perineal wound.
The patient thought that gas had escaped through the wound on the day
previous.

July I, 1904 —The recto-urethral perineal fistula persists. All the urine
comes through the perineum and gas and feces also escape through it and
sometimes through the urethra. Examination with the finger shows an
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opening in the anterior wall of the rectum about one inch above the anus,
and large enough to admit the end of the finger. Left sided epididymitis
developed June 18, but subsided without operation.

Note—In reviewing the history it is evident that the rectum did not
brealk down until four days after the operation, as previous to that time
he had had numerous bowel movements without escape of either zas or
feces through the wound. Whether the necrosis was due to the enema or
the rectal tube or straining at stool, or to the unprotected condition of
the rectum, owing to the levators not beinz drawn together over it, it is
impossible to say, but a tear was probably not made at the operation.

Operation, July 2, 1804 —Ether. Separate closure of rectal and urethral
openings. Incisions were made in the previous wound and the fistule ex-
ciged., The rectum communicated with the wound by two fistulous open-
ings, first close to the anus where the opening would admit a finger tip,
and second 5 em. up where it also communicated with the posterior ure-
thra. These openings were joined and after excision of the edges closed
with interrupted fine gilk sutures, reinforcing sutures to cover in the first
row were carefully placed, bringing together considerable amount of
muscle in the line of suture. A urethrotomy wound was made in the bul-
bous urethra and a catheter inserted through it into the bladder. It was
found impracticable to close the urethral fistula. After packing the wound
lightly the skin was approximated on each side with catgut.

Conpalescence—July 9. Since operation the patient has had a great
deal of pain, requiring removal of retention catheter last night. ‘The
gauze was removed on the third day. Last night feces came through the
perineal wound as freely as before operation.

July 18, 1904 —The catheter has been replaced with the hope of getting
the rectal fistula to close.

July 28, 1904 —Although caunsing considerable pain the catheter was re-
tained until last night. The rectal opening is smaller, but liquid stools
still escape through it.

Auwgust 15, 1004 —The patient iz discharged. He now voids urine at in-
tervals of four hours without pain and in a large stream. Often all of
the urine comes through the meatus, at times there is an escape of urine
into the rectum, and only a few drops come through the perineal fistula.
Fecal matter does not come through the urethra or through the perineal
fistula, but gas occasionally passes through both,

Examination.—A eilver catheter passes into the bladder with ease. There
iz no residual urine present. The vesical tonicity is good, but the bladder
is somewhat contracted. Rectal examination shows a small opening in the
anterior wall. The patient is instructed to use the catheter with the hope
that the fistula will heal.

December 7, 125.—The patient’s health has improved greatly. He re-
tains his urine for five or six hours, and voids almost entirely through
the penis. The recto-urethral fistula has not closed and when his bowels
are loose a small amount of feces still escapes. He has had frequent re-
currences of painful epididymitis on both sides.
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Third operation, Februgry 6, 1905—By Drs. Pitts and Smith, of Provi-
dence, R, I. Perineal incision, exposure of rectal fistula, suture of edges;
drainage of bladder by means of a catheter. Urethral fistula not closed.
The catheter remained in place for several days. The patient was up on
the 16th day, and left the hospital on the 19th. Examination at end of
fourth week showed complete closure of the rectal wound, slight leakage
of the perineal fistula. Bladder holds 12 ounces and the patient does not
urinate for five or six hours.

November 12, 1005.—The patient voids urine without hesitation or diffi-
culty, has frequent erections and feels perfectly well. Examination shows
that the rectal wound is healed and the perineal fistula closed. Epididy-
mes indurated but painless. The urine is almost clear. Micturition nor-
mal. No residual urine.

May 8, 1906 —Letter. I void urine naturally, at intervals of about four
hours, often 16 ounces at a time. I soffer pain in the scrotum. Do not
have erections or intercourse. There is still a very small fisiula in the
perineum through which a few drops of urine eseape. I am entirely cured
of the obstruction to urination.

May 19, 1906.—The patient returns for examination. In addition to
above note he zayas that if he retains urine longer tham four hours thers
iz occasionally a slight escape of & very small amount of urine, perhaps a '
teaspoonful, but this is easily avoided by voiding urine at intervals of less
than four hours. There is no nocturnal incontinence.

Eramination.—The perineal prostatectomy wound and the rectal wound
are both firmly closed, and thera is no evidence of prostatic enlarzement
prezsent. A pin-point fistula at the site of the bulbous urethrotomy wound
persists. A silver catheter passes with ease. There is no residual urine
present, and the bladder capacity is 400 cc. There is no stricture present
Urine is arid and contains only a few pus eells. The fistula in the bulbous
urethra was almost completely excized, and no sutures introduced.

Pathological reporf.—The specimen, G. T. 84, consists of the three lobes
of the prostate each in one piece and weighs in all T gm. The right lobe
iz the larzest; it is fairly smooth, and firm in consistence. On section it
iz pale with small white dots in a grayish stroma, and is fibrous in feel.
It measures 2x1.7x1.3 em. The left lateral lobe iz somewhat smaller
and iz similar in character to the right. The median lobe has been torn
into three pieces, to one of which a small bit of mucous membrane has
been attached. One small lobule about 7 mm. in diameter represents most
of the lobe. No ejaculatory ducts, no calculi removed.

Microgcopic ergmingtion.—The prostate is very interesting microscop-
ically in that there is a very insignificant amount of gland tissue present.
The acini present are grouped in a few small areas. The
stroma contains considerably more musele than connective tissue,
the muscle filbers being often grouped together in bundles sur-
rounded by a small band of coonective tfissue with =mall strands
interlacing between the muscle fibers. The blood wvesszels do not seem
to show any particular amount of arteriosclerotic changes. On gross
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appearance this prostate presented none of the typical appearance
of benign hypertrophy, and microscopically there is no accumulation
of gland tissue in lobules. Here and there one finds an area where there
are rather numerous acini present which are somewhat dilated and present
the intraacinous proliferation which one sees in ordinary hypertrophy
cases, The median portion consists largely of fibrous tissue apparently of
inflammatory origin. Numerous arcas of prostatitis are also noted in ths
lateral lobes.

CasE 40.—Moderate enlargement of median and lateral lobes. Frequency
and dificulty of urination. Occasional hemalurig. Cured.

No. 612. R. W., age 63, single, admitted April 28, 1904,

Complaint—" Frequency of urination."

No history of gonorrhea.

Present illness began about four vears ago with difficulty of urination.
Since then there has been a slight increase in this trouble and a little
burning at the neck of the bladder. Two weeks ago hematuria occurred,
and the patient consulted a physician who advised prostatectomy.

8. P—Urination five or six times during "the day and four times at
night. Mo pain, but a slizht burning during urination. Micturition slow,
at times very difficult,

Seruagl powers.—Erections are still present, has not had intercourse for
VEArs,

Ezamination.—Patient is well nourished and his lips are of good color.
The lungs are negative, There is a moderately intense systolic murmur
at the apex and the area of cardiac dullness iz increased. Sounds at the
base are clear. The abdomen and genitalia are negative,

Rectal—The prostate is moderately hypertrophied, being about the size
of a small orange. It is smooth, soft, elastie, there are no nodules, the
median furrow and notch are obliterated. The seminal vesicles are nega-
tive.

Urinalysis.—Cloudy, acid, sp. gr. 1017, no sugar, a trace of albumin,
urea 19 grams per liter. Microscopically, pus cells and bacilli.

Cystoscopic examination.—A catheter passes with ease and finds 756 ce.
residual urine. The bladder capacity is diminished. The tonicity is ex-
cellent. The cystoscope shows a fairly large left lateral lobe, a lesser
right lateral lobe with a deep sulcus between them, a moderate sized me-
dian lobe with a deep sulens between it and the left lateral lebe and a
shallow sulcus between it and the right lateral lobe. The bladder is
trabeculated. There is a cystitis of moderate degree, no calenlus. With
finger in rectum and cystoscope in urethra, the beak can be easily felt,
the median portion of the prostate being moderately increased.

June 2, 180} —Patient returns for operation. He has taken urotropin
once daily and water in abundance. He has had no pain. Now voids
urine about every two hours during the day and every three hours
at night. His general health iz excellent.
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June 3, 1904 —0Operation. Ether. Perineal prostatectomy by the usual
technique. The lateral lobes were easily enucleated, but in removing the
left lateral, which was the larger, a tear was made in the vesical mucous
membrane covering its deeper portion. The median bar was removed, a
part with each lateral lobe. The tractor being withdrawn, a finger intro-
duced through the urethra into the bladder showed a small median ridge
which was very firmly adherent and less than 1 em. high. It seemed un-
necessary to remove this and nothing else was removed. The wound was
closed as usual with double tube drainage and light packs for the lateral
cavities. The patient stood the operation well, his pulse being 90 at the
end. On return to ward an infusion and continuous irrigation were
started,

Convalescence.—The patient reacted well. Temperature 101* on the
nizht after the operation, normal again after five days. The gauze was
removed on the second day, and tHe drainage tubes on the fourth day.
He began to walk on the sixth day, urine passed through the anterior
urethra on the eighth day, and the fistula closed completely on the twelfth
day. Control was established spon after removal of the tubes, and on the
eizghth day the patient was able to hold urine for several hours. He was
discharged on the 19th day, the wound closed, able to hold urine all night,
no dribbling, general condition excellent.

October I, 1804 —The patient has been treated by irrigations with the
hope of curing the bacilluria, but without success. He can hold urine for
six hours with comfort. The catheter meets no obstruction and finds no
rezidual urine. The bladder capacity is 500 ec. The cystoscope shows a
small bar in the median portion (which wag intentionally not removed at
operation), but this seems to cause no obstruction.

Februyary 1, 1805 —Letter. 1 am entirely cured. I void urine from three
to five times during the day and once or twice at night, large amounts at
a time. [ have no pain. Erections have not returned.

July 26, 1905, —Urine is retained from four to six hours during the day.

Stream large and free, control perfect. Had one erection two months
ago. Urine still contains baeilli.

Pathological report.—The specimen, G. T. 85, consists of the two lateral
lobes of the prostate, each removed in one piece and weighs in all 43 gm.
The left lateral lobe weighs 256 gm., measures 4 x 3 x 3 em.; presents a fairly
smooth external surface with well pronounced capsule, and on section
numerous gpheroids with considerable stroma and few dilated ducts. The
right lobe measures 3.5x3x 2.3 cm. and weighs 18 gm. It is similar in
character to the left. N¢ mucous membrane, no ejaculatory ducts, no
caleuli.

Microgscopic eramingtion.—The hypertrophy in both lateral lobes pre-
sents the usual picture of glandular hypertrophy. The acini are quite
dilated with complex lumina due to small inshoots in the periphery.
These inshoots at first contained a thin septum of connective tissue form-
ing a framework for the epithelium of which they are lined. and later on,



Study of 145 Cases of Perineal Prostatectomy. 235

as the zeptum increases in thickness, smooth musecle fibers are seen to be
present. In areas there iz rather marked cystic dilatation with flattening
of the lining epithelinum. The stroma seems to contain more glandular
elements than muscular fibers. The adenomatous tiszue sems to be ar-
ranged largely in lobules. Few small areas of interstitial inflammatory
infiltration are seen.

CasE 41.—Moderate hypertrophy of median and laferal fobes. Catheler-
ism. Cured. Followed 22 months.

No. 694. F. J. DD, age 75, married, admitted June 28, 1904,

Complaint—" Enlarged prostate. Suprapubie fistula.”

The patient had never had gonorrheea.

Present illness began 14 years ago when he began te have slight diffi-
culty in micturition which gradually inereased. About four yvears ago he
consulted a doctor who told him that he had an enlarged prostate and at-
tempted to pass a catheter buf without sucecess. Three months ago mic-
turition was very freguent and difficult, and he was catheterized for the
first time, and a large amount of urine withdrawn. After that he was
catheterized once a day by his physician. One month azgo he had an at-
tack of severe pain in the region of the right kidney which lasted several
hours and returned g week later. During the past two weeks he has suf-
fered considerably with pain in the bladder and has been catheterized
twice a day.

Status presens.—The patient is now catheterized three times daily,
about 500 ce. heing withdrawn each time. About five hours later he he-
zins to void and suffers congiderable pain until he is relieved by catheter.
He =ays that he occasionally has erections, but that he has not had sexual
desire or intercourze for several years.

Eramination—The patient is a well aourished man. Lips of good
color, heart and lungs negative. No tenderness in the region of the kid-
neys.

On rectal examination the prostate is found to be moderately and sym-
metrically enlarged, round, smooth and fairly soft; seminal vesicles not
indurated. The urine is slightly cloudy, sp. gr. 1010, acid, no suzar, al-
bumin a slight trace. Microscopically, pus and bacteria. Urea 27 grams
daily.

Preliminary treatment—Catheterization three times a day, urotropin
and water in large amounts by mouth. Total daily amount of urine
2500 ce.

Operation, July 2, 190§ —Ether. Perineal prostatectomy by the usual
technigque. The lateral lobes were of moderate size and the median lobe
quite small. In removing the latter a small tear was made in the urethra.
The wound was closed as usual with gauze packing in the lateral cavities
and double drainage tube in the bladder. The patient was infused on the

table, and hiz condition was good at the end of the operation. Pulse at
end 80,
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Convalescence—The patient reacted well and continuous irrigation was
kept up for 24 hours when the gauze was removed. The catheters werg
removed on the mext day. Urine hegan to flow through the penis on the
gixth day, and the perineal fistula closed on the tenth day. The patient
was out of bed on the fourth day and began to walk during the second
weal, Highest temperature 100.6% on the second day after the operation,
after that normal.

July 26. 1905.—The patient can hold his urine for five hours. Catheter
passes easily, shows no evidence of stricture and finds 40 cc. residual
urine. Bladder capacity is 300 ce. Urine is voided in a large stream, is
clear, acid, contains a few leucocytes and no bacteria. The patient dis-
charged, 24th day.

October 23, 1004 —Letter. I am a well man. I urinate once during the
night and every six hours during the day. I have ne incontinence, but if
1 do not promptly answer the call there may be a slight escape of urine,
but this is improving. 1 have regained my normal weight.

February I, 1905 —Letter. I void urine three times during the day and
once at might, about 250 cec. at a time, with a large stream and without
pain. I have occasional erections.

November 30, 1905 —Letter. The wound has remained closed. I wvoid
urine naturally three times during the day and once at night, about one-
half pint at a time. I suffer no pain, erections have returned and my gen-
eral health is excellent, and I think I am cured.

May & 1906 —Letter. I void urine naturally four times during the day
and once at night. I have no pain. Erections have returned. I have had
no complications, my general health is very good. [ have gained in weight
and consider myself cured.

Case 42 —Woderate enlargement of mediogn and lateral lohes, Catheter
life. Perineal prostatectomy: Incomplete operation ; return of obstruction.
HSecond perineal prostatectomy, tear into rectum, sulure. Result: FRecto-
wrethrel fistula. Complete relief of wrinary obstruction, Little discom-
fort.

No. 669. J.J. P, age 63, married, admitted July 14, 1904.

Complaint.—" Enlarged prostate. Catheterizm.”

MNo history of gonorrheoea.

Present fllness bezan about seven years ago with difficulty and frequency
of urination and pain along the urethra. A year later he was catheterized
and a large amount of residual urine discovered. Three years ago com-
plete retention of urine came on, and since then he has catheterized him-
gelf three times a day.

8, P—The patient iz unable to void and catheterizes himself four times
a day. Of late he has suffered considerably from pain in the prostate and
bladder. He has not lost weight, his general heaith is good. His sexual
powers are normal,

Bramination.—The patient is a healthy looking man with lips of zood
color, There iz no arteriosclerosis. Heart, lungs and abdomen are nega-
tive.
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Rectal ezamination.—The prostate is slightly enlarged in both lateral
lobes. The contour is irregular, but the consistence is soft. The seminal
vesicles could not be reached.

Urinalysis.—Cloudy, slightly acid, sp. gr. 1016, no sugar, no albumin.
Miecroscopically, a few pus cells and baeilli.

Cystoscopic eramination.—A large coud2 catheter passes with ease and
finds 300 ecc. urine present (retention of urine is complete). The bladder
is large and the tonicity i3 good. The cystoscope shows only slight intra-
vesieal hypertrophy of the two lateral lobes, and a small rounded median
lobe with a deep sulcus on both sides. The bladder is markedly trabecu-
lated and inflamed, numerous septa and deep pouches being present.
There are no calculi and no diverticula. With finger in rectum and cysto-
gcope in urethra the median portion of the prostate is moderately in-
creased,

Operation, July 15, 1904 —Ether. Perineal prostatectomy by the usual
technigue. The lateral lobes were only slightly enlarged and were very
adherent and each was removed in two pieces. It was impossibe to en-
gage the median lobe with the tractor which was then withdrawn and
the finger inserted. A small sessile median lobe, the zize of a pea, was
dizcovered and ecarried into the left lateral cavity by means of the index
finger of the left hand where it was enucleated by means of a sharp peri-
petal elevator, a small tear being made in the mucous membrane covering
it. After removal it measured 1 cm. in diameter. The ejaculatory ducts
and urethra were preserved intact. The wound was closed as usual with
double drainage tubes and lizght packs for the lateral cavities. The pa-
tient's condition at the end of the operation was good. Submammary in-
fusion was given on return to ward and continuous vesical irrigation was
instituted.

Convalescence—The patient reacted well, but had a slight temperature
for five days after the operation, reaching 101.7° on the second day. The
gauze was removed at the end of 30 hours, and the tubes on the next day,
The urine began to pass through the urethra on the 12th day. Epididy-
mitis developed on Lhe left side on the 18th day, and was accompanied by
fever which reached 104° and persisted for a week. On August 5 phlebitis
of the right saphenous vein developed. The patient left the hospital Aug-
ust 14. The perineal fistula was not healed, and urine very purulent.

Qctober 8, 1904 —The patient has had a very unsatisfactory convales-
cence. Both testicles have suppurated and had to be opened. He has had
considerable trouble from phlebitis and the fistula has never healed. He
voids urine in a fairly large stream, but has to arise three times during
the night, and a eatheter finds 500 ce. residual urine. Examination of the
prostate by rectum shows a fairly considerable cicatrixz, but no evidence
of remaining prostatic lobes. The cystoscope shows a very small but
rounded median bar, the lateral lobes are not at all enlarged.

