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inter-ureteral bar —as well ‘as, I believe, to that of the
muscular fibres so largely entering into the composition of
the prostate. In this, I submit, will be found the immediate
cause of prostatic hypertrophy.

The change being an example of an hypertrophy, its
production by conditions favouring the formation of other
over-growths observed in the body seems to be reasonable.
Such a view, as applied to the large prostate, is strengthened
by certain clinical observations. A frequent desire to empty
the bladder is constantly met with in what is regarded as the
earliest stage of prostati¢ hypertrophy, and long before the
part has assumed any considerable size ; the more frequent
are the calls to urinate, the more rapidly does the prostate
grow, and all circumstances which tend to inerease irritability
of the bladder may be said to favour the development of this
condition. Again, the only means which are known to have
caused the opposite state, namely that of atrophy, to be
engrafted on the hypertrophied part, are those which for a
considerable time converted a muscular and physiologieal act
into a purely mechanical one, for instance, the case I
published * some years ago (since repeated with equally
gatisfactory results), where by the wearing of a cannula
ingerted through the perineum the process of micturition
was reduced to the mechanical act of turning a tap on the
part of the patient.

Though regarding senile enlargement of the prostate as
gtructurally an hypertrophic change, I was at a loss to
explain how it was induced until T met with instances where,
from the conformation of the bladder, an irritable condition
of the organ from residual urine seems to have preceded, and
not to have been the consequence of, an enlarged prostate.
Instances in practice are not uncommon in elderly males

* British Medical Journal, December 24, 1881, and April 8, 1882.
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impossible to examine some of the commoner forms of
advanced prostatic hypertrophy without being struck with
their resemblance to what I would describe as growing casts
of the interior of a frequently eontracting bladder.

But it may be urged that if repeated expulsive action on
the part of the bladder causes enlargement of the prostate to
follow, how is it that stone and urethral striecture do not in
like manner oceasion it as a uniform consequence ? To this
I would reply that stone and stricture as excitants of expul-
sion are general or varying in their operations, and do not,
as a rule, merely involve a limited area of the bladder wall,
consequently the hypertrophy following stricture is universal
so far as the viscus is concerned. In the same way, the
whole bladder is implicated when a growing prostate becomes
in addition an obstacle to micturition. When a stone is fized
to the bladder, it is, I believe, subjected to precisely similar
influences on the part of the bladder wall immediately
adjacent to it as those deseribed in connection with the
trigone, and may result, as I have seen, in a circumferential
development of muscular tissue sufficient in some instances
to produce sacculation. This is not an uncommon process,
and may be studied with advantage in those cases where
secondary caleuli are developed as a consequence of surface
irregularities produced by a large prostate, and which I have
referred to elsewhere as fixed or stationary stones.®

Further, it may be urged that such an explanation cannof
be held to cover those instances where persons with more or
less enlarged prostates do not suffer from them. I have
investigated cases of this kind generally with the result of
finding out that, at some period in their history, considerable
urinary irritation was present and persistent. That an
hypertrophy may prove to be a precise compensation, with-

* dnnals of Surgery, June, 1885,
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floor of the prostate which was really due, not to the develop-
ment of more prostate tissue, but to the bending back of
the posterior wall of the bladder. When it is considered
that the prostate is almost immovably fixed by ligament in
its position, whilst the bladder can rise or fall aceording to
circumstances, it is not difficult to understond how this can
be, and how an obstacle may be put in the way of micturi-
tion which does not necessarily involve an increase in the
amount of prostatic tissue. This mode of forming a prostatic
bar may be very readily imitated.

That an undue sinking of the bladder within the pelvis
such as I have referred to would be likely to induce
hypertrophy of the prostate as a compensating process
seems to me to be not unreasonable. It is stated by Sir
Henry Thompson* “that actual hypertrophy of the pros-
tate exists in about 84 per cent. of men at and above
sixty years of age; that it produces manifest symptoms in
about 15 or 16 per cent.” From this it would appear that
18 per cent. are not injuriously affected by this change, a
circumstance which almost seems to suggest that the
majority of persons with large prostates are in some way or
other benefited by them. These are illustrations where the
compensation 1s precise. How frequently it happens in our
daily practice that we come across instances of persons having
very large prostates, but who are not conscious of suffering
any inconvenience thereby. It is only very recently, when
examining the rectum of a patient, I discovered that he had
an enormous prostate, but beyond experiencing some degree
of vesical irritability a few years ago he had now nothing to
complain of so far as micturition was concerned. A good
idea of the amount of support that is afforded to the most
dependent portion of the bladder by a large prostate may be

* Diseases of the Prostate.