July 15, 1905.—From January until May the patient felt well, used a
catheter at bed time and did not have to void during the night. Residual
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urine varied from 50 to 500 ec. During the day he voided at intervals of
two hours. About one month ago catheterization bebcame very difficult
and painful. For the past two weeks he has had to use the catheter three
times a day to prevent incontinence. Cystoscopic examination again
showed a small rounded median mass which evidently acted as an ob-
struction. With finger in rectum and cystoscope in urethra, a hard ring
surrounding the cystozcope was found in the region of the prostate.

The following remark was made: It was evident that the first opera-
tion did not completely remove the enlargement of the median portion of
the prostate and that there is definite obstruction in this region of a sub-
urethral rather than an intravesieal character. A second perineal opera-
tion iz advised with the object of removing this portion of the prostate,

July 17, I1905.—Operation. Ether. Inverted V-ineision through the
scar of previous operation. The prostate was very difficult to expose, ow-
ing to the considerable amount of cicatricial tissue and its intimate adhe-
sions to the rectum. In this dissection a small tear was made by the
finger in the rectum. This was closed apparently satisfactorily with three
layers of silk sutures. The urethra was opened through the left lateral
wall and the median portion of the prostate with some mucous mem-
brane was removed. This measured only 1x1x2 cm. in size, but very
fibrous and had to be excised with knife and scissors. A mass of tissue
measuring 2x11% x13% cm. in size was removed from the left lateral
lobe. The region of the right lateral lobe was not removed. The rectum
was covered over with the levator and musecles which were drawn to-
gether with eatgut sutures. The wound was closed as usual with double
tube drainage and light iodoform gauze packing.

Convalescence~—The patient reacted well, but had a slight fever for
four days. The gauze was removed on the ninth day and the tubes on the
tenth day.

July 30 —The patient iz up in a wheelchair. Urine has passed partly
through the penis since the seventh day. No evidence of reectal suture
breaking down.

August 1.—Bowels moved for the first time to-day. No evidence of
rectal suture giving way.

August 5—Bowels moving without pain. Urine passes through the
wound.

August 8 —Fecal matter passed through the penis with urine to-day.
Recto-urethral fistula present.

August 16.—No more fecal matter through the penis, but flatus escapes
through it. HReetal examination discloses a small opening in the bowel,
surrounded by considerable tizssue. ‘The perineal wound is healed except
for a pin-point sinus. The patient volds urine at intervals of three to
five hourz and most of the urine comes through the penis.

August 20 —Reectal and perineal fistuls persist. The patient has an oc-
casional severe pain in the urethra. He is discharged to-day.
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October 17, 1005 —Letter. [ pass urine three times during the night
and in the morning have a discharge of feces and urine from the rectum,
and urine coming from the penis twice before breakfast and generally
two or three times after breakfast. After the middle of the day the dis-
charges are less frequent and more controllable. The passage of fecal
matter through the penis iz growing less. I have pain before, during and
after the discharges, and constant soreness in perineum and testicles.

December 17, 1905 —Letter. The perineal fistula is closed (Nov. 1). I
void urine naturally about ten times during the day and four or five times
during the night, four ounces at a time. I suffer pain before, during and
after urination. I do not have erections. My general health is fair.

February G, I106.—Letter. The perineal wound is elosed, but there is
gtill a communication through the perineum and urethra through which
gas occasionally escapes into the urethra. About one-quarter of the urine
pazses throuzh the rectum, the rest i=s voided through the meatus. [ uri-
nate seven times during the day and four times at night, from two to four
punces at a time. I suffer much pain before, during and after urination,
but am comfortable when sitting still.

April 21, 1905 —~The recto-urethral fistula is still open, but no feces ever
pass through the penis, and when the bowels are very loose there iz only
a very slight coloring of the urine. Frequently no urine passes into the
rectum, but if he strains very hard (which he is in the habit of doing if
the urine does not flow at once) a small portion of urine passes into the
bowel, but this occurs very rarely. He voids urine in a good stream, with-
out difficulty, and at intervals of about six hours during the day. He often
does not get up at all during the night to urinate. He hasg practically no
pain, only a slight one when the bladder is very full. He looks well and
has zained in weight.

Examination—Patient voided 150 ce. of slightly cloudy, acid urine.
With the finger in the rectum a small fistulous opening is felt 4 em. above
the anus, There is no urine in the rectum, although the patient has just
voided,

Remark—The patient says he feels so comfortable, has so little trouble
on account of the fistula that he does not wish to have an operation to
cloge it. The prostatic obstruction seems to be completely relieved as a
result of the second operation.

Case 43 —Considerable enlargement of the lateral lobes. Catheterized
twice daily. Cured. No complications. Followed 21 months,

No. 689, J. 8. T., age 72, widower, admitted August 5, 1904.

Complaint.—" Incomplete retention of urine. Catheterism.”

Mo history of gonorrhea.

Pregsent illness began six years ago with intermittent attacks of fre-
quency of urination. About four years ago he began to have hemorrhages
from the urethra while asleep and occasionally during urination. These
eontinued at intervalz of three or four months In December, 1903, he
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began to suffer for the first time with difficulty and pain during urination.
A catheter drew off one quart of residual urine. Since then the patient
has been catheterized twice daily, but retention of urine has never heen
complete.

5. P—The patient is in good health, suffers no pain, is catheterized
night and morning. After about eight hours he begins to woid fre-
guently and with difficulty. The residual urine is usually a pint. No
note as to sexual powers.

Ezamination.—The patient is a sturdy-looking man, lips of good color.
The pulse is regular, 72 to the minute, and the arteries are not sclerotic.
The chest and abdomen are negative.

Rectal—The prostate is considerably enlarged, the left lobe being the
larger, and its upper end difficult to reach.” The prostate iz rounded,
smooth, elastic, there are no nodules or areas of induration. The semi-
nal vesicles are not palpable.

Cystoscopic examination.—A large coudd catheter passes with ease
and finds 650 ce. residual urine. Cystoscopy was unsatisfactory owing
to hemorrhage.

Urinalysis.—Cloudy, acid, sp. gr. 1022, no sugar, trace of albumin, urea
10 grams to the liter. Microseopically, pus cells and a few hyaline casts.

Operation, Auwgust 9, 190f.—Ether. Perineal prostatectomy by the
usual technigque. The lateral lobes of the prostate were easily enu-
cleated and were removed each In one pizce. The left lateral lobe was
the larger, measuring Sx5x6 em. in size. The right lobe measured
about 6 em. in diameter. No tear was made in the urethra or bladder.
An attempt was made to examine the wvesical orifice with a finger
through the urethra, but owing to the great length of the urethra this
was impossible. By pelpating the neck of the bladder against the
prostatic tractor, the operator concluded that there was little if any
median enlargement and nothing further was removed. The wound
was closed as usual with double catheter drainage. Light packs for
the lateral cavities, The patient stood the operation well. He was in-
fused on the table and continuous irrigation begun on return to ward.
His pulse at the end of the operation was 6.

Convalescence.—The temperature on the day following the operation
reached 102°, but returned to normal on the third day. After that there
was an evening temperature of 100° almost every day until August 20,
The gaunze and catheters were removed -n the third day. On the 11th
day half of the urine came through the urethra, and the patient was able
to hold his urine for four hours and was up and about. The perineal
fistula closed on the 16th day and the patient was discharged on the
17th day. At that time he had perfect control and retained his urine
for six hours or more and the wound =was closed. His condition was
excellent.

February I, 1805.~1 have not used a catheter since operation. I void
urine four times during the day and twice at night, about 400 cc. at a
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time. I have no pain and consider myself cured. [ have no erections.
My general health is excellent.

November 30, 1905—Letter. The wound remains healed. I wvoid
urine naturally, once at night, four to five times during the day, about
400 ecc. at & time. I have a slight burning in the urethra after urina-
tion. I have no erections. My general health is excellent, and I con-
sider myself cured.

May 7, 1906.—Letter. I void urine naturally about four times a day
and once at might, from 300 to 400 ce. at a time. I have no pain, no
erections. My general health is good and I consider myself cured.

Pathological report.—The specimen, G. U. 91, consists of the two lat-
eral lobes of the prostate, each of which has been removed in one small
piece, and weighs in all 78 gm. The left lobe is a large oval mass
£§x5x4 cm. in size and weighs 55 gm. It is composed of
lobules more or less encapsulated and firmly bound together. It is
elastic on section; and there are numerous large and small spheroids
with little intervening stroma, and few dilated acini. The right lobe
measures 5Xx4x 2.5 em. and weighs 23 gm. It is more lobulated than
‘the left, and on section shows more dilated acini, but there iz very
little stroma. No mucous membrane, no ejaculatory ducts, no calculus.

Microgcopic examination.—The hypertrophy is a markedly glandular
one, and shows the usual arrangement in lobules. The acini are in some
areas small, in others moderately dilated, and some show considerable
eystie degeneration with flattening of the lining epithelial cells, There
is rather an extensive prostatitis present. The stroma contains much
more connective tissue than muscle. There are areas where the epithe-
linm lining the endoglandular sprouts shows a rather wild profusion.
No evidence of carcinoma.

Casg 44 —Slight enlargement of lateral and median lobes, Residual
wrine 1000 cc. Operation incomplete. Medign bar left. Improved. Un-
satisfactory result. Followed 21 months,

No. 1330. F. D., age 65, married, admitted August 5, 1904,

Complaint.—" Inability to hold urine.”

Mo history of gonorrheea.

Present illnesz began three years ago with increased frequency of
urination. Of late this has increased considerably and urination has
been very precipitate,

&, P—lrination every 15 minutes during the day and six to eight
times during the night. No pain, no straining on urination, but con-
siderable precipitancy. Has never had complete retention, nor has been
catheterized.

Sernal powers—Normal up to three months ago, since then no erec-
tions. General health good.

Ezamination.—The patlent is a rather weak-looking man with lips
slightly pale. ‘The chest wall is rigid, percussion hyperresonant
throughout.
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Heart.—The point of maximum impulse is in the fifth interspace
about 1 cm. outside of the nipple line. The sounds are clear at apex
and base, but the second aortic is markedly accentuated and the first
aortic is rumbling in character. Abdomen and genitalia negative.

Rectal—The prostate is very slightly enlarged, but it bulges consid-
erably more towards the rectum than the normal prostate, and the
median groove and notch are replaced by a rounded mass. [t is smooth,
rounded, elastie, and uniform. The seminal vesicles are soft, and there
are no glands to be felf.

Oystoscopic—A large coudd catheter is obstructed in the middle of
the prostatic urethra and will not enter the bladder. A silver catheter
is passed with ease, and 1000 cc. residual urine withdrawn. The cys-
toscope shows a very slight hypertrophy of the median and lateral
lobes in the shape of a collar with a small cleft anteriorly. The me-
dian portion is only slightly increased in the shape of a bar. The ure-
ters and most of the trigone are seen. With finger in rectum and cys-
toscope in urethra there is only slight inerease in the median portion
of the prostate.

Urinalysis—The urine is clear and contaings no pus or bacteria. Sp.
gr. 1009, acid, no sugar, albumin a trace.

Preliminary treatment.—Urotropin, water in abundance, and catheteriza-
tion two or three times daily. Under this treatment the patient im-
proved consziderably, but he voided large quantities of urine. The spe-
cific gravity increased from 1009 to 1015, and the urea from 10 gm. to
14 gm. per liter.

Operation, August 18, 1905.—Chloroform. Perineal prostatectomy by
the usual technique. The lateral lobes were easily enucleated each in
one piece and were only slightly enlarged. A small rounded median
lobe, the size of a filbert, was enucleated from beneath the urethra. (At
the time it was supposed that this represented all the median enlarge-
ment, and nothing further was removed. The finger was not inserted
through the urethra into the bladder.) The wound was closed as usual
with double tube drainage and light packs for the lateral cavities. The
patient stood the operation well, pulse at the end 70. Continuous jrri-
gation on return to the ward.

Convalescence.~The temperature did not rise above 99.4°, and the
patient reacted well. Continuous irrigation was stopped at the end of
2% hours. The gauze and tubes were removed on the third day, and the
patient was out of bed on the fourth day. On the fifth day a fair
amount of urine was voided through the penis, and the patient was
discharged on the 25th day. The perineal fistula was still open, and
there was a slight incontinence of wurine. His general condition was
excellent.

March 25, 1905.—The perineal fistnla is not yet closed, and the patient
voids urine at frequent intervals. A catheter finds sometimes 200 cc.
and at others 300 cc. residual urine. The cystoscope shows a slight
round median bar, but no suleus on either side, and a small intraure-



Study of 145 Cases of Perineal Prostatectomy. 243

thral lobule on the right side somewhat anterior to the cystoscope.
With finger in rectum and cystoscope in urethra the median portion
feels no thicker than normal. The patieat was advised to catheterize
himself once daily.

September 6, 1905.—The patient catheterizes himself twice a day and
finds about 300 cec. residual urine. A small perineal fistula is still pres-
ent through which only a few drops of urine escape. The cystoscope
shows a small rounded median lobe which has grown definitely since
the last examination, six months ago. There is also a slight hyper-
trophy of both lateral lobes which present mostly intraurethrally, but
do not come together in front. The bladder is moderately inflamed.
There iz no stone present.

Nofe—It seems evident that the median portion of the prostate was
not completely removed at operation and the result has never heen satis-
factory. The median lobe now is distinctly larger than before operation.
Another operation was advised, but the patient would not submit to it

May 15, 1906.—Patient returns for examination. He says he uses the
catheter at night and withdraws about half a pint of urine. He then
does not urinate until morninz. He generally uses a catheter also on
arising in the morning and about four hours later begins to void urine
naturally, and after that urinates at intervals of two hours until cath-
eterization at bed time. He would be able to get along without cathe-
terization, but feels more comfortable under this treatment. A few
drops of urine escape through the fistula at each urination. There is
no Incontinence, his general health is good. He does not have erec-
tions.

Examination.—The patient looks well. He voided 100 ce. of urine
and a catheter withdrew 400 cc. The cystoscope shows a small but defi-
nite rounded median lobe with a very shallow sulcus on the left side.
The lateral lobes are not at all intravesically enlarged. There i no
stone present, the bladder iz only slightly trabeculated and moderately
inflamed.

Remark—It is evident that in this case all of the median prostatic
obstruction wasz not removed, and the imperfect result is directly due
to this cause.

Pathological report.—The specimen, G. U. 92, consists of the two lat-
eral lobes of the prostate and weighs 15 gm. The left lobe has heen
removed in one piece, weighs 9 zm., is coarsely lobulated, and consid-
erably torn. One larze spheroid about 2 em. in diameter is present. On
section there is considerable stroma, and slight amount: of gland dilatation.
The right lobe weighs 6 zm.. iz also irregular, and has been removed
in two pieces. On section it is very firm, there is considerable stroma,
no land dilatation. No mucous membrane has been removed, no cal-
culi. No ejaculatory ducts seen.

Microscopic examination.—The hypertrophy in both lobes is of the same
character, and the gland tissue and stroma are present in about equal
amountg. There iz some lobulation present, but even within the lobules

Vol. XIV.—17.
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the stroma is almost as plentiful as the gland tissue. The acini within
the lobules are separated from each other as a rule by fair sized bands of
interstitial tissue. The acini are only slightly dilated, and in many places
quite small. The acini in the stroma about the periphery are compressed.
The acini as a whole do not show the same tendency to proliferation and
complexity of lumina which one sees in more glandular hypertrophy. The
stroma contains a large amount of muscle, the relative amounts of
muscle and connective tissue varying in different areas. The hyper-
trophy is one in which there has been an increase in the fibrous and
muscnlar elements in fairly equal proportions.

CasE 45 —MWoderate hypertrophy of median and lateral lobes. Four
vegical calewli. I'mprovement. Pain still present (calculus refurned?).
Catheter not required.

No. 703, P. A, H., age 58, married, admitted August 5, 1904

Complaint.—" Bladder trouble.”

No history of gonorrhoea.

Present illness began six years ago with inereased frequency of uri-
nation and burning in the urethra. During the next four years there
was a gradual inerease in both of these symptoms, the pain being se-
vere. Complete retention of urine came on for the first time two years
ago and he was catheterized. After that retention and catheterization at
gradually shortening intervals. TFor three weeks past retention has been
complete and the catheter necessary every four to six hours. Has had con-
giderable pain across the back and in the bladder, but none elsewhere.

8. P—The patient is now able to pass small amounts of urine, but uses
the catheter twice daily. He has not lost weight.

Sexuel powers—Erections and intercourse were normal up to three
months ago. During the past year there has been a slight pain on
ejaculation and an apparent stoppage—very little semen.

Eramination —Patient is well nourished with lips of zood color. Chest
and abdomen negative.

Rectal—The prostate iz moderately hypertrophied, about the size of
a small apple. It iz round, smooth, firm but not hard. Median furrow
and notch are obliterated. The =seminal wvesicles are not palpable.

Cystoscopic—The patient voided 150 ce. and a coudd catheter found
65 ce. residual urine. The bladder capacity is 420 cc. Urethral length
914 inches, The cystoscope shows a moderate hypertrophy of the lat-
eral lobes with a fairly deep cleft between them in front and an irresu-
lar granular small median bar which joins them posteriorly. In the
base of the bladder are several stones covered by considerable mucous.
The hladder is inflamed. With finger in rectum the cyvstoscope in urethra
there is considerable inerease in the thickness of the median portion of the
prostate, but very little in the urethral length.

Uringlysis —Cloudy, 1012, acid, no sugar. albumin a trace. Micro-
seopically, pus and bacteria.

Opecration, Auwgust 22, 190 —Ether. Perineal prostatectomy by the
usual technigue.
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Lithotomy.—Left lateral lobe was only slightly hypertrophied and
was removed in two pieces, one of which lay anterior to the urethra.
The right lateral lobe was moderately enlarged, and a small median bar
was removed in one piece with it. Examination with the finger in the
urethra then showed no remaining prostatic eplargement. A small gzall
hladder scoup was then introduced and four small ealeuli, 6, 8 and 12
mm. in diameter were removed. The urethra was torn, but po mucous
membrane was removed. The wound was closed as usual with double
drainage tubes in the bladder and light packs for the lateral cavities.
Patient stood the operation well. Pulse at the end %5. Infusion and con-
tinnous irrigation on return to the ward.

Convalescence—The patient reacted well. The temperature rose on
the dé;:.' after the operation to 100.47, bui was normal the next day
and only once rose to 100° afterwards. Continuous irrigation was lept
up for 48 hours when the gauze and catheters were removed. The pa-
tient was out of bed on the fourth day, condition excellent. On the
eighth day slight epididymitis, which was relieved by ice cap. Urine
came through the anterior urethra on the eighth day, and ithe perineal
fistula elozed on the 1%th day. The patient was discharged on the 2lst
day in gdod condition, the wound healed, voiding urine in a good stream.
A silver catheter passed easily, and showed 50 ec. residual urine and blad-
der capacity of 250 cec.

November 30, 1905 —Letter. The wound has remained healed, and
I have not used a catheter. During the night I am able to sleep four
hours, but in the day I suffer pain and wvoid urine frequently, some-
times every 30 minutes. [ have a feeling as if a gravel is trying to
pass. I am very nervous and have lost 25 pounds in weight. I have
no desire for =exual intercourse,

Nofe—It iz evident that caleulus is present, and probably responsible
for the pain and frequency of urination in the day time.

Pathologicel report—The specimen, G. U. 93, consists of two lateral
lobes removed in three pieces. There is no median lobe present. Total
weight of the prostate is 22 gm., the right lobe weighing 14 and the left
8 gm. The right lateral lobe is coarsely lobulated, of uniform consisi-
cney, soft and elastic. Its constituent spheroids are firmiy bound to-
gether by connective tissue., Thie left lateral lobe has been removed in
two pieces which are similar in character to the other lobes. No evi-
dence of ejaculatory ducts or urethral mucous membrane is present.
Four small stones have been removed. These have a smooth surface, and
are about equal in size, each measuring .5 em. in diameter.

Microscopic eraminalion.—The hypertrophy is a distinetly glandular
one with a lobular arrangement. Within the lobules the acini are
rather small, closely set with rather slender bands of interlacing stroma.
About the periphery of the lobules the stroma is condensed, and con-
tains numerous elongated fattened enls-desae.  The stroma contains
considerable spindle-cell tissue especially where the glandular prolif-
eration i most marked. There iz a comparatively small amount of
musgcele in the stroma.
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Casg 46 —MWoderate hypertrophy. Regiduwm 80 cc. Bladder con-
tracted, 160 cc. Result: Relieved of difficulty, pain and frequency con-
giderably. Secondary calculus probable,

No. T05. W. W. H., age 68, married, admitted August 20, 1304.

Complaint.—* Bladder and prostatic trouble.”

No history of gonorrhoea.

Present illness began four years ago when the patient had two hem-
orrhages from his bladder. Previous to that there had been no diffi-
culty or frequency of urination. Since then there has been a gradual
increase in the frequency and difficulty of urination, but only once has
there been any blood in the urine. Pain has been prezent for several
monthe and is worse during urination. He has never had complete re-
tention of urine nor has he been catheterized.

H., P.—~The patient voids urine about nine times at nizht and every
half hour during the day. Urination is difficult and slow and painful,
particularly at the end of the penis. He has no pain in the back, reec-
tum or thighs and his urine is clear. He has lost 30 pounds in the
last year. One week ago his testicle became swollen, but subsided
rapidly under applications of ice. His bowels are regular and defeca-
tion not painful. His chief complaint is pain which is wvery severe.
Erections are weak and intercotrse impossible,

Fromination.—The patient is well nourished with mucous membranes
of zood color. His heart and lungs are negative. His pulse 70 to the
minute, arteries soff. Abdomen is negative.

Fenitalin—There is no urethral discharge. The right epididymis
and vas are indurated. Left epididymis is also indurated. On the right
gide there is a small complete inguinal hernia.

Rectal exemination.—The prostate is considerably enlarged in Dboth
lateral lobes, the upper end heing difficult to reach, especially om the
left side. The median furrow s shallow, but the notch is guite deep.
The prostate is soft, elastic, smooth and there are no areas of indura-
tion. ©On the left side the prostate extends well up into the region of
the =eminal vesicle, but there iz no induration and there are no glands
to be felt.

Cystogcopic erxamination—A coudé catheter passes with eaze and finds
80 cc. residual urine. Bladder capacity is 160 cc., the tonicity good.
Urethral length is nine and one-half inches. During the introduction
of the eystoscope tranmatism of the prostatic urethra was produced,
making cystoscopy wvery unsatisfactory. It was impossible to get a
zood view of the bladder, but no tumor or stone was seen, The bhase
of the bladder and ureters could not be seen. The prostatie orifice was
surrounded by considerable hypertrophy in the shape of a collar, but
the clefts could not he made out, With finger in rectum and cvstoscope
in urethra it was impossible to feel the beak of the instrument, owing
to the increased length of the prostate.

Urinalysis —Cloudy, slightly acid, sp. gr. 1012, albumin in small amount.
Microzcopically, pus and bacillf in great number,
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Operation, August 26, 1904 —Ether. Perineal prostatectomy by the
usual technigue. Unfortunately no careful noteg of this operation have
been preserved. The lobes were indurated, very adherent and came
away in numerous small pieces. The median portion of the prosiate
was small and was removed through one of the lateral cavities. No
stone was found in the bladder. The wound was closed as usual with
tube and zauze drainage.

Convalescence.—~The patient reacted well, his pulse heing 5% at the
end of the operation. He was given an infusion on return to the ward.
The gauze and tubes were removed together on the third day. and the
urine first passed through the penis on the ninth day. There was more
hemorrhaze and pain than usual and the irrigation was continued for
two days. On the second day the patient began to be nauseated and con-
tinued so until the sixth day. During this time he had a fever which
reached 103° on the third day. The patient was difficult to manage and in-
sisted on leaving on the 15th day. At that time urine was still coming
through the perineum, and his condition waz not comfortable. (The
operator was out of town during most of his stay in the hospital, and
did not see him when he left.)

November 30, 1905 —Letter. The perineal wound is closed. [ do not use
a catheter, but void urine very frequently, sometimes every 10 minutes.
YVery seldom does one hour intervene between urinations except at night.
The largest amount voided is about two and one-half ounces. [ suffer
pain, before, during and after urination. Erections are present, but weal.

May &, 190G, —Letter. The perineal wound has remained healed., I
am not cured, I vold urine too frequently and suffer pain. [ am not
very much better than 1 was several months ago. [ think my trouble
iz with the bladder and not with the prostate gland. 1 have erections
geldom and very feehle, too imperfect for sexual intercourse.

Patholegical report—The specimen, G. 1. 94, consists of numerous
pieces which go to form the right, left and median lobes of the pros-
tate which weigh rezpectively 12 gm., 14 gm., 4 gm., the total weight
being 30 gm. The tissue is composed of many small spheroids more or
less firmly attached to each other. The consistence is soft and elastic,
and the color vellowish gray. No mucous membrane or ejaculatory ducts
have been removed.

Microscopic eraminafion.—The hypertrophy is a moderately glandu-
lar one. The acini are dilated, some showing flattening of the epithe-
lium and ecystic degeneration. The acini show considerable glandular
proliferation. Here and there are areas of fibrous tissue hyperplasia
in which the glands are undergoing atrophy, evidently the result of an
old prostatitis. The gland tissue is for the most part arranged in lob-
ules, the peripheral stroma containing compressed, and in some in-
stances, atrophied acini. The stroma is rather dense, and contains con-
giderable voung connective tissue. The muscle element is ecompara-
tively small in amount, and is much more in evidence in the heavy
bands of stroma. BSome prostatitis is present. The arteries are normal
except in zome fibrous areas where they are considerably thickened.



248 Hugh H. Young.

Casg 47.—Slight enlargement of prostate. Large ozalate calewlus.
Ne pain. Cure. Followed 20 months.

No, T14. J. A. 8., age (5, married, admitted September 2, 1904,

Complaint.—" Frequency of urination.”

Mo history of gonorrhoea,

Present fillness bezan 10 yvears ago with slight frequency of urina-
tion during the day and burning sensation in the urethra during the
night. Four years ago he began to get up at night to urinate, and has
had very fregquent urination during the day, but no pain. One month
ago for the first time he began to have a dull soreness in the urethra
during and after urination, but no severe pain and no hemorrhage.
These symptoms have persisted up to the present time.

8, P—The patient voids urine every hour during the day, but with-
out difficulty or pain. There is a slight soreness in the urethra just
before and after urination which soon disappears. Sexual powers were
normal up to a month age. His general health has remained good.

Eramination.—Patient iz a strong, well nourished man with lips of
good color. Heart and lungs are negaltive. Arteries are slightly scle-
rotic. Chest and abdomen negative.

Fectal—Prostate i moderately enlarged in  both lateral lobes,
rounded in contour, smooth, firm but elastic with no areas of indura-
tion. The seminal vesicles are not indurated.

Urinalysis.—Cloudy, acid, sp, gr. 1020, albumin a trace, no sugar, urea
10 gm. daily. Microscopically, squamous epithelinm.

Cystoscopic eramination.—A catheter passes with ease and finds only
15 ce. residoal urine. The bladder is very irritable and will hold only
50 ¢e, The eystoscope shows a large rough brown stone lyving hetween
the upper limits of the intravesical portions of the prostate and the
anterior wall of the bladder. There iz no stone in the region of the
trigone or base of the bladder. 3Study of the prostatic orifice shows a
moderate hypertrophy of both lateral lobes, and a small median bar,
With finger in rectum and cystoscope in urethra there is only a mod-
erate increase in the median portion.

Operation, September 3, 1004 —Ether. Perineal prostatectomy by the
usual technique, and lithotomy. The lateral lobes were only slightly
hypertrophied and were easily removed. Examination showed that the
enlargement of the median portion was too small to warrant removal.
The urethra, which, up to this point, was not torn, was now divided
with seiszors along its left lateral surface, the neck of the bladder di-
lated and stone forceps inserted. A large =tone was at once caunght
and drawn towards the urethra. It was found to bhe too larze to come
through the dilated wvesical orifice. By making stout traction upon the
forceps the vesical neck was drawn well into the left lateral cavity of
the prostate where it was easily divided with a scalpel upon the stone
which was at once extracted through the enlarged opening thus ob-
tained. Two sutures were taken in the divided vesical neck and ure-
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thra and drainage tubes were placed through the urethra into the bladder
and the lateral cavities were lightly packed with gauze and the wound
closed as usual. There was very littie hemorrhage. The patient stood the
operation well. An infusion of salt solution was given on his return to
room and continuous irrigation was begun.

Convalescence.—The temperature rose to 100.5° on the nizht of the
operation, but was practically normal after the second day. The cath-
eters and gauze were removed on the day following the operation. Urine
came through the penis on the 12th day., and the perineal fistula closed
on the 16th day, The patient left the hospital on the 25th day; at that time
he was able to retain urine for three hours, had no pain, no incontinence
except & tendency to dribble when the bladder became full. A catheter
paszed without meeting any obstruction, found no residual urine, a blad-
der capacity of 180 cc. Urine was slightly cloudy, and contamned pus
cells and bacillii. The patient was discharged with directions to take
urotropin and to retain urine as long as possible to distend the bladder.

February 1, 1905.—I1 void urine naturally once at night, and every three
or four hours during the day in large amounts at a time. I suffer no
pain and consider mysell cured.

March 40, 1905.—Urination is free, he does not arize at night, has
perfect control, no dribbling. Erections and sexual desire are return-
ing and intercourse is again possible. The wound is completely healed.
A silver catheter passes without meeting an obstruction and finds no
residual urine. The bladder capacity Is large, the tonicity excellent.
Urine contains puz cells and bacilli.

November 30, 1905 —Letter. I do not get up at night to void, and uri-
nate every three or four hours during the day in a large stream and
without pain. I have erections and my general health is excellent. Ex-
amination of the caleulus showed pure uric acid.

May 7, 196 —Letter., I woid urine naturally about every four hours
during the day and do not have to get up at night. I suffer no pain.
Have erections occazionally. DMy general health is good, I have gained
in weight, and I consider myself cured.

Pathological report.—The specimen, G. U. 95, consists of the two lat-
eral lobes of the prostate, each removed in one plece, and weighs about
19 gm. The right lobe is the larger, weighs 12 gm. and measures 3.5
x25x2 em. The surface is fairly smooth with a few lobules. Sec-
tion shows considerable fibrous stroma with small spheroids and a fair
number of dilated acini. The Il=ft lobe weighs 9 gm., measures 3x2
x 1.5 em., is oval in shape, and shows considerable stroma, dilated duets,
and one large sphercid. The consistence is everyvwhere elastic. No
mucous membrane, no ejacalatory ducts, no caleulus in prostate. A
large oxalate calculus about 5 cm. in diameter as shown in photograph
(see Fig. 35) has been removed.

Microscopic eramination.—The hypertrophy is a lobulated distinectly
glandular type. The acini are dilated, and possess irregular lumina. The
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stroma in the lobules i=s very insignificant in amount, there being often but
very slender bands of interstitial tissue between the acini. The stroma is
very rich in musecle, which would seem to be somewhat in excess of the
connective tissue., Some few areas of round celled infiltration are present
in the stroma. Numerous corpora amylacea are present in the ducts. An
occasional acinus i3 seen containing some leucocytes and granular debris
with no change in the epithelium of the acinons mor any periacinous
infiltration.

Cazeg 48.—Moderate hypertrophy of lateral lobes. Very little median
enlargement. Several calculi in bladder. Cured. Followed 20 months.

No. 777. J. P. W., age 75, admitted September 19, 1904,

Complaint.—"* Bladder trouble.”

No history of gonorrhoea.

Fresent illness began about 10 years ago with dificulty and frequency
of urination, which has graduoally increased. Four years ago had an
attack of pain in the left back and radiating thence to the left groin, and
lasting about three hours. Since then urination has been painful. Hema-
turia has occurred frequently.

#. P.—The patient now urinates about every 15 minutes night and
day. Micturition very painful and sometimes accompanied with blood.
He usez a catheter about onece a day, but withdraws only a small amount
of urine and has to urinate asgain in an hour.

Serual power—3exual desire is gone and erections are very slight.
Has not had intercourse for four years.

Eraminetion.—The patient is a weak, sick-looking man, very ema-
ciated and pale. The lungs are emphysematous, and there iz a slight
systolic murmur at the base of the heart. The area of cardiac dullness
is considerably increased. Falpation of the hypogasiric area is painful.
Genitalia negative.

Rectql —The prostate i= considerably enlarged, smooth, evidently not
malignant.

Cystoscopic eramingtion.—Catheterization produces hemorrhage and
the bladder is very irritable and small. Crstoscope shows g vesical cal-
culus, but the examination is unsatisfactory.

Urinalysis—Acid 1020, no sugar, no albumin, urea 5 gm. to liter,
pus and epithelinm.

Operation, September 21, 1904 —Ether. Perineal prostatectomy by the
usual techmique, removal of vesical caleuli.,. The lateral lobes were
very small, adherent, and when removed measured only about 2 em. in
diameter. No median enlargement was removed. The urethra was di-
vided along the left lateral wall and several calenli easily extracted.
The largest measures 3x2x1 em. in size. The ejaculatory ducts were
preserved. The wound was closed as nsual with double drainagze tuhbes
and gauze for the lateral cavities. The patient stood the operation
very well. The pulse at the beginning was 104°, was 100° at the end,
and on return to the ward was 72°. Three hours after the operation
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the pulse was 70, but the respirations became extremely shallow and
rapld and after a few minutes imperceptible. He was given strychnine
grains 1-20 and an infusion of salt solution (which for some reason had
been omitted) was started. He also received morphia grains 14 hy-
podermically. After half an hour his breathing became more natural,
and two hours afterwards was 24 to the minute and pulse 90,

Convalescence.—The patient suffered considerable pain for 24 hours
after the operation and received half a grain of morphia. After that
he convalesced well, but had a temperature which reached 101% almost
every day for two weeks, after which it was normal. The irrigation was
stopped at the end of 12 hours, and the gauze and tubes were removed on
the third day. He was up in a chair on the seventh day, and the urine
was coming partly through the anterior urethra. Urination continued
painful for three weeks. The patient was discharged on the 34th day
in zood condition, veiding urine through the urethra, but at fregquent
intervals. The fistula closed completely on the 27th day.

November 8, 1#0j.—The patient says that he is more comfortable
and in better health than he has been for years. During the day he
urinates every three hours and at nizht every hour. He has a =light
burning on wuripnation, but no pain and no dribbling. The perineal
wound is entirely healed and has been since the 27th day. A catheter
passes with ease, shows no evidence or obstruction, finds 40 cec. residual
urine, a contracted bladder which can be dilated forcibly up to 210 ec.
Is to return for dilatation of bladder by hydraulic pressure every day.

November 11, 1M0j—Bladder dilated up to 250 cc.

November 25, 15045 —The bladder has received no treatment since last
note. Urination every two or three hours, bladder capacity 300 ce. on
forced distention.

November 30, 1805 —Letter. TUrination three times during the day
and three at night, about one-half pint at a time; no pain, no fistula.
I consider myself cured, have no erections. My general health is ex-
cellent.

February 14, 106 —Letter. [ am in perfect health, and can hold my
urine easily from three to five hours.

May 8, I80G.—The patient returns for examination. He says he voids
urine at intervals of four or five hours during the day, and once or
twice at night, from eight ounces to a pint at a time. He suffers no
pain, except =light dizeomfort when the bladder becomes too  full.
He has erections occasionally, but not sufficient for intercourse.
His general health is good, has gained 25 pounds in weight, and he con-
giders himself cured. A catheter passes with ease and finds § ce. resid-
ual urine, bladder capacity 350 cc. Rectal examination negative,

Pathological report.—The specimen, G. U, 96, consists of the two lat-
eral lobes of the prostate removed in eight small pieces and weighing
in all 18 gm. The right lobe consists of two pieces, 1.5x1.5 x.5 em.
and 2x.5x.5 in size respectively. The tissue iz firm, homogeneous and
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shows definite arrangement in lobules. Considerable fibrous tissue is
present in the smaller piece. The left lobe consists of six small pieces
of tissue mostly in the shape of spherical mazses. On section they zshow
gland tissue with intervening stroma. Two stones have heen removed,
the larger welghing 12 gm.. and the smaller 6 =m.