12

changing urine, though constantly occupying the bladder,
cannot be regarded as explanatory of its decomposition.
Because a bladder does not completely empty itself, as in the
initial stage of prostatic hypertrophy, this by no means
implies that what it contains is stagnant and liable to
decomposition. A constant stream, though a small one,
through a standing pool of water ensures sufficient inter-
change to prevent putrescence or anything approaching it.
So long as normal urine enters a bladder capable of expelling,
though incompletely, so long will what is retained remain
unchanged, provided that nothing is brought in relation with
the interior of the bladder which can act the part of a foreign
body. A prostate with fibrous outgrowths is positively more
irritating to the interior of the bladder, more productive of
cystitis and muecous exudation, than almost any caleulus that
can be met with. It is under these circumstances that we
have a very different form of residual urine to that previously
alluded to. In practice it is necessary that these distinctions
should be recognised.

A few words may be devoted to certain pathological con-
ditions of the prostate as bearing upon the remarks that have
been already made, and relative to its uses other than as a
musecle. The only form of inflammation to which the normal
prostate, so far as my experience goes, is liable, is that
which primarily involves its numerous follicles; by the sup-
puration and coalescence of these follicles the whole area of
the prostate may be converted into an abscess. Though I
have known several instances in adults about the age of
puberty, where the secreting portion of the prostate must in
this way have been completely and permanently damaged,
I cannot say that I ever knew such a suppuration followed
by either sexual or procreative inability. And though
the prostate may not be damaged to the same extent, in
most cases of lateral lithotomy and operations of a like
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ITI.

Ix the previous communications, I have drawn attention to
the nature and probable causation of prostatic hypertrophy.
There are one or two points arising out of these to which I
should like to refer.

‘We have been too much accustomed to regard the prostate
from its post-mortem aspect—that is to say, as a mass of
muscle about the size and form of a chestnut, in which is
contained some secreting tissue. It will be as well clearly
to understand that under no ecircumstances during life, save
the rare and momentary one when the bladder is absolutely
empty, does the healthy prostate present such a form as that
referred to; on the contrary, the muscular fibres of which it
is largely composed are spread out like a funnel, so as to form
an ample support for the bladder and its varying amount of
contents. The degree to which it is spread out is, of course,
relative to the contents. Hence the action of the prostate
may be said to be just as continuous as l;ha,i.' of the heart.
This is a point which can be readily determined by examin-
ing persons in different bodily positions, and under varying
circumstances so far as the contents of the bladder are con-
cerned. If a person is examined by the finger in the rectum
when he is in a semi-erect position, with a healthy prostate
and some urine in the bladder, it will be found that the
limits of the prostatic area are bounded on either side by a
marked ridge of muscular fibre in a state of more or less
tone, whilst the centre of this area is softer and more yield-
ing to the touch. In making an examination of this kind for
the first time, and taking our idea from what we have
previously learnt in the dissecting-room, we naturally expeet
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oceasions I have had to reverse the blades of the forceps to
extract stones from this position, and I have twice recently
met with instances where the sound passed beneath caleuli
thus placed without giving a clue, and thns causing errors
in diagnosis which this knowledge enabled me to correet.
From my observation of caleuli in the bladder I am disposed
to connect their occasional supra-pubic position with the
upheaving movement of the floor of the viseus, which is
constantly, though imperceptibly, going on, prinecipally
through the medium of the spread-out muscular fibres of
the prostate. From the dissecting-room standpoint it wonld
seem almost impossible to understand how a healthy prostate
could influence the position of a stone in the bladder in the
slightest degree ; when, however, we learn to recognise how
differently the muscle is disposed and occupied during life
from what we previously believed, it is not difficult to see
that a vermicular movement of the muscular floor of the
bladder, which is constantly going on, might tend to lodge
and fix a calculus above the pubes. It is quite clear, how-
ever, that a stone independent of sacculation, occupying a
resting-place in the anterior wall of the visecus, must have
been put and retained there by some agency. These points

will, I think, be found to have their bearing upon the
practieal surgery of the parts referred to.
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