Microscopic eromination.—The hypertrophy is rather of the fibro-
muscular type with here and there areas fairly rich in acini. In these
more glandular areas the acini are for the most part dilated with oe-
cazional cystic degenerationm, while the lumina have considerable
complexity of outline. The stroma contains a fair amount of
muscle, and there is present considerable embryonic connective tissue
formation with some round cell infiltration. In the areas where tha
stroma predominates the acini are rather small, apparently regular in
outline, although sometimes elongated apparently from compression
The epithelium lining the duects is normal. Within the =troma there
iz much spindle celled tissue formation and some round ecell infiltration.
Around some of the acini there has been considerable new connective
tissue Formation with some infiltration of round and polynuclear cells,
and degenerated epithelial celle and granular debris are seen within
the ducts. One sees an occasional nodule in which only vestiges of
acini persist, and composed almost entirely of fibrous tizsue, an insig-
nificant amount of muscle fibers being present. These nodules are en-
capzulated, the capsule being formed of condenszed stroma and contain-
ing compressed, elongated acini.

Casg 49 —Moderate enlargement of laftéral Tobes of prostate. Cath-
eter one year. Nephritis. Uremia. Cured.

No. 1323, A, D, C.,, age 82, widower, admitted September 1, 1904.

Complaint—" Retention of urine.”

No history of gonorrheea.

Present illness began about three years ago with difficulty in urina-
tion. About a year ago he had retention of urine for the first time, and
gince then has catheterized himself onm thiz account threes or four times.
He hags had no pain except when the bladder has been distended, no
hematuria except after catheterization. During the pazt vear he hasz
had to get up two to three times at night to urinate.

&, P.—The patient now has complete retention of urine and has been
unable to use his catheter.

Serual powers.—No note made.

Eramination—The patient is a very weak Iooking man, emaciated,
lips pale, and is apparently suffering great pain. Lungs are clear.

Heart.—There is 2 marked systolic murmur at the apex.

Abdomen.~—The hypogastric region 15 enlarged and large tender blad-
der is palpable. There is an inguninal hernia on the right side and the
right testicle is enlarged.

Rectal —The prostate is very much enlarged, smooth, firm, but not
extremely hard, and the upper border is difficult to reach. The seminal
vesicles cannot be felt.
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Urethral. —The patient is unable to void urine, and has had complete re-
tention since yvesterday. A catheter §s passed with ease and 1000 ce
urine withdrawn,

Cystoscopy. —Mecord lost.

FPrelivvinary  treatment,—A permanent catheter was fastened in the
urethra for continuous drainage. Patient was given wurotropin and
water in abundance. He suffered considerably from paroxymal pains
in the bladder. He was very weak and there was considerable puffi-
ness of the evelids,

Urinalysiz—Very bloody, 1016, alkaline, considerable albumin, many
pug cells, red blood corpuscles, no casts. Total urea 11.5 gm. After threa
weeks the patient’s condition was still bad, he suffered pain and tender-
nezs over the bladder, 1200 ce. urine was secrsted daily, and occasion-
ally granular casts were found., The patient was still unable to void
urine, and although his condition became desperate it was thought best to
perform perineal prostatectomy for drainage. There had been a fever
ranging from 100° to 101° and cccasionally up to 102°,

Operation, Sepfember 25, 1905 —8Spinal anesthesia, cocaine 15 of a
grain. Perineal prostatectomy by the usual technigue. The lateral
lobes which measured 4x4 x5 em. in size were each enucleated with-
out injury of the urethra or the ejaculatory ducts. Examination showed
no median lobe enlargement. The wound was closed as usual with
double tube drainage and light packs for the lateral cavities. The pa-
tient stood the operation well, his pulze at the end being 9%5. Spinal
anesthezia was entirely satisfactory. Infusion and continnous irriga-
tion on return fto ward.

Convalescence—The patient reacted well, there was no nausea, no head-
ache, pulse did not go above 100° and the patient was comfortable and
drank water in abundance. The temperature rose to 99.6° on the day
after the operation, and returned to normal on the fourth day. Later
on there was a slight temperature (100.7°) for a few days, but the con-
valescence was uninterrupted., The irrigation was discontinued on the
sgcond day, when the gauze and catheters were removed, and the pa-
tient was placed in a chair. The urine came through the anterior urethra
on the second day after the operation and the perineal fistula closed
completely on the 12th day. The patient was discharged from the hos-
pital on the 21st day. His general condition was fair and improving.
The wound had been closed for nine dayvs, and he was free from pain.
Urine was voided naturally but frequently and his control was weak,

Fehruary 22, 136 —HReport by daughter. The wound remained healed
and the patient volded urine naturally without pain, only once at night
and at normal intervals in the day. On January 12, 1905, the patient
had an apoplectic strolke and he died February 12, 1905, He was per-
fectly cured of his urinary trouble,

Pathological report.—The specimen, G. U. 99, consists of the two lat-
eral lobes removed in five pieces, and weighs about 33 2zm. The left
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lobe has been removed in one piece and measures 5x3.5x 2.5 cm., and
weighs 19 gm. It is smooth, firm but elastic, and is not lobulated.
The sections show considerable gland tissue with a few dilated ducts
and a small amount of stroma. The right lobe has been removed in
four pieces and weighs 14 gm. In general, the appearance iz the same
az that of the left. No mueoza, no ejaculatory duects, no calenli removed.

Microscopic erxamination.—The hypertrophy is of the glandular type
with moderate dilatation of the ducts, some cystic degeneration, and in
areas guite marked evidence of glandular proliferation. The glandular
tissue is partly arranged in lobules, but even outside these lobular areas
the tissue is quite rich in acini. The stroma is mostly composed of fibrous
tissue, but there is a fair amount of smooth muscle present. Some chronic
prostatitis,

Case 50 —Moderate enlaorgement of lateral, median and anterior lohes.
Residual wrine 1100 ce. Atonic bladder. Imperfect resuli., Residuwm
300 cc. Bottini operation, slight improvement. Ullimate result: Catheter
noi uged. Urination satisfactory but frequent. Followed 18 months.

o. 722. M. G., age 71, widower, admitied September 7, 1904.

Complaint.—" Bladder trouble.”

No history of gonorrhoea.

Present illness began about 30 vears ago with slight diffieulty of urin-
ation, this gradually inereased and for the past 25 vears the patient has had
to arizse from 10 to 12 times at night to urinate. About five years ago
he had complete retention of urine and had to be catheterized, but has
never been catheterized since. The amount voided each time is small and
generally accompanied by pain in the penis.

8. P.—The patient voids urine about six times during the night and about
as often in the day. He has no incontinence, but the stream is small
and zlow and accompanied by slight pain in the bladder and penis. He
is very short of breath, and he has lost 20 pounds in weight.

Herual powers—He has had no erections or sexual desire for several
years.

Erxamination—The patient iz well nourished and his lips are of good
color. Pulse 92 to the minute, regular, of good volume and good tension
and the vessel wall is not palpable. The lungs are negative. The region
of cardiac dullness extends upward to the third rib and outward to the
nipple line. The sounds at the apex and base are clear, but distant. Ab-
dominal examination is negative. Large inguinal hernias are present.
Genitalia are negative. The proszstate is slightly enlarged, soft, smooth,
and elastic; no induration in the region of the seminal vesicles.

Cystoscopic eramination.—A catheter passes with ease withdrawing
11000 ce. residual urine. Bladder tonieity is very poor. The cystoscope
shows a slizght median bar behind which both ureters can be seen: mod-
erately hypertrophied lateral lobes, and a small but prominent anterior
lobe which is separated from the lateral lobes by a suleus on each side
(but more continuous with the left than the right). The bladder is
considerably trabeculated, but not inflamed,
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Urinalysis—The urine iz clear, contains no pus cells or bacteria.
Complete analysis lost,

September 22 —After two weelks catheterization the urinalyvsis was as
follows: The total amount voided in 24 hours was 2100 ce. Urea 5.5 gr.
Urine, acid, sp. gr. 1010, albumin in small amount. Microscopically, red
blood corpuscles, epithelium, no casts.

On September 22, total amount of urine 2700 cc. Urea 7.5 gr. Sp. gr.
1009, acid, albumin in small amount,

Preliminary treatment.—The patient was catheterized three times a day
for 20 days. Under this treatment the patient improved. Shortness of
breath became much less, the urine of better specific gravity and the patient
stronger. He was able to void urine in amounts varving from 90 to 120 cc.,
but residual urine from 1100 to 1500 cc. was constantly present at first.
After three weelks catheterization his residual urine varied from 640 to
900 oo,

Operation, September 27, 1004 —Spinal cocainization. Perineal prostat-
ectomy by the usual technique. Lumbar puncture was made between the
third and fourth vertebrs and after the spinal fluid had begun to flow a
syringe confaining one-third gr. of cocaine was attached to the needle,
the bulb filled with spinal fluid and the cocaine allowed to dissolve for a
minute and a half before being injected. The piston was then drawn back
and forth two or three. times so as to empty the syringe of all cocaine.
The patient was put immediately on the table and the operation begun
within three minutes, The patient experienced no pain throughout the
entire operation. The right lateral lobe was only slightly hypertrophied
and was removed in one plece. In removing the left lateral lobe an
effort was made to engage the anterior lobe and to remove it in one
piece with the left lateral. The amount of tissue removed was distinetly
larger than that from the right side but it was impossible to make out
distinetly the demarcation between the left and anterior lobe. It was
impossible to engage the median bar which was very slight and after the
tractor had been removed the finger was introduced and examination
seemed to show that the bar was so small and adherent that it was not
thought advisable to produce the traumatism necessary to excise it. The
urethra and ejaculatory ducts were preserved, a slight tear being made in
the right lateral wall of the urethra. The wound was closed with slizht
packing for the lateral cavities, double tfube drainage for the bladder, and
continuous frrigzation on the table and after return to the ward. The
patient’s pulse at that time was 96 and his condition was excellent, Sub-
mammary infusion of 700 cc. was given.

Convalescence.—The patient did well for the first 24 hours when the
temperature rosze to 103° and he became somewhat irrational. On the fifth
day the temperature was normal and patient comfortable. The gauze was
removed 48 hours after the operation and the tubes on the next day.
The patient was up in a wheel chair on third day and was walking at the
end of & week. Urine passed through the penis on the seventh day, but
the perineal fistula was still open on his discharge from the hospital on
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the 37th day. Examination at that time showed the patient in excellent
condition, free from pain, voiding urine at intervals of from five to six
hours, but with some incontinence when walking about. Perineal fistula
iz about 5 mm. in diameter and unhealthy in appearance. A silver
catheter passed into the bladder with ease meeting no obstruction nor
evidence of stricture and finding 200 ce. residual urine and a bladder
capacity of 700 ecc. The urine was acid and contained pus and bacilli.
The fistula is thoroughly curetted with a gimlet curette,

Octaber 20, 1904 —The fistula is now closed.

Fetruary 9, 1805 —The patient returned to the hospital. He says that
one week ago a small abscess developed in the region of the perineal
fistula and was ineized by a physician. He voids urine about 12 times
during the day and frequently at night, and there {s more or less dribbling
while he is in bed. He suffers no pain, his general health is improved
rapidly, and he has gained 40 pounds in weight.

Eramination.—The perineal fistula persists, a few drops escaping
through it.

Rectal eraminaticin.—In the region of the prostate is a cicatrix much
smaller than the normal prostate. There is no unusual induration and
the seminal vesicles are not enlarged. The silver catheter passes with
ease and finds 400 ce. residual urine. The vesical tonicity seems fairly
good. The cystoscope shows very little trabeculation and no pouch form-
ation. A small median bar is present with a definite bas fond behind it,
but it is possible to see the ureiers and the interureteral bar. A slight
enlargement of the left lateral lobe i2 present. The anterior lobe is
absent. With the finger in the rectum and evstoscope in the urethra a
definite increase in the median portion of the prostate is felt. The
total length of the enlargement being about 2 cm.

Note.—In reviewing this history it seemed ewvident that the small
median bar which had not been removed at operation was responsible for
the residual urine, which was present. It therefore seemed adwvisable to
divide thiz by a Bottini operation.

Operation, February 10, 1905 —Cocalne four per cent in the urethra.
Bottini operation with blade No. 2, 1.2 em. high. Two cuts, one posterior
1.5 em. long and one left lateral 1.4 em. long, a current of 45 amperes being
used, blade almost at white heat. Two minutes were consumed in each cut;
the operation was performed under the control of & finger in the rectum
and the amount of tissue in the median portion seemed to be so slight that
very short cuts were made, Immediately after the operation the patient
voided 25 ce. of the 200 ce. which had been injected in the bladder.

Convelescence—There was no rise of temperature after the operation,
and wvery little hemorrhage. The patient was walking about on the
second day, and he left the hospital on the eizhth day, at which time the
fistula was closed, and the patient was voiding much more easily and his
condition was excellent. A catheter passed with easze, but found 300 cc.
residual urine.

March 23, 1905 —The patient says that after he returned home he passed
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numerous sloughs and had two fairly considerable hemorrhages. He is
much improved, he can frequently hold urine for three hours during the
dayv, and at night sleeps three or four hours without urinating. A pin
point fistula is still present through which a few drops still escape. He
hazs complete control and has no incontinence, and no dribbbling. His
general health iz excellent. A catheter passes with ease and finds 250 ec.
residual urine. The bladder capacity is 740 ce. and the tonicity is poor.
Kollmann dilator passes with ease and can be dilated up to 35 F. without
meeting any resistance, and causing very little hemorrhage.

February 5, 1006.—Letter. The fistula closed about 10 days after I last
gaw you (March 23, 1905), and has remained healed. I void urine natur-
ally about a dozen times during the day and six times at night, from one-
quarter to three-quarters of a pint at a time. Urination is free and satis-
factory. The amount passed in 24 hours is three quarts. I have no incon-
tinence, but there is a slight dribbling at the end of urination. a few
drope. My zeneral health is fair, and the result of the operation is entirely
satisfactory.

Pathological report,—The specimen, G. U, 100, consists of the two lateral
lobes of the prostate removed in five pleces, and weighing in all G-14.
The right lobe iz in two pleces and weighs G-6. The tissue is elastic, but
rather firm, in places lobulated and in others smooth. On section the sur-
face is homogeneous exeept for small, dilated acini. The entire lobe
measures 2x2.5%1.5 em. The left lobe iz in three pieces, weizghs G-8,
and measures in all 35x3x 25 em. It i similar in appearance to the
right, there being considerable stroma and a rather thick capsule.

Microscopic examination.—The hypertrophy is a glandular one although
there is present in areas considerable stroma. The acini are moderately
dilated with oceasional cystic dilatation. The lumina of the culs-de-sac
show the usual intraacinous papillomatous-like proliferation. The stroma
eontains a fair amount of muscle, but the conneective tizsue iz somewhat
in execess. There is present quite a marked prostatitis with areas of much
periacinous inflammatory tissue formation. The arteries show practically
no thickening,

CaAsE 51.—Small rounded median lobe. Residuwm 50 ce. Bladder con-
tracted—capacity 150 cc. Left hospital much improved. Recurrence of
obstriction four months later

Mo, 1328. F. H., age 67, married, admitted August 1, 1904,

Complaint,—* Inability to pass urine.”

MNo history of gonorrhoea.

Present illmess began two years ago with diffieulty of micturition.
Since then there has hbeen considerable straining and increased fre-
quency of urination, but he got along well until 10 days ago when com-
plete retention of urine came on, requiring catheterization. Since then
he has voided wvoluntarily, but at intervals of from 10 to 15 minutes.
He has lost about 20 pounds during the past year. Sexual powers lost,
no intercourse for one Vear.

Eramination.—The patient is a thin, nervous-looking man.
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Genitalic.—A small hydrocele is present on both sides. A large fem-
oral hernia iz present in the right groin.

Rectal—The prostate is only slightly but equilaterally enlarged,
rounded, smooth, elastic, except at the upper end where there is indu-
ration on both sides. The seminal vesicles are not palpable, and there
are no glands to be felt. The rectal mucosa is soft and not adherent.

Cystogcopic—A coudd catheter passes with ease and finds only 20 ce.
residual urine. The bladder capacity is 140 ce. The cystoscope shows
a small sessile rounded median lobe with a deep suleus on each side.
The lateral lobes are not enlarged. In the base of the bladder an irregu-
lar mass, dark brown in color is seen, probably an old blood clot break-
ing up. No evidence of vesical tumor is present. With finger in rec-
tum and cystoscope in urethra. a slight increase in the median portion
of the prostate is detected.

Urinalysis —Clear, 1007, acid, no sugar, albumin, a trace. Microscop-
ically, pus in small amount, and a few granular casts.

FPreliminary treatment.—Urotropin, water, intravesical irrigations, and
occasional catheterization. The patient rcontinued to pass urine very
frequently in small amount and with difficulty, but the catheter found
only from 20 to 50 cc. residual urine. Attempis were made to dilate
the bladder by hydraulic pressure, but without success, and at the end
of two months the patient’s condition was the same as on enfrance, and
although there was very little residual urine, prostatectomy was de-
cided upon.

Operation, September 30, 1904 —Ether. Perineal prostatectomy by
the usual technique. The lateral lobes were guite adherent and had to
be dissected from the capsule and urethra. The median lobe was drawn
down by the tractor so that it presented suburethrally, but it was easily
removed through one of the lateral cavities, only a small tear being
made. The usual closure was made with double tube drainage and light
packs for the lateral cavities. The patient stood the operation well. Pulse
at the end 105°. Continuous irrigation on return to ward.

Convalescence.—The patient reacted well, The temperature rose to
100.5% two davs after the operation, but remained normal after the
fourth day. Gauze and tubes were removed within 48 hours, and the
patient was out of bed and in good eondition three days after the op-
eration. The perineal wound healed completely within 20 days, and
the urine was voided in a large stream. The bladder capacity had in-
creased to 340 ce,

On the 22d day an operation for femoral hernia was performed. Fol-
lowing this operation the patient had bronchitis, and a temperature of
102.7%, but after five davs the temperature remained normal, and the
patient was discharged November 26. Examination showed no residual
urine, and a bhladder capacity of 200 ¢c. Urine voided in a large siream
with perfect control, at intervals of an hour. TUrine acid, albumin a
trace, sp. 2r. 1020; microscopically, pus eells. General condition excel-
lent. The cystoscope shows a practically normal prostatic orifice.
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May 19, 1906 —Family report that the patient committed suicide Jan-
uary, 1905, about four months after the operation. They report that
urination was not entirely satisfactory, as he wvoided fregquently and
suffered pain. Several days before death urine was coming in driblets
at very frequent intervals, and he was catheterized by a physician who
reports that he found about half a pint of urine present. Afier that the
patient voided fairly well for two or three days, when urination again
became difficult and catheterization was again necessary. Two days later
he committed suicide,

Pathological report,—The specimen, G. 1. 103, consists of the two
lateral lobes each in one piece and the middle lohe in two pleces, and
weighs 13 gm. The right lobe measures 2.5x 2x 1.5 em., is somewhat
irregular, elastic, and on section shows a fairly thick capsule and gland
tissue with considerable stroma; it weighs 4 gm. The left lobe weighs
5 gm., measures 3 x2.5x 1.5 cm. feels harder than the right, but on
crosg section considerable gland tissue is evident. The median lobe
welghs 4 gm. and measures 25x2x 1.5 em. On section several cavities
filled with bloody secretion are seen. No mucous membrane, no duets,
no calculus,

Microscopic eramination.—The tissue of the left and middle lobes pre-
sents small circumscribed areas of typical adenomatous hypertrophy, but
there iz more stroma as a whole than gland tissue. The fibrous tissue pre-
dominates in the stroma. Some areas of prostatitis are present. In the
right lateral lobe the amount of gland tissue present is insignificant. Many
of the acini are small and compressed, while the stroma is largely composed
of fibrous tissue. Some areas of round cell and polynuclear cell infil-
tration. The hypertrophy in the right lateral lobe iz of a distinctly fibro-
muscular type, while that in the middle and left lobes is mixed, both
fibro-muscular and glandular elements belng present in varying pro-
portions.

Case bd—Moderate hypertrophy of wmedian and lateral lobes. Slight
wremia siz months. Nausea and vomiting. Operation to supply drainage.
Death on fourteenth doy. Awtopsy. Double pyonephroszis.

No. 801. W. W, age 65, married, admitted September 20, 1904,

Complaint.—" Difficulty of urination.”

No history of gonorrhoea.

Present iliness began three years ago with difficulty in wurination.
About the same time he began to suffer pain in the region of the right
kidney. The obstruction te urination beeame gradually greater, and
during the last six monthz he has voided urine about every hour night
and day, and has frequently suffered considerable pain before and after
urination. During the past three months he has suffered with consid-
erable nausea, vomiting, and lack of appetite. His physician writes that
he thinks he has been constantly uremic during this time. He has loszt
considerably in stremgth and weight (30 pounds), but never had com-
plete retention of urine until yesterday, when atiempts of hiz physician
to pass filiforms and catheters were unsuccessful.

Vol. XIV.—15.
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&, P—The patient is unable to void except a few drops at a time
and with difficulty. He iz guite ill, has severe nausea and vomiting.

Eramination.—The patient looks very sick, is retching frequently, and
his breath has a strong urinary odor. Pulse is 112, hard, intermittent.

hest.—The breathing is mostly abdominal., The percussion note is
hyperresonant.

Heart —The heart is quite irregular, and there is a systolic murmur at
apex. The heart sounds are feeble. The abdomen is distended, and a
dilated bladder is felt which reaches to the umbilicus.

Rectal—The prostate is very much enlarged, the right lobe is the
larger, it iz smoolh, regular, firm, but elastic; no nodules or glands
made out. The seminal wvesicles are negative.

Preliminary treatment.—0On admission an attempt at catheterization
was made, but without suceess, owing to a false passage in the region of
the membranous urethra. Suprapubic aspiration was performed, but
only 240 ce. were removed. An infusion of 2800 cc. was given on account
of vomiting.

Heptember 21, 194 —The patient is still nauseated and refuses nour-
ishment. He was successfully catheterized to-day, 940 ce. urine being
evacuated. Retention catheter was provided.

Urinalysis—1008, acid, no sugar, albumin a trace; microscopically,
blond cells. :

Beptember 22, 1905 —Patient uncomfortable, vomits small amounts,
temperature 99°, pulse 83, Drainage 2260 cc. Liguid diet. Salt solu-
tion and coffes per rectum.

Heptember 24 —Nausea and vomiting continue. Drainage 1560 cc.
Sp. gr. 1007, urea 13 gm. per liter.

Heptember 25.—More comfortable, less nausea. Drainage 2850 co.

September 27 —Fairly comfortable day. Temperature 98.2°, pulse
104. Enjoys his meals.

Heptember 28 —Has taken a turn for the worse to-day. Has been in
a stupor much of the time and vomited considerably. Complains of
pain in urethra and bladder. Refuses nourishment. Salt solution and
potassinm citrate have been continued daily, 1600 cc. being given.

Seplember 30 —Patient still bas nausea and refuses nourishment.
Temperature 93°, pulze 100. Drainage 2560 ce. Sp. gr. 1010, albumin
a trace. Microzcopically, pus cells, but no casts. Total urea 20 gm,

Nofe—The patient is not improving under continuous drainage. The
urethra has become very irritable, and the catheter causes pain. It is
thought best to supply perineal drainage, although the hope of curing
the patient i= not good.

Operation, September 50, 1005 —=Spinal anesthesia. Perineal prosta-
tectomy by the usual techmique. One-third of a grain of cocaine was
used and with perfect suceess. Two moderately enlarged lateral lohes
were easily enucleated, only a small tear being made in the urethra on one
gide. There was a small median enlargement which was removed. The
wound was closed as usual with double tube drainage and light packs for
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the lateral cavities. The pulse was bad during part of the operatiom,
reaching 160, but it became better towards the end (130). His condition
at the end waz fair. Infusion on table. Continuousz irrigation on return
to ward.

Convaiescence.—Gauze removed in 24 hours, tubes in 48 hours. Patient
is fairly comfortable, pulse %6 to 120, small and irregular. Infusion
T00 ee.

October 4. 1Wj.—Uncomfortable, nauseated, vomiting. Nourishment
refused. Temperature subnormal, pulse 100,

October 6, 190f—Patient weak, vomiting continuous. Pulse 100, but
weak, temperature 96.8° to 98°. Daily infusions. Excreting urine
fresly. Wound looks well.

October 10 —Vomiting and nausea continue. Rectum is intolerant
to nutritive enemata. Is getting very little pourishment and becoming
very weak. Temperature 96.9° to 97°, pulse 116. Urine drains freely
from the perineal wound.

October 13, 4. M —The patient has continued to grow worse. Stom-
arh and rectum are both intolerant. He has had no nourishment for
several days. Pulse small, intermittent. Temperature 95.8°% fo 98°.
Hiceough, nausea and vomiting.

P. M.—Because of impossibility of getting either water or nourish-
ment into the patisnt by stomach, bowels or rectum, it was decided to
attempt to feed him through a high enterostomy. Accordingly, under co-
caine anesthesia an incision was made in the median line above the
umbilicus, and the first loup of small bowel presenting was sutured
intp the wound preparatory to enterostomy. The patient stood the
operation very poorly, and died two hours later before the intestine had
been opened,

Autopsy.—Autopsy showed double hydropyonephrosis. The kidney
pelves were greatly dilated and the ureters were each the size of
the thumb. There was a marked inflammation present, evidently of
old standing. There were emphysema of the lungs, chromic fibrous my-
ocarditis and macule tendine,

Note—Operation was attempted in this case only as a last resort. It
iz evident that nothing could have saved him.

Pathological report.—The specimen, G. U, 101, consists of the median
and lateral lobes of the prostate removed in four large and two small
pieces, and weighing 55 zm. The right lobe measures 5.5x4x 3.5 cm.
and weighs 32 zm. and consists of two large and two small pieces with
a small area of adherent mucosa. On cross section the condensation of
fibrous tissue at the periphery with capsule formation is moderate.
Lobulation and gland hypertrophy are quite evident om the cut surface,
and the glands in places are filled with a brownish green soft matter
which exudes on squeezing, and which containg microscopically many le-
cithins, many fine deeply staining granules, & few pus cells, and granu-
lar debris. The left lobe measures 5x 3 x 2 cm. and weighs 23 gm. The
middle lobe measures 3x25x 25 em. and weighs 10 gm. Characteris-
tics similar to right.
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Microscopic erxamination.—The hypertrophy is a moderately glandular
one. Some arrangement of the acini in lobules, the stroma in these areas
being small in amount and largely of connective tissue. In other portions
the bands of siroma between the acini are rather broad. The stroma con-
tains more connective tissue than muscle, and there is a formation of con-
siderable embryonic tissue. There are some areas of prostatitis. The ar-
teriez are moderately thickened.

Casg 53 —~&light fibrous hypertrophy of prostate associated with stricture
of wrethra. Followed 20 months.

No. 601. L. 8., age 71, married, admitted April 15, 1904,

Complaint.—* Stricture of urethra. Catheter life.”

Patient had gonorrheea twice in his youth, but thinks he was entirely
cured. Has been married for 3% years and iz the father of two children.
A stricture developed 35 years ago and he received dilatation.

Present illness began about five years ago with increased frequency of
urination, which graduoally increased, but giving very little trouble until
January, 1903, when complete retention of urine came on. He was then
catheterized for 10 days, but after that voided naturally, but frequently.
A second retention came on in November, 1903, and a third in January,
1904, and since then he has had to use a catheter once or twice a day.

& P—The patient is unable to vold mere than a few drops of urine.
He uses a catheter twice a day, suffers no pain, and is quite comfortable.

Rexual powers—He has had no sexual desire for five years and no inter-
course, although occasionally there is a slight erection in the morning.

Eramination.—The patient is poorly nourished., Lips of fair color. Chest
anid abdomen are negative.

Rectal —The prostate is slightly enlarged on the left side, but does not
bulgze into the rectum, the enlargement being chiefly lateral. The right
lohe of the prostate is not enlarged. The consistence is firm, but not hard,
not tender. The left seminal vesicle is slightly indurated, the right is
not.

Urinalysis.—Acid. Sp. gr. 1010, albumin a slight cloud. Microscopically,
pus cells and baeilli,

Urethral.—There iz a tight hard stricture 3 c¢m. distance from the
meatus, through which a No. 19 F. sound passes with difficulty, but after
that meets no obstruction. Internal urethrotomy performed.

May 20, 1804 —The patient has been treated by gradual dilatation with
sounds. There iz still considerable induration at the site of the stricture
but & No. 28 French sound will pass.

Cystoscopic examination—A large silver catheter passes with ease, the
bladder is large, the tonicity good. Retention of urine complete. The
evetoscope shows a definite collar of hypertrophied prostate around the
entire orifice forming a circular ring which is most evident anteriorly.
There are no clefis and no lobular projectionz. The median portion of the
prostate is moderately thickened and there is a pouch behind it, but the
ureters can be seéen with ease and are apparently normal. The bladder is
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considerably trabeculated with numerous pouches and several definite
diverticula. With finger in rectum and cystoscope in urethra there is only
slight thickening of the median portion made out.

Oetober §, 1904 —The condition of the patient remainz the zame. He
can void very little naturally and uses the catheter two or three times daily.
Oecasionally he suffers econsiderably from cystitis. He has not had
erections for a long time. The cystoscope shows a circular collar of slight
but definite thickness around the entire orifice, as deseribed at the first
cystoscopy. Bottini operation would be probably curative, but owing to the
small size of the prostate per rectum, it would probably be a hazardous
procedure. Perineal prostatectomy was therefore advised. He has heen
dilated with sounds and the Kollmann dilator for months without henefit,
The wurethra Is now of large caliber, but there is still considerable
induration.

Operation, Octeber 6, 175, —Ether. Perineal prostatectomy by the usual
technique, except that the ejaculatory bridge was divided and the median
portion of the prostate removed suburethrally. The prostate was extremely
small, fibrous, very adherent to the capsule and urethra. The median
portion was s0 intimately adherent and so fibrous that it was impossible
to remove it through the lateral cavities, and in wiew of the absence of
sexual powers it was thought advisable to excise the median portion
directly through the ejaculatory bridge which was done with ease., The
amount of tissue removed was small, but nothing remained except the
mucous membrane which was preserved. The wound was closed as usual
with double tube drainage and light packs for the lateral cavities. Patient
stood the operation well, pulse at the end being 9. Continuous irrigation
was begun on return to the ward.

Convalescence.—The patient reacted well. The highest temperature after
the operation was 99.6° on the third day and it was normal after the fifth
day. The tubes were removed in 26 and the gauze within 38 hours, Urine
began to come through the urethra on the fourth day, and the patient was
up in a chair on the eighth day. On the 20th day the condition was excel-
lent, but the fistula was not vet healed. ‘On the next day epldidymitis be-
gan on the right side, the temperature rose to 102°. The swelling went on
the suppuration and had to be opened November H, considerable pus being
evacuated. Frevious to this the patient looked very sick, his temperature
reached 102° almost every day and on November 9, the pulse was extremely
wealk, 160 to the minute and the patient was drowsy., After evacuation
of the pus from the epididymis the patient improved steadily, but slowly,
and he left the hospital on December 16, 1904. The perineal fistula was
not closed, but most of the urine passed through the urethra. He had not
required catheterization sinece the operation. There was no incontinence.

January 5, I1M5—The patient voids urine mnaturally, but a pin-point
fizstula is still present although it has been curetted several times. The
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urethra has been dilated. A stricture of large caliber is present, but a No.
28 sound will pass.

November 30, 1905.—Letter. The fistula is closed. I wvoid urine natu-
rally six or eight times during the day, three or four at night, about one-
guarter of a pint at a time. I have a slight scalding in the urethra during
urination. I have no erections (they were absent before operation). 1
have had no treatment and my general health iz excellent. 1 have gained
20 pounds in weight.

February 8, 1906 —The stricture of the urethra seems to be coming again.
Following your request I passed a catheter for the first time since leaving
the hospital. A number 18 catheter passed with difficulty and considerable
pain through the stricture. There were about four ounces of residual urine.
I void from one-fourth to one-half a pint of urine at a time, and sometimes
do not urinate but twice during the nizht.

The patient was advised to dilate the stricture, as it is evident that this
is the cause of the imperfect result.

May 16, i, —Letter. The only thing that [ can complain of is a slight
return of the striciure, but I have not passed a sound or a catheter since
February. I void urine maturally about every two hours in the day time
and about twice at night. At times there is a scalding pain. [ do not
have erections. [ have had no treatment since the operation. My general
health is good, and I have gained 35 pounds in weight. [ am very much
improved.

Pathological repord.—The specimen, G. U. 105, consists of three pieces,
ithe median and two lateral lobes, and weighs in all G-4. The right lobe
measures 1.5 x1.5x1 cm. The tissue is firm, but elastic, and on section
shows considerable fibrous tissue, but some evidence of glandular tizsue iz
present. The left lobe measures 2x1.5x 1 ¢m., weighs G-2, and iz similar
in appearance to the right. The median bar measures 1.7 x .8 x.5 cm. and
weighs G-1. A small area of urethral mucosa is attached to it. On section
it seems to be composed largely of fibrous tissue The Jlumina of the
ejaculatory ducts are seen in the lower portion.

Microgcopic examination.—In the right lobe the hypertrophy is a mod-
erately glandular one, the acini being irregularly distributed through the
stroma without any tendency to lobular formation. In the left and middle
lokes the amount of the adenomatous tissue is considerably less; altogether
there is more gland tissue than stroma. The acini are grouped together
in areas, the lumina at times being fairly regular, at other times showing
marked complexity., There iz considerable young connective tissue in the
stroma. In the middle bar there is a considerable area which is infiltrated
with some leucocytes, round cells and numerous polyblastic cells with the
formation of numerous new blood-vessels. There are present very few
acini in the section from the median portion, but there is present a very
considerable interstitial prostatitis.
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Case M.—Muoderate hypertrophy of median and lateral lobes. Symploms
suggesting stone. None found. Cystoscopy unsuccessful. Cure of obstrue-
tion, Slight burning pain. Followed 1} months.

No. 769, 8. R., age 76, widower, admitted October 4, 1904.

Complaint,—" Frequent urination.”

No history of gonorrhea.

Present illness hegan 18 months ago with nocturnal frequeney of urin-
ation which rapidly inereased until the patient had to arise 25 times during
the night. During the day he did not have to urinate =zo frequently, only
six or eight times. He suffered burning pain during uripation. About a
vear ago his physician began the use of a catheter and vesical irrigation,
and since then the catheter has been necessary every day, but he has al-
ways been able to void a small amount, Occasionally he has had pains in
the right side, but no chills or fever. His general health has been good,
but he has suffered very greatly.

B, P—The bladder iz small, urination difficult and painful, and the
catheter required every two hours, but this does not give him relief.

Examinafion.—Patient is a large well nourished man with lips of good
color. The heart is enlarged, but the sounds are clear. The arteriez are
sclerotic and the abdomen iz negative except in the lower portion where
there is considerable tenderness over the bladder.

Rectal.—The prostate is moderately hypertrophied, rounded, somewhat
nodular and fairly hard.

Urinalysis.—Cloudy, 1020, acid, no sugar, a trace of albumin. Total
amount in 24 hours, 640 ce. Total urea G-6.4.

Cystoscopic—A soft rubber catheter passes with ease. The urethral
length is 11 inches. Very little urine is obtained. The bladder capacity
is contracted, being only 200 cc. It is irritable and instrumentation
cauzes great pain. Hemorrhage is produced and cystoscopy i therefore
impossible.

Preliminary treatment.—Rubber catheter was fastened in the urethra
and urine allowed to drain continually into a bottle. The patient was
instructed to drink water in great amount and was given purgatives
and urotropin. After four days the patient’s condition had distinetly im-
proved, the amount of urine had increased daily and the total urea was 23.4
gr. Total amount of urine 2240 ce.

Operation, October 8, 190f—3pinal cocainization. Perineal prostaiectomy
by the usual techmigque. One-third of a grain of cocaine was injected into
the spinal canal after being dissolved in the spinal fluid drawn out into the
harrel of the syringe. The lateral lobes were enucleated with ease and
measured 3x4x5 cm. in size. The middle lobe was then caught with
the tractor, delivered into the right capsular cavity and easily enucleated,
It was smooth, globular, 214 em. In diameter. The wound was closed as
usual with double catheter drainage, light gauze packs for the lateral
cavities. The pulse before the operation was 95, the blood pressure 215,
At the end of the operation the pulse was 105 and the blood pressure 195.
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As soon as patient was removed from table a condition of collapse
came on, pulse imperceptible at wrist. Blood pressure fell to 80 and
the patient became unconscious. An intravenous injection of 500 cc.
salt solution and strychnine .1 grains was given, but he did not react for
about half an hour and his condition at one time seemed desperate. On
return to ward his pulse was 136, and he was still slightly irrational. In
the evening he had a chill and a temperature of 101° and on the next day
a temperature of 102°; after that, however, his temperature fell to normal
and he had no further elevation, and the convalescence was entirely
satisfactory. The gauze was removed on the day after the operation and
the tubes on the next day. He was up in a chair on the seventh day in good
condition. On the 10th day he was walking about the ward. The perineal
fiztula closed completely on the 18th day, and the patient left the hospital
on the 28th day. His condition then was excellent, and the wound closed.
He was able to retain urine four hours during the day, but voided more
frequently during the night; there was no incontinence, but some urgency
of urination. Silver catheter passed with ease, residual urine 10 cc., bladder
capacity 220 ce. Urine, acid, moderately purulent. Advised to take uro- .
tropin, water in abundance and to dilate bladder by retaining his urine as
long as possible. '

Febrpary 1, 1905, —During the day I void urine three or four times in 12
hours and at night two or three times in 12 hours., Urination is normal
and the amount voided of good gquantity. I have no pain except a slight
scalding. Erections have not returned. (Absent two years before oper-
ation.)

November 22, 1005.—I have slight scalding pain when voiding urine,
occasionally it is acute. While I am still or sitting I feel no inconvenience,
but almost the moment I get up I have a desire to urinate. I retire at
tem o'clock and sleep until four, when I awake with the pain spoken of
above.

December 12, 1505 —1 have had no treatment. The wound has remained
closed. I void urine naturally in the ordinary amounts, six to eight times
during the day and twice at night. 1 suffer a scalding pain when the
bladder is nearly empty. No erections. My health is excellent and I have
gained 30 pounds.

Pathological report.—The specimen, G. U. 107, consists of the threes
lobes of the prostate removed in four pieces, and weighs G-32. The
right lobe weighs G-10, and measures 4.5x 25x 2 em; iz lobulated and
elastic. There is considerable peripheral condensation of the fibrous
tissue. The cut surface shows moderate amount of dilated ducts, and
only a small amount of stroma. The left lobe welghs G-18, and measures
5x3.5x3 em. It is similar in character to the right. The middle lohe
weighs G-4, and measures 3x2.5x 2 em. It is oval, smooth, encapsulated,
and on section shows considerable gland tissue and numerous dilated
acini. No mucous membrane, no ejaculatory ducis, no caleulus,

Microscopic eramination—The hypertrophy is a very glandular one,
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the gland tissue being for the most part arranged in lobules. In many
of theze glandular lobules the stroma is very insignificant in amount, and
the acini are rather small, only an occazional dilated one being seen. There
is, however, very marked intraacinous proliferation and numerous papillo-
- matous projections into the lumina of the acini. The epithelium lining
the acini varies a great deal, at times consisting of two layers, an internal
very high columnar and an external more cuboidal type of eell. At other
times the epithelium is many layers deep, but the internal layer is
nearly always of the high columnar type. The interspheroidal tissue
contains comparatively few acini and these are compressed. The stroma
consists mostly of connective tissue, the amount of smooth muscle being
insignificant. The blood-vessels show practically no thickening and there
is very little prostatitis present in the sections examined.

Uasg 66 —Congiderable enlargement of median and lateral lobes. Drib-
bling of urine for seven years. Cure. Followed iz months,

No. T43. A. R., age 78, admitted October 9, 1904.

On invitation of Major Arthur, this patient was operated upon at the
Soldiers” Home at Washington.

Complaint.—" Difficult and frequent urination and incontinence.™

Gonorrhea three times with orchitis on left side during the last attack.

Present illness began 10 wyears ago with difficulty and frequency of
urination, especially at night. After that the size of the stream became
progressively smaller, urination more difficult and frequent, and for seven
vears he has had almost constant dribbling of urine. No complete re-
tention, no hematuria, burning on urination,

&, P—There is almost constant dribbling and the patient has to void
eight or ten times during the night.

Eramination.—The patient is a well nourished man. Lungs, heart, and
abdomen are negative.

Rectal.—Prostate is considerably enlarged, smooth, elastie.

Urethral.—There ig a stricture of moderate degree about 4 em. from the
meatus.

Vesical.—A catheter passes with ease and finds 95 cc. residual urine.
(The patient has been catheterized twice daily for four days, and from
65 to 125 ce. residual urine obtained. )

Urinalysis.—Cloudy, sp. gr. varied from 1005 to 1013. At times arcid,
at others alkaline. There is a trace of albumin, no sugar, numerous pus
cells, and a few hyaline casts. The total quantity varies from 1100 to
1600 co. daily.

Operation. October 9, 1904 —Spinal anesthesla. Perineal prostatectomy
by the usual technique. Two fairly large lateral lobes were easily enucle-
ated, the urethra being torn. The median bar was removed by the sub-
urethral method after intentional division across the ejaculatory ducts.
It measured 2x2x 3 em. No muecous membrane was removed.

The wound was closed as usual with double tube drainage and light packs
for the lateral cavities. The patient stood the operation well. The
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anesthesia was successful. A submammary infusion was given on return
to room. The tubes were accidently pulled out immediately after the
operation and were not replaced.

Convalescence—The patient reacted well. The temperature remained
normal with the exception of an elevation fto 100.8° six hours after the
operation. Urine passed through the anterior urethra nine days after the
operation, and on the 16th day the patient voided 80 ce. at a time through
the anterior urethra. Epididymitis developed on the right side on the 17th
day and led to abscess formation which was incised on the 22d day.

November 23, 1904 —Pin point fistula persists, but at times there is no
leakage through it. Urination is still frequent and is associated with
burning. He voids from four to six times every might.

March 21, 1905.—The patient is able to hold urine for six hours without
discomfort during the day, but during the night must urinate from three
to six times. The fistula closes at times for three days and then opens
again, causing him considerable discomfort.

April 3, 1505.—The patient had been for a long time in a very despondent
frame of mind. Yesterday he went off into the woods, drank carbolic
acid and was found dead. Post-mortem examination showed the bladder
in excellent condition, the prostate scarcely perceptible, and a very small
sinuous urethral fistula. He had improved immensely and was steadily
geiting better. Letter from Major Arthur.

Pathological report.—The specimen, G. U, 106, consists of the lateral and
median portions of the prostate removed each in one piece. The lateral
lobes measure about 2x2x4 ecm. and present the typical picture of
adenomatous hyperirophy. The median lobe measures 2xXx2x3 em.; it is
similar in character to the others. No mucous membrane is attached. The
ejaculatory ducts are not seen.

Microscopic eramination.—A section made from prostatic tissue re-
moved at autopsy shows a Ilobulated moderately glandular hyper-
trophy. There s present a rather marked prostatitis with the
formation of a large amount of interstitial fibrous tissue. The
acini are mostly small and filled with proliferating and desgqua-
mated epithelial cells and leucocytes. At times the acini are rather
closely aggregated, but at other times they are =eparated by rather
broad bands of stroma. The primary glandular hypertrophy in this case
is evidently underzoing considerable change a= a result of inflammatory
hyperplasia. The blood vessels show a considerable degree of thickening.

Cazg 56.'—Considerable enlargement of median and lateral lobes. Cure.
Followed two years.

No. 472. A. R.. age 61, married, admitted October 11, 1903.

Complaint.—" Bladder trouble.”

Gonorrheea six times., No sequels.
Present illness began about nine years ago with slight difficulty at the

® This case should have beem No. 16.
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beginning of urination. Four years later the difficulty had become con-
siderable and he consulted a physician who passed a catheter and drew off
residual urine. Since then difficulty and frequency of urination have in-
creased. Two months ago patient was treated several times by urethral
dilatation with sounds. which was painful and produced hemorrhage,

8. P.—Urination now occurs every two hours during the day and six
times at night. He suffers no pain and has no incontinence.

Sexual powers—Erections are less vigorous than formerly, but inter-
course is almost normal.

Eramination—The patient is a sturdy-looking man, lips of good color.
The heart is enlarged, but the sounds are clear. The lungs and abdomen
are negative.

Fie. 43.—Long pedunculated median lobe, moderate lateral lobes.

Rectal—The prostate does not bulge at all into the rectum, the posterior
surface is flat and does not give at first the impression of being hyper-
trophied. On careful examination, however, it is found to be broader
than normal and it is impossible to find any upper margin.

Urinalysis.—Urine cloudy, acid, 1020, considerable albumin, no sugar.
Urea G-6 to the liter. Microscopically, pus cells very numerous.

Cystoscopic—A coudé catheter pazses with ease and finds 200 ee. residual
urine. The cystoscope shows large intravesical hypertrophy of hoth lateral
lobes with a deep sulcus between them and on each side. Behind them
i3 a middle lobe which does not seem to be very large. With finger in
rectum and cystoscope in urethra, the amount of tissue did not seem to be
greater than normal, the cystoscope probably lying in a cleft.
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Operation, October 15, 1903 —Spinal anesthesia. Perineal prostatectomy
by the usual techmigque. One-fifth of a grain of dry sterile cocaine was
dissolved in the =syringe and then injected into the spinal canal. The
patient was immediately puf on the table and the anesthesia was perfect.
The lateral lobes were considerably enlarged and easily enucleated. The
middle lobe was removed through the left lateral cavity and proved to be
much larger than was expected, being about 2 cm. in diameter and
6 cm. long and markedly pedunculated as shown in Fig. 43. The urethra
was not torn and the ejaculatory ducts were preserved. A small tear
was made in the vesical mucosa. The wound was closed as usual with
double tube drainage for the bladder and the lateral cavities packed with
gauge. The patient stood the operation well. His pulse at the end was
120. Two hours later he had a severe chill and his temperature arose to
103.2°. BSaline infusion of salt solution was given immediately after return
to room and vesical irrigation was begun.

Convalescence—The zauze was removed on the fourth day and the
tubes on the fifth. The patient was in a chair on the eighth day. The
perineal fistula closed on the 18th day. The patient was discharged on the
25th day. At that time he was able to retain his urine for three hours
and he was free from pain. There was slight incontinence, particularly
after coughing.

May 22, 1904 —Letter. I urinate about every four hours, do not get up
at all duoring the night and void a pint in the morning. Micturition is
normal. Erections have not returned.

Fetruagry I, 1905 —I1 woid urine naturally three or four times during
the day, none at night. Erections have returned and sexual intercourse is
satisfactory though the erections are not perfect. I am cured.

Pathological report.—The specimen, G. 1. 40, consists of three pieces,
two lateral lobes measuring each about 5x3x2 em. and a middle lobe
4% 8x1.5 cm. in size as shown in the accompanying photograph. (Fig, 43.)
The total weight is 65 gr., the middle lobe weighing 20 gr. The external
surfaces of the lobes show numerous small spheroids more or less loosely
heund together, On section numerous sphereoids containing dilated glands
are seen, and in the lateral lobes small areas of greenish yellow pus are
BEET,

Microgcopic erdmination.—The hypertrophy is a distinctly lobulated
glandular one. The acini are for the most part dilated with irregular
complex lumina. Some cystic degeneration, The epithelium lining the
acini is as a rule two layers in depth, but in places there is considerable
cell proliferation. The stroma is mostly composed of fibrous tissue, and the
arteries show a moderate amount of thickening. Some areas of prostatitis

are present.

Case 5T7.—Moderate enlargement of median and lateral lobes. Cath-
eter life several months. Cure.

No, 750. J. E. C., age 76, widowed, admitted October 15, 1904.

Compleint —" Prostatic enlargement. Catheterism."
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Paiient mever had gonorrhea. Ten vears ago the patient had renal
colic on the left side and passed a small stone. No subsequent attacks
until one year ago when he had typical svmptoms of renal colic on
the left side lasting for three hours, and passed a caleulus. No colic
since,

Present illness hegan 10 years ago with a slight difficulty in, and in-
creaged frequency of urination. Since then there has been a gradual
increase in the symptoms. Retention of urine came on for the first
Ltime 14 months ago, and he was then catheterized once a day for four
weeks. After that the catheter was not used until the spring of 1904,
when he had retention of urine again. For several months he has been
more or less dependent upon the catheter., At present he catheterizes
himself three or four timez a day, finding each time ahout eight ounces
of residual urine. He is able to void only small amounts of urine., He
'Ilas. no pain except when the bladder becomesz full. He has erections
oceasionally and once in a while has a nociurnal emission. Has had
ng sexual intercourze for 10 years. His zeneral health is excellent.

Examination—The patient is a sturdy looking man. There is very
glight arteriosclerozis. Heart, lungs and abdomen are negative,

Rectal examination ghows moderate hypertrophy of the prostate, Me-
dian furrow and notch are present. The prostate is round, smooth,
elastic, and firmer in the right than in the left lobe. No induration in the
region of the seminal vesicles, and no enlarged glands are present. Tha
prostate is about the size of a medinvm-gized lemon. The urine is cloudy
and contains a slight amount of albumin, numerous pus and epithelial
cells and bacilli. Sp. gr. 1010,

Cystoscopic eramination.—A coudé catheter passes easily and finds
200 ce. residual urine. The bladder capacity is 350 cc. The toniecity is
good. The cystoscope shows a small median lobe with a suleus on each
side, and wvery little intravesical hypertrophy of the lateral lobes. The
bladder wall i= markedly trabeculated and numerous small pouches
and diverticula are seem, especially in the posterior and lateral walls of
the bladder. The ureters cannot be seen, being behind the median lobe,
With the finger in the rectum and cystoscope in the urethra the amount
of tissue in the median portion i= considerable, and it is impossible to
feel the beak of the cystoscope,

Operation, October 24, My —BEther. Perineal prostatectomy by the
usual technigue with the exception that after the removal of the two
lateral lobes the ejaculatory bridge was intentionally divided trans-
versely as shown in Fig. 21, and the median lobe of the prostate re-
moved. The lateral lobes were easily enucleated, the right beingz largzer
than the left. The median enlargement came away in three pieces, the
last a =sessile intravesical lobule & cm. in diameter. Hemoval of this
was accomplished with a finger in the urethra which was considerably
lacerated. There was very little hemorrhage and the patient stood the
operation well. The wound was closed as usual with gauze packing for
the lateral cavities and double drainage tubes in the bladder. Submam-
mary infusion was given on the table.
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Convalescence.—The patient reacted well. The gauze was removed on
the third dav, and continuous irrigation was kept up for three days when
the tubes were removed. The patient was out on the fifth day and began
to walk on the seventh. Urine began to flow through the penis on the
fifth day and he was at once able to hold it for two hours. There was no
epididymitis or any other complication. Temperature for three days after
operation reached 101.7°.

November 12, 1904 —The patient voids urine about every three hours,

mostly through the urethra, but a small amount escapes through the
fistula. .
. November 15, 1900 —The fistula closed on the 19th day. (Closing after
the use of the gimlet curette.) The patient voided urine last night at
1.80 o'clock and did not have to urinate again until 6.30 a. m. There is
no incontinence. Urine flows in a large stream and without pain. Has
had no instrumentation. Discharged from hospital on the 22d day. No
stricture, no residual urine present.

Joanuary 18, 1905.—Letter. 1 very seldom urinate during the night, and
urination is mnormal. My general health is excellent.

May 24, 1305 —The urine iz clear and passes in a large stream at in-
tervals of five hours during the day and eight hours at night.

November 20, 1005 —Letter. I am happy to state that I have not had
a single day's discomfort from my urinary organs since my return home.
I do not urinate during the night. Troubled as [ was before the operation
with having to get up almost every hour during the night, and urinating
with great pain, I am one of the happiest of mortals. I have occasional
erections at night.

November 340, 1905 —Letter. Wound has remained healed. I void urine
perfectly, four to five times a day and none at all during the night, often
10 ounces at a time. I suffer no pain, have erections occasionally. My
general health is exeellent, and I consider myself cured.

May ¥, 190G.—Letter. I urinate at intervals of five or six hours during
the day, and after emptying my bladder at bed time do not need to do so
again until =ix or seven o'clock the next morning. The passaze of urine
iz 83 natural as when a boy. I have erectionz very rarely. Have not
attempted intercourse. There have been no complications since the
* operation and my health is excellent.

Pathological report.—The specimen, G. 1. 111, consists of three pieces,
right, left, and median lobes, and weizhs about G-20, the lobes bheing
about equal in size, and measuring about 314 x 2% x 2 em. Toward the
periphery of the lobes the tissue iz more fibrous, forming a fairly definite
capsule. In the interior numerous dilated glands are seen. There is no
induration or suggestion of malignancy. No mucous membrane nor ejacu-
latory ducts were removed.

Microgcopic examination.—The hypertrophy ig a glandular one with some
tendency to arrangement in lobules, The acini are for the most part
dilated, but do not show the complexity of lumina which one seez in more
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glandular prostates. Here and there cystic dilatation of the acini with
flattening of the lining epithelium is present. The epithelium lining the
acini is usually two layers thick, the superficial being of a tall eylindrical
type with the nucleus near the base of the cell, while the layer resting
on the basement membrane is more cuboidal., The stroma is dense, and
mostly composed of fibrous tissue. Some prostatitis iz present in areas.
Numerous corpora amylacea are seen in the ducts,

Case b8.—8light enlorgement of lateral lobes. Small ronnd median lobe,
Small suburethral lobe.  Stricture of wrethre., Cured. Followed 20
months.

Mo, 767. A. H. C., aze G2, married, admitted September 23, 1904,

Complaint—"" Bright's diseaze,”

Gonorrhea at the age of 21, and again two yvears later.

Present illness began about 10 years ago with slight diffieulty in urin-
ation, which continued for six years without any marked increase in
frequency of urination. During the past year he has had to urinate four
times during the night and about 10 times during the day. Micturition
is accompanied by considerable straining and at times there iz inconti-
nence both night and day. Has never had complete reieniion of urine nor
has he been catheterized.

Hexrual powers—Erections are still present, but the desire is practically
nil and ejaculation is painful.

Erxamination.—The patient is a well nonrizhed man. Lips and mucouns
membranes of good color. Heart, lungs, and abdomen negative.

ftectal examincetion—The prostate is slightly enlarged in both lateral
lobes, soft and smooth. The seminal vesicles are not indurated. Slight
urethral discharge is present which shows microscopically a few intra-
cellular diplocoeei, which are not gonococci. Examination of the urethra
with bougies-a-boule shows a stricture of moderately small caliber at the
penoscrotal juncture. The urine is cloudy in all three glasses and contains
considerable amount of pus, but ne bacteria. Sp. gr. 1020, acid, albumin a
trace. Urea 8 gr. to the liter.

October 20.0—The patient has been treated by gradual dilatation of the
urethral stricture. The stricture has dilated easily. Filiforms and follow-
ers were used at first, but after three weeks a No. 26 sound could be passed
with ease, The urine has improved remarkably, and is now clear except
for a few shreds. The patient still voids urine four or five times at nighi,
and a catheter finds 210 ce, residual urine.

Cystoscopic examination.—A catheter passes with ease, finds 210 cc.
regidual urine, and a hladder capacity of 400 cec. and excellent vesical
tonicity. The eystoscope shows a fairly javge sessile median lobe with a
sulcus on each side. The lateral lobes project very little into the bladder,
which is considerably trabeculated, hyvpergmic but not inflamed. There is
no foreign body present. On the floor of the bladder is a prominent trans-
verse ridge separating two deep pouches, The ureters cannot he seen.
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Operation, October 24, 1004, —Perineal prostatectomy by the usual tech-
nique. The lateral lobes which were only slightly hypertrophied were
easily enucleated. The median lobe could not be engaged with the tractor,
and when the finger was introduced the lobe was found to be pedunculated
in character. The finger was also ineffectual in drawing the lobe into one
of the lateral cavities so that it was necessary to use a curved forceps
which was inserted through the urethra and made to grapple the lohe
which was then drawn into the urethra. While held in this position its
right lateral border was exposed by blunt dissection through the right
lateral cavity, and it was finally enucleated without removing any of the
mucous membrane. Examination them showed a small rounded subure-
thral lobule which was also enucleated. The ejaculatory ducts were pre-
gerved and only two small rents were made in the urethra. The wound
was closed as usual with double tube drainage in the bladder and light
gauze packs for the lateral eavities, The patient stood the operation well,
the pulse being 90 at the end. An infusion and continuous intravesical
irrigation were instituted on return of patient to the ward.

Convalescence.—0n the day after the operation the temperature rose to
101°, but was practically normal on the next day, and did not rise again.
The gauze and tubes were removed on the third day, and interval urin-
ation was established at onee. On the fourth day most of the urine came
throngh the peniz. The patient was out of bed on the fifth day and began
walking on the sixth, on which day the perineal fistula healed. He had
no complications of any sort and was dizcharged on the 18th day. At that
timme he could hold his urine for six hours. The perineal wound had been
closed for 12 days, he had perfect control, and his general health was ex-
cellent,

Eraminalion, Ocfober §12.—The perineal wound is closed, urine i voided
in a good stream, silver catheter passes with ease, and there is no residual
urine present. Urine iz cloudy and contains pus and the patient has a
slight urathral discharge. He is advised to take irrigations of bichloride
of mercury until this ceases,

February I, 175 —Letter., 1 void naturally three to five times during
the day, and once at night. There is no fistula and [ consider myzelf cured.
Erections have returned and I have intercourse.

November 30, 1995 —Letter. I void urine naturally and arise only once
at night. I have erections but intercourse is not very satisfactory. My
general health is splendid, I have gained 20 pounds and [ consider myself
cured,

May 15, 1906.—Letter. 1 void urine mormally and at normal intervals,
about half a pint at a time. I have very little pain. Erections and sexual
intercourse are satisfactory. I have had no complications or treatment
Since operation. [ have gained about 30 pounds, and I feel that I am
eured,

FPathological report.—The specimen, . 77. 112, consists of the three lobes
of the prostate each removed in one piece, and weighs G-27. The right
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lateral lobe iz the larger, weighs G-13 and measures 45x3x2 em. [ts
upper vesical portion is smooth and regularly rounded forming a definite
lobe separated from the lower lobulated portions. On section the fibrous
capsule is unusually well marked and sirips off the prostate with ease.
The upper portion is a distinet round lobe 2.5 em. in diameter. In its
central portion there is a small hemorrhagic area with yellowish specks
in a grayizh field, and slightly sugzestive of malignancy. The outer portion
of this lobule is quite fibrous. A moderate number of dilated glands are
present. The left lobe measures 3x2x2 om. in size, is irregular and
shows considerable fibrous stroma. The median lobe is about 25 x2x 1.8
em. in size and similar in character to the left. No ejaculatory ducts, no
caleulus. A small bit of mucous membrane has been removed with the
median lobe,

Microgecopic eramination—A section from the hemorrhagic area in the
right lateral lobe presents a very interesting picture. There is a great in-
crease in the flbrous tissue with some inerease in the muscle fibers, and a
comparatively small number of acini. The great majority of the acini are
small and apparently compressed, and in areag there is almost complete
destruction of the acinl. In sections from other portions, about many of
the acini there is a rather dense layer of connective tissue forming almost
a thickened basement membrane, and ouiside this tissue of apparently re-
cent formation the interstitial fibrous hyperplasia is quite marked, often
assuming a concentric arrangement about the acini. There are a few
gmall areas of round celled infiltration and an occasional lencoeyte. The
epithelinum lining the tubules, in many areas almost fills the lumen. In
g few dilated acini, which are present in the section, the epithelium is
distinetly flattened. There is considerable general inerease in the smooth

. muscle, in some areas myomatous tizzue being rather abundant, while in
other areas the fibrous tissue predominates,

The section is that of fibro-myomatous hypertrophy with partial atrophy
of the adenomatous tissue.

Casg 59 —8light enlargement of median and fateral lobules, Contracted
biladder; frequent urination. Cure. Followed 11 months.

Mo 766. A. W., age 65, single, admitted October 15, 1904,

Complaint.—"* Frequency of urination.”

Had gonorrhea at the age of 25 and again 10 vears later.

Present illness began four vears ago with difficulty of nrination. During
the next year difficulty and frequency inereased and three yvears ago he
had complete retention and had to be catheterizged, Sinee then has required
catheterization several times. Has suffered no pain, and has not lost
weight.

&, P—Urination about every two hours, and often very difficult. Oecca-
sionally very great frequency. No incontinence, no pain.

Seguwal powers.—Erections are still prezsent, has not had intercourse for
two years.
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Eramination.—The patient is a sturdy looking man, lips of good color,
glight arteriosclerosis, pulse of good volume. A systolic murmur is
present at apex. Abdomen, negative,

Fenitalie.—The right testicle is undescended but is palpable in the
inguinal canal.

Rectal—A large excoriated pile is presemnt. The prostate is moderately
enlarged, bulges considerably into the rectum, the median furrow is shallow
and the notch is absent. It is smooth, elastic, but firm. There are no
nodules, no induration and the seminal vesicles are negative.

Cystoscopic—Coude catheter passes with ease and finds 30 ce. residual
urine. The bladder capacity is 150 ce. It is very irritable, and after being
filled several times it will retain only 100 cc. The eystoscope shows a
small rounded median lobe with a fairly deep sulecus on either side; lateral
lobes are not intravezically hypertrophied. The bladder is considerably
trabeculated; tnere is no stone present. With finger in rectum and cysto-
scope in urethra the beak cannot be felt and the thickness of the median
portion is comsiderably increased.

Urinalysis.—Slightly cloudy, acid, sp. gr. 1015, no albumin, no sugar.
Urea G-17 in 24 hours. Microscopically, pus eells and colon bacilli,

October 20, 1905 —The patient returns two days after eystoscopy. Urin-
ation haz been every half hour except when he has used a catheter, after
which he has relief for two hours.

October 22, 1904.—Urination still difficult and frequent. Catheter finds
only a few drops of residual urine, and bladder capacity is very small.

Operation, Ocfober 25, 1904 —Fther. Perineal prostatectomy by the
usual techmigque. Enucleation of slightly enlarged lateral lobes, and &
small median lobe.

The lateral lobes were only moderately hypertrophied. The median
lobe measured 3x2x 2 em. in size and was easily removed through one
of the lateral cavities. The ejacuatory ducts were preserved.

The wound was cloged as usunal. Double drainage tubes in the bladder
and light packs for the lateral cavities. The patient stood the operation
well, the pulse at the end being 50. Continuous irrigation and infusion
on return to the ward.

Convalescence.—The patient convalesced well, the highest temperature
being 93.8° on the day after the operation, after which it was practically
normal. The tubes and gauze were removed on the second day, and the
patient was up before the end of a week. On November I, & note was made
that the patient’s condition was execellent, wound healthy, and urine com-
ing partly through the anterior urethra. He had had no rise in tempera-
ture, which was normal, and his pulse since the operation had ranged be-
tween 70 and 25. He slept seven hours at a time and enjoyed his meals.

-

November 7, 1904 —Two days ago the patient began to vomit. Before
this his bowels had not moved for several days. The pulse has been good,
varying from 80 to 96 and the patient haz voided urine in good amount
through the urethra. Urine contains no albumin, no casts, sp. gr. 1023,



Study of 145 Cases of Perineal Prostatectomy. 297

He was infused, put on nutritive enemata and active hydrotherapy. The
nausea and vomiting still persist,

November 8, 1905 —The patient has ceased vomiting and he is more
comfortable.

November 1%, 190 —The convalescence was considerably retarded by the
attack of nausea and vomiting. Perineal fistula has closed. The patient
voids urine in a good stream at intervals of two to four hours and in large
amounts. His ecardiac murmur is much more pronounced since attack of
nausea. Patient discharged 24th day.

Moy I, 1905 —(Five months after operation.) Urination is normal; the
stream large; interval five hours. Sexual desire and partial erections
have returned. TUrine is clear and contains no pus.

November 30, 1005—I1 void urine naturally twice during the day and
twice during the night. The wound iz closed, I have no pain and am
cured. I have erections, but have not attempted intercourse.

May 8, 1906.—Patient comes for examination. He says that he voids
urine naturally and with ease. Does not have to arise during the night.
He suffers no pain. He has erections occasionally. General health ex-
cellent and he considers himself entirely cured. The patient voided about
150 ee. urine, clear and microscopically negative. Reectal examination
negative. Silver catheter passes with ease, and shows no residual urine,
no stricture.

Pathological report.—The specimen, G. 1. 109, consists of the three lobes
of the prostate and weighs G-13. The right lobe weighs 2.5 x 1.5 x 1 em. and
weighs G-3. The left lobe measures 3x1.5x1 em. and weighs G-7. The
middle lobe 2x2x1 em. and weighs G-3. The surfaces are irregularly
lobulated, and the sections show numerpus spheroids, and dilated aecini.
Towards the periphery there is considerable fibrous tissue,

Microscopic examination.—In the left lobe the hypertrophy is a moder-
ately glandular one with considerable dilatation and oceasional cystic
degeneration of the acini. In the right and middle lobes the hypertrophy
tends distinetly towards the fibro-museular form, the stroma being some-
what in excess. There are however areas which present the usual picture
of a glandular hypertrophy. The stroma throughout the whole gland is
comparatively dense, and contains much more connective tissue than
muscle, The stroma in the portions where the acini are numerous shows
congiderable new conneciive tissue formation. Some areas of chronie
intersiitial and glandular prostatitis are present.

Case 60 —8mall round median fobe., Moderate lateral lobes. Com-
plete retention. Cure. Followed eighteen months.

No. T72. F. A. G., age 71, married, admitted October 1, 1904,

Complaint.—" Enlarged prostate.”

Had gonorrhea in his youth. No complications.

Present illness began 18 months agoe with slight frequency of urina-
tion which gradually increased until recently the patient was urinating
five times during the night. The stream was small, lacked force, but

Vol. XIV.—18.
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there was never any pain nor dribbling. There was no hesitation, but
often considerable preecipitancy. Aboui 10 days ago retention of urine
became complete and sinee then the patient has been unable to void and
has required catheterization daily. His sexual powers have been absent
for five yvears.

Eramination.—The patient is a well-nourished man with lips of good
color,. Chest and abdomen are negative.

Reptal.—The prostate is moderately enlarged, smooth and fairly soft.
The seminal vesicles are negative. Urine is acid and contains pus cells
and bacilli, and there is no evidence of renal insufficiency.

Operation, October 28, 190j.—FEther. Perineal prostatectomy by the
usual technique. The lateral lobes were of moderate size and neither the
mucons membrane of the urethra nor the bladder was torn in their re-
moval. The median loebe was then drawn with the tractor into the left
lateral cavity where it was enucleated with some difficulty owing to close
adhesions, but the mucous membranes covering it was not torn. This lobe
was globular and measured 114 cm. in diameter. The finger was then
inserted into the bladder through the urethra and no prostatic enlarge-
ment detected. The wound was closed as usual with double drainaze
tubes and light packs for the lateral cavities. Infusion and continuons
irrigation on return to room. The condition of the patient was excel-
lent at the end of the operation.

Convalescence—The patient reacted well. The gauze was removed
on the second day and the tubes on the third, The patient was ouf of
bed on the eighth day and the fistula closed within two weeks, There
were no complications except considerable bronchitis and slight fever
for 10 days. He left the hospital on the 3lst day.

Wanuwary 10, (95 —The patient says he feels better now than he has
for years. Omly gets up once at night to urinate and can retain urine
gix or eight hours in the day. He voids with a zood stream without
hesitation and has no incontinence. A catheter passes without meeting
obstruction and finds no residual urine present. The bladder capacity is
401} ce. The urine is purulent and contains bacilli.

Heptember 22, 1005.—The patient has been laid up with epididymitis
on the right zide. Urination is normal.

December 22, 1905, —The right testicle has again become swollen and
the patient has suffered consziderable pain. Urine iz voided in a large
stream three or four times during the day and only onece at night. The
wound is healed and the patient suffers no pain. Erections which were
absent before operation have not returned., The urine still containzs pus
and bacilli.

May 8, 1#M6G—1 wvoid urine naturally, three or four times during the
day and often not at all during the night, about eight ounces at a time
without pain. Erections which were absent for several years have not
refurned. My general health is excellent and I conzider myself cured.

Pathological report.—The specimen, G. U. 114, consists of the three
lobes of the prostate each removed in one piece and weizhs 28 gm. The
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right lobe weighs 10 gm., and measures 4 x2x 1.5 em. It is soft, elas-
tie, fairly smooth, and on section shows spheroids with numerouns dilated
ducts, and a moderate amount of stroma. The left lobe weizhs 10 gm.,
measures 3.5x 2x 1.5 ¢m., and is similar in appearance to the right, but
shows more cystic dilatation., and in places greenish secretion suggesting
pus. The median lobe weighs 5 gm., and shows more fibrous tissue
than the lateral lobes. No mucous membrane, no ejaculatory ducts, no
caleuli,

Microgeopic eramination.—The hypertrophy in the right and laft lobes
iz of the glandular type with dilatation of the ducts and in places guite
a marked cystic degeneration. The stroma is comparatively small in
amount and contains more fibrous than muscle tissue., There is consid-
erable interstitial and glandular prostatitis.

The median lobe contains adenomatous areas in which the acini are
dilated, but the stroma is far in excess., It iz a fibro-muscular type of
hypertrophy with the fibrous element predominating, and some points of
round celled and polynuclear infiltration.

Casg 6l.—Moderate hypertrophy of median and lateral lobes. Acute
cystitis and epididymitis preceding operation. Cure.  Followed 18
FORLhs.

No. 821. C. W. P., aze 50, married, admitted November 11, 1904,

Complaint.—" Frequency of urination and burning."”

Gonorrheea 25 and 23 years ago with apparently no symptoms of pos-
terior involvement.

Present illness began eight years ago with difficulty in starting uri-
nation. The patient consulted a physician who passed sounds, but found
no stricture and diagnosed enlargement of the prostate. From that time
until now his condition has grown gradually worse, On November &
he had complete retention of urine for the first time and since then
has been catheterized =six times on this account. Since then both tes-
ticles have become swollen and very painful,

&. P—Urination about every hour during the day and 10 times at
night. Very litile pain, no hemorrhage. General health excellent.

Herual powers—No note made, .

Eramination.—Patient is a well-nourished man with lips of good color.
The chesgt and abdomen are negative,

Gendtalic—Both epididymes are slightly swollen, indurated and very
tender, the result of recent epididymitis.

Rectal.—The prostate iz moderately enlarged, smooth, elastic. The
seminal wvesicles are negative.

Cystoscopic.—0wing to the presence of epididymitiz cystoscopy was
not performed. A large silver catheter paszes with ease and finds 120 cc.
residual urine. The bladder is irritable, acutely inflamed, and catheter-
ization is painful. Owing to the epididvmitis it was thought advisable
to postpone the operation, but the frequent and dfficult urination and
pain on catheterization rendered immediate operation advisable. -
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Urinalysis.—TUrine cloudy, acid, 1015, no sugar, albumin a trace. Large
amount of pus and mucus present.

Operation, November 12, 1904 —Ether. Perineal prostatectomy by the
usual technique. The lateral lobes were easily enucleated and were only
moderately enlarged. The median portion came away in two pieces, one
g small median bar, and the other an intravesical lobule which was re-
moved through the left lateral cavity. The ejaculatory ducts were pre-
gerved intact and only a small tear was made in the urethra along its
left lateral wall. The wound was closed as usual with double tube
drainaze for the bladder, and light packs for the lateral ecavities. The
patient stood the operation well. Pulse at the end 100, Infusion and
irrigation on return to the ward.

Convalescence.—The patient reacted well, but had a chill on the day
after the operation and a rise of temperature to 104.5°. After that the
temperature ranged between 33° and 101° until the seventh day when
it rose to 102°, and was associated with an increase in the inflammation
in the epididymes, After that the left epididymis returned to normal,
but the right went on to suppuration and on December 15, 33 days after
the operation, the abscess was openad through two incisions. After
that the patient rapidly improved and was discharged six days later
in excellent condition. The gauze and tubes were removed at the end
of 24 hours. The urine was very slow in passing through the urethra,
and the perineal fistula was still open on his discharge from the hos-
pital on the 39%th day. He was voiding urine, however, at intervals of
three or four hours, had no pain in the bladder, and the right epididy-
mis was markedly improved.

May & 106 —Letter. I void urine naturally about five times in 24
hours, sometimes not at all during the night. The amount voided at
one time is about 10 ounces. [ suffer no pain, erections have returned
and I have satisfactory intercourse. My general health is good, I have
gained 10 pounds in weight, and I consider mysef cured.

Pathalogical report.—Specimen, G. U, 118 The prostate has been
removed in four pieces, and weizhs 14 gm. The right, left and median
portions of the prostate are about egual in size, measuring each about
25x2x15 em. A small irregular intravesical median lobe has beea
removed in one piece and measures 1.5x1x1 em. The surface of the
lobes is irregular and somewhat torn, rather soft in consistence, and
on section presents no spheroids.

Microgcopic eramination.—The hypertrophy is of the distinetly gland-
ular type and arranged in lobules. There is present gquite a marked
glandular and interstitial prosiatitis, and the Iumina of the acini are
in many areas filled with degenerated epithelial cells and leucocytes.
The stroma is largely composed of fibrous tissue and there has been
formed considerable new inflammatory tissue interlacing in different
directions. The arteries show no thickening.
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Case 62 —MWoderate hypertrophy of median and Tateral lobes, Tico
vesical calculi. Cure. Followed I8 months,

No. T86. E. 8., age 68, single, admitted November 5§, 1904.

Complaint —" Painful and freguent urination.”

Patient had gonorrhea in his youth.

Present illness began three years ago with sudden retention of urine
after drinking beer. After thizs he had to be catheterized for several
months. Since then he has not required the catheter, but micturition has
been very frequent and painful.

#. P.—The patient urinates every half hour night and day. DMie-
turition iz accompanied by a severe pain which radiates to the end of
the penis.

Serual powers—Patient has erections, but has not had intercourse
for several vears, His general health iz bad and he has lost about G0
pounds in weight in the past five months.

Exgmanation —The patient is rather slender, and his lips are pale.
Chest and abdomen are negative,

trenitalic—~Marked thickening of both epididymes. No evidence of
hernia. Arteries somewhat sclerotie, but pulse regular and full.

Rectal.—The prostate is moderately hypertrophiad, the left lobe being
the more prominent. The median furrow and notch are obliterated, and
the contour is rounded, smooth and elastic. The seminal vesicles are not
palpable.

Urinalysiz—Cloudy, acid, sp. gr. 1025, no sugar, a trace of albumin,
much pus, but no casts.

Cystoscopic erxaminofion—A catheter passes with ease and finds 140
ce, residual urine (at other times from 350 to 440 ce. residual were
found). The bladder is very irritable, and the tonicity good. The cysto-
scope shows two fairly large caleuli in the base of the bladder, dark
brown in color and with irregular surfaces. The bladder is consider-
ably inflamed and trabeculated, but no diverticula are seen. The in-
travesical portion of the prostate is only slightly enlarged, but irregular
in shape. The left lateral lobe is only slightly hypertrophied, the right
is more prominent, and connecting the two iz an irregular median bar
of moderate degree. With finger in rectum and cystoscope in urethra
it iz imposzible to feel the beak of the instrument, and there is appar-
ently considerable inerease in the median portion of the prostate.

Preliminary treatment.—Urotropin, lithia water. Under this treatment
the patient improved considerably.

Operation, November 12, 1004 —Ether. Perineal prostatectomy by the
usual technique. Extraction of caleuli through the perineum. The lat-
eral lobes were moderately enlarged and easily enucleated. It was im-
possible to engage the middle lobe with the tractor which was then
withdrawn and the finger inserted. The median lobe was then easily
pushed into the left lateral cavity where it was enucleated and proved
to be about 2 ¢m. in diameter. The left lateral wall of the urethra was
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torn, and the remainder was divided with the scissors and the neck of
the bladder dilated before the insertion of stone forceps. The two cal-
culi were easily extracted, measuring 2x215x3 em. and 1x2x 2% cm.
The urethra was not sutured and the wound was closed as usual with
double tube drainage for the bladder and light gauze packs for the lat-
eral cavities. A submammary infusion was started om the table and a
continuous irrigation after the patient’s return to the ward. The patient
siood the operation well, his pulse at the end being S0.

Convalescence—The patient reacted well. The temperature reached
101.2° on the second day and was practically normal after the third
day. The tubes and gauze were removed on the second day, the irriga-
tion having continued for 48 hours. The patient was walking within
a week. Urine came through the penis on the seventh day, and the fis-
tula closed on the 12th day. He was discharged from the hospital on
the 18th day.

December 1, 1904.—(19th day). The patient voids urine at intervals
of two hours. He has good control, but there ig slight dribbling at the
end of urination. The stream is large and he suffers no pain. A cath-
eter passes with ease and finds 10 ce. residual urine. The bladder ca-
pacity is 250 cc.

February 28, 1905.—The patient has gained 23 pounds since opera-
tion. Hetains urine for five hours during the day and arises twice dur-
ing the night. A catheter enters with ease and there is no stricture
present and no residual urine. The bladder ecapacity is 300 ce. The
cystoscope shows a slightly irregular prostatic margin with a small al-
most pedunculated relundant fold of mucous membrane in the anterior
portion of the left lateral lobe. With finger in rectum and cystoscope in
urethra the median periion of the prostate iz about normal in size.

November 30, 1905.—Letter. T void urine as well as [ ever could, once
during the night, a little more freguently during the day and about half
a pint at a time. I suffer no pain, the wound is healed, and I am cured. I
have had no erections. In August, 1905, the right testicle became swol-
len. My general health iz good and I have gained 45 pounds.

May 8. 19406, —Letter. I woid urine naturally, once during the night and
six times during the day, about half a pint at a time. I suffer no pain.
I have imperfect erections, but have not attempted intercourse. My gen-
eral health is zood and I consider myselfl eured.

Pathological reporf,—The specimen, G. U. 119, consists of seven lobules,
weizhing in all 38 gm. The left lateral lobe is the larger and has been
removed in two pleces. The median lobe measured about 2.5 em. in diam-
gter., The character of the prostatic lobes is about the same, irregularly
lobulated, and the eut surface is fairly firm with two dilated ducts and
little demarcation into spheroids. Two stones are also preserved, the
larger measuring 3x 2.5 x2 cm.

Microscopic eramination,—The hypertrophy is a distinetly glandular one
with a tendency to arrangement of the gland tissue in lobules. The acini
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are for the most part slightly dilated, and are often closely set with but
slender bands of stroma interlacing between them. Areas are seen where
there is marked intraacinous proliferation in the shape of slender pedicles
of connective tissue, occasionally containing some few musele fibers,
lined by epithelium similar to the epithelium lining the acini. The stroma
in places containg some young connective tissue even in areas where thers
iz mo prostatitis present. The stroma altogether containg much more con-
nective tissue than muscle. Some areas of chronie prostatitis are present.

The middle lobe iz distinctly more fibrous than the lateral lobes, and
there is present quite a marked prostatitis with partial atrophy in many
areas of the gland tissue. Very few corpora emylacea are seen.

Case 63.—Considerable enlargement of median and lateral lobes. Sev-
eral previous suprapubic operations for celculus and hemorrhages. Peri-
neal prostalectomy. Nafural wrination cstablished., Suprapubic fstule
failed to close. Operation. Frcision of supropubic scar tissue and fistula,
Ezxcision of median portion of progtate. SHID in hospital,

No. 1326. C. R. P., age 75, widowed, admitted October 11, 1904,

Complaint.—Bleeding from the bladder, and suprapubic fistula.

The patient had gonorrhea in 1875 with no complication.

Present illness began 16 yvears ago with frequent urination, and during
the next two years he had frequent attacks of gravel, often a dozen in
quick suceession. He had no pain or hematuria until 1891 when he passed
blood for three days and urination was very frequent and difficult. He
then catheterized himself and drew off two pints of bloody urine, After
that he catheterized himself at various times, sometimes for complete re-
tention of urine, at others to relieve a distended bladder. In August, 1897,
he had considerable hemorrhage and catheterization was difficult on ac-
count of clots. He then entered the Johns Hophkins Hospital. At that
time he was catheterizing himself every two hours and was unable to void
naturally. He was treated in the hospital for five weeks by catheterization
and vesical irrigation. Examination showed a very large prostate, and a
searcher detected calcull in the bladder,

Operation, October 16, 1807 —Ether, Suprapubic cystotomy by Dr. Hal-
sted. Two large stones were removed, and a large intravesical and pros-
tatic hypertrophy discovered. A hard rubber drainage tube was sutured
into the bhladder.

Convalescence.—The patient remained in the hospital for a monih, His
suprapubic sinus had contracted down, and he was able to wear a Blood-
good suprapubic drainage apparatus with comfort.

April 21, 1300 —~The patient returns, complaining of leaking around the
tube, His general health is excellent with the exception of a chronic bromn-
chitis.

May 13, {904 —The patient refurns, complaining of hemorrhage from
the bladder. He has worn the Bloodgood bag sinee 1887, During the last
two yvears there have been six attacks of hemorrhage from the bladder,
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each lasting a day or two but not accompanied by pain. Last night the
bladder became distended with blood and could not be emptied either
through the suprapubic sinus or through a catheter.

Operation, May 17, 1904 —Ether. Dr. Finney. Suprapubic cystotomy for
hemorrhage from bladder. The bladder was exposed, and two large tortu-
ong veins discovered in the mucous membrane covering the middle lobe,
from which there was considerable oozing of blood. These points were
gseared with a Paguelin cautery and the bladder packed with iodoform
Zanze.

Convalescence.—The patient stood the operation well and eonvalesced
nicely, He remained in the hospital for 28 days and left in good condi-
tion, wearing a Bloodzood bag.

October 11, 1904 —The patient returns complaining of severe hemorrhage
from the bladder which has been present for several days. He is in good
condition, his lips are of good color, and his heart is negative but for a
slight systolic murmur. Lungs are clear. There is a large suprapubiec
fistula in which he wears a tube connecting with a Bloodgood bag. The
bladder contains blood clots, but there is a leakage of bloody urine from
the suprapubic opening.

Rectal.—The prostate is considerably enlarged, smooth, elastic, with no
areas of induration, no nodules.,

Preliminary treatment.—The bladder was irrigated with a solution con-
taining adrenalin. At first these were followed by considerable hemor-
rhage, but after several days the hemorrhage ceased. The patient has
worn the Bloodgood tube and bag for several years with comparative come-
fort, but at times there has been a leakage and some pain. On account of
the recurrences of severe hemorrhagze the patient was advised to have the
prostate removed through the perineum.

Operation, October 20, 1904 —Young. Ether. Perineal prostatectomy by
the usual technigue. The right lobe was about Tx5x 4 cm. in size and
easily enucleated. The left lobe was somewhat smaller. A median lobe
4 em. in diameter was delivered through the right lateral eavity without
tearing the urethra or the bladder. Examination with a finger in the su-
prapubic wound showed a small median bar which had net been removed.
[t was not considered sufficiently large to warrant a continuance of the op-
eration becanse there was rather more hemorrhage than usual. The peri-
neal wound was closed with a catheter and gauze drain, and another cath-
eter wasg placed in the suprapubic wonnd, Patient stood the operation well.
Pulse at the end was 75, Continuous irrigation on return to the ward.

Convalescence~The patient reacted well. The temperature did not rise
above 100° and after two days was normal. The gauze was removed on
the second day and the tubes on the third without bleeding. There were
considerable nausea and vomiting for three days, and the patient was
given an infusion, and after that the convalescence was uninterrupted. The
perineal fistula closed on the 17th day, and the suprapubic sinus was then
excised partially to hasten itz closure. Following this slight operation
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there was a temperature for three days reaching as high as 101.5°, asso-
ciated with slight nausea and vomiting. No further rise in temperature.
On December 2, as the suprapubic sinus still persizted, a retained catheter
was placed in the urethra, but after 18 days the suprapubic fistula was
still patent, and the catheter was withdrawn, The patient was discharged
from the hospital December 23, 64 days atier the operation. He was void-
ing urine through the urethra and had no incontinence, but there was
still a slight leakage through the suprapubic wound.

May 8, 1966, —The suprapubic fistula has not healed. The patient voids
urine naturally through the urethra, but if more than two hours elapse
urine escapes through the suprapubic fistula., He catheterizes himself
oceasionally and finds about three ounces of rezidual urine. He has no
pain, no hematuria, has not passed a calculus, and his zeneral health is
excellent.

Framination.—The patient looks well. There is a pin-point suprapubic
fistula surrounded by considerable scar fissue, A coudd catheter passes
with ease and finds about 100 ece. residual urine. Bladder capacity is
180 ee,

Recial.—In the median line, high up, a globular prostatic enlargement
about 2 cm. in diameter is felt. It is smooth and soft, and there is no in-
duration in the region of the wvesicles. The cystoscope shows a small
rounded median lobe,

Operation, May 9, 1006 —Ether. Excizion of scar tissue around the sn-
prapubic fistula. The fistula was guite necrotic and was surrounded by a
considerable mass of sear tissue. Examination of the bladder showed a
transverse septum behind the ureteral orifices and two septa running from
it to the prostatic orifice, one on each side. Within these septa and be-
hind the prostatic orifice was quite a deep pouch, apparently about 4 cm.
in diameter. There was a definite enlargement of the median lobe in the
shape of two small globular masses with a suleus between. These were
enucleated with the aszsistance of a finger in the rectum in three pieces
without removing any mucous membrane. The prostate orifice, which
was already enlarged, was considerably enlarged by this procedure. There
was a moderate amount of hemorrhage which was controlled by gauze
packing. The suprapubic wound was partially closed with interrapted
gilver wire. Patient stood the operation well, Infusion on the table,
Pulze at the end wasz good,

Convalescence.—The patient reacted well. The temperature rose to
101% on the second day, but after that It was normal. At the end of 20
days the suprapubic fistula showed no sizn of closing, and a retention
catheter was placed in the urethra and allowed to remain for a week. Af-
ter its removal the patient began to veid at intervals, but the suprapubic
fistula still leaks slightly, now 37 days after the operation. The condition
of the patient iz excellent, and the suprapubic fistula shows every evidence
of healing soon.

Pathological report.—The specimen, G. U. 1008, consists of the thres
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lobes of the prostate and weighs 25 gm. The right lobe haz heen removed
in one piece, measures 5x 4.5 x 2 em., and weighs 11 gm. The surface is
lobulated, there iz little capsule, and on section there is considerable gland
tiscue, a moderate amount of stroma, and very few dilated acini. The
left lobe measures 5Xx 3.5x 2 cm., weighs 8 gm.. and on section containg
more fibrons stroma than the right. The middle lobe eonsists of several
pieces, measuring in all 4 x 3.5 x 2 em., and weighing 6§ gm. The cut sur-
face is guite smooth, lobulation is not marked, and condensation at the
periphery is very plain. No mucous membrane, no ejaculatory ducts, no
caleuli.

Microscopic eramination.—The hypertrophy is a distinetly glandular
one. There is moderate dilatation of the acini which are lined for the
most part by two layers of epithelium. The acini show the usual picture
of zland preliferation. The stroma is comparatively small in amount, and
it iz mostly composed of connective tissue, there heing very little muscle
present. There iz some young connective tizsue in the stroma, Some
areas of chronie prostatitis,

Case 64 —Moderate hypertrophy of both lateral Tobes, No median lobe.
Catheter life. Cure. Followed I8 months.

No. T80, H. W. 8., age 56, widowed, admitted November 18, 1904.

Coneplaint.—"* Enlarged prostate—frequent urination.

Mo history of gonorrhoea.

Present illness began about five years ago with frequency of urination.
This gradually increased until nine months agzo he was voiding urine
five or six times at night, felt badly, had a constant nausea, and muscular
pains over the body. In September, 1904 (two months ago), an examina-
tion showed that his abdomen was distended and a catheter withdrew a
guart of residual urine. Since then the patient has been catheterized twice
daily. and for a time his symptoms improved. During the past two weeks
he haz had chills and fever, but has had no pain. He has lost 40 pounds
in weizght and is very weal.

8. P—Retention of urine is complete. He i8 catheterized twiece daily
and from 600 to 200 cc. urine withdrawn each time. His sexual powers
are still good.

Bramination.—The patient is fairly well nourished, his lips are pale.
The chest and abdomen are negative,

Rectal eramination.—The prostate is considerably enlarged, particularly
the left lateral lobe. The general contour is rounded, smooth and elas-
tic. The seminal vesicles are not palpable.

Urinalysis—Cloudy, sp. gr. 1015, reaction acid, no sugar, trace of albu-
min. Microscopically, some pus cells, no casts.

Pretiminary treatment.—The patient was given urofropin, water in
abundance, catheterized at first twice a day, from 600 to 800 residual urine
being obtained, and later three times a day. The total quantity of urine
varied from 2000 to 2700 ce. daily. Urea from 8 to 16 gr. daily. Patient
iz free from nausea and his condition seems sufficiently good for operation.
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Cystoscopic eramination.—The cystoscope shows considerable intravesical
enlargement of both the lateral lobes with a cleft betwesn them in front
and behind. In the median portion of the prostate is a transverse fold
of mucous membrane which is hardly large enough to be called a bar.
The ureters are easily seen and appear normal, as shown in the accompany-
ing chart, Fig. 44. In series I}, No. 1, the small fold behind the enlarzed
lateral lobe is seen. On elevating the cystoscope the lateral lobes dizappear
from view, and the median fold is alone seen, Fig. 4. These charts are in-
teresting as showing how without taking successive views it would be
possible for the operator to be mistake