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8 LITHOLAPAXY IN MALE CHILDREN

performing lateral lithotomy on a boy whose urethra would
readily admit the passage of suitable lithotrites and evacua-
ting catheters, and whose stone was neither abnormally hard
nor large. The only cases of stone in male children which
I nowadays reserve for lateral lithotomy are those in which
litholapaxy is contra-indicated by reason of the existence of
a very narrow urethra or the presence of an unusually hard
or large stone. I am well aware that in advocating litho-
lapaxy in the treatment of stone in male children I am
running counter to the cherished opinions and judgment of
many eminent lithotomists, and T know that some high
authorities consider my views on this subject heterodox and
dangerous in practice. But facts and figures are on my
side, and I can therefore, perhaps, afford to disregard the
adverse opinions of those who have mnever practised this
operation in boys. I am anxious to draw a very marked
line of demarcation between lithotrity and litholapaxy as
applied to the treatment of stone in male children. T hold
that lithotrity is an uncertain, tedious, and often dangerous
method of disposing of stones in boys, because the surgeon
in performing it can never be perfectly sure that he has
reduced the stone in the bladder into fragments sufficiently
small to pass of themselves readily through the urethra along
with the urine, and thus a second operation, with all its
train of suffering and dangerous complications, is often a
necessity. Indeed, I consider that the suecess and safety
of litholapaxy as applied to children depend in a very great
measure in not leaving, if possible, the smallest fragment
of stone behind in the bladder. Lithotrity at many sittings,
the lithotrity which preceded Bigelow’s operation, is happily
dead and buried, and is even less suited to the treatment
of stone in male children than it is to the treatment of stone
in adult males,
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of the latter is the more sensitive of the two. We now
come to the liability to laceration of the mucous membrane
of the bladder and urethra in boys. Theoretically this
may appear a very plausible objection; but in practice it
may also be safely disregarded, if the surgeon employs suit-
able instruments, and is careful and skilful in their use.
I have performed nearly fifty litholapaxies in boys, and, as
far as T can judge, I have never damaged the mucous mem-
brane of the urethra and bladder; and even if I have done
80, no untoward consequences have supervened. We come
at length to the last objection to the performance of litho-
lapaxy in boys—viz., the narrowness or small calibre of the
urethra. Now, if it were a fact that the size or calibre of
the urethra in male children is generally very small, this
would, of course, be an insuperable objection to the perform-
ance of litholapaxy in these young patients. But it is not
@ fact that the calibre of the urethra in boys of six or eight
years of age is, as a rule, very small. On the contrary,
the calibre of the urethra of boys of only three or four
years of age is sometimes very large, as I shall show later
on by citing examples of this fact from the pages of my
case-book. True it is that the meatus of the urethra in
male children is sometimes very small; but let the orifice
be incised, and it will then be generally found that a litho-
trite of considerable size will pass readily into the bladder.
It may seem somewhat strange that a false estimate of the
normal size of the urethra in male children should have
existed until very recently ; but it is really no more strange
than that surgeons should have believed up to the date of
the discovery of Otis that the calibre of the adult male
urethra was much smaller than it really is. I think that
the chief reason why an erroneous estimate of the normal
size of the urethra in boys has hitherto prevailed is, that in
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will sometimes pass readily into the bladder of a boy of
only two years of age. Perhaps I shall best illustrate the
size or calibre of the urethra in male children by briefly
relating the history of some of the cases in the annexed
table.

Case 17.—8 , a male child two years old, was
brought by his mother to the Indore Hospital on March
10th, 1884, suffering from symptoms of stone. On being
placed under chloroform, I passed a small steel sound and
struck a stone in the prostatic portion of the urethra.
Withdrawing the sound, I passed a long urethral forceps
and seized the stone. I found, however, that the forceps
with the stone between its blades could not be withdrawn
through the membranous portion of the urethra. I there-
fore pushed the forceps with the stone between its blades
into the bladder and then let go my hold on the stone.
Withdrawing the nrethral forceps, I then introduced a No.
7 lithotrite into the bladder, seized the stone and crushed
it readily three or four times. To my surprise, a No. 9
evacuating catheter passed readily into the bladder. I
then attached a Berkeley Hill's débris extractor to the
evacuating catheter and removed the débris, which weighed
seven grains and consisted of uric acid. The operation
lasted four minutes, and the child left the hospital per-
fectly well on March 12th,

Case 18.—F , a male child one year and nine months
old, was carried in his mother’s arms to the Indore Hospital
on March 24th, 1884, suffering from stone symptoms which
had existed for four months. Being placed under chloro-
form, the stone was struck in the bladder, and I then tried
to introduce a No. 9 evacuating catheter, intending to
perform litholapaxy. The evacuating catheter, would,
however, not pass, so the operation was postponed to the

i G il -







14 LITHOLAPAXY IN MALE CHILDREN

13th: Patient feels much better. The boy’s father, living
not far from Indore, took the child home. On July 26th
the father brought the boy to the hospital to show him to
me. The boy had grown plump, and had continued to pass
urine without pain and with perfect freedom.

Case 89.—M. A. K , & boy aged two years and nine
months, was admitted into hospital on July 8th, 1885, with
stone symptoms, which had existed for three months.
Urine clear and acid in reaction, There is great straining
in passing urine, which comes away drop by drop. Evening
temperature 100:6°, Next day a No. 8 lithotrite passed
readily into the bladder. Lithotrite introduced five times.
A No. 7 evacuating catheter employed to remove the débris.
Stone weighed 32 grs., brick-dust colour, consisting prin-
cipally of uric acid. Operation lasted thirty-one minutes.—
10th : Urine quite clear; slight pain in micturating.—
12th: No pain in passing urine, and the father took the boy
home. On the 19th the father bronght him to the hospital
for inspection. The boy complained of no symptoms of
stone, and passed urine quite freely and without pain.

Case 53.—G . a boy aged three years and three
months, was admitted into hospital on February Gth, 1886.
When sounded, a stone was detected. Chloroform having
been administered, I tried to pass a No. 9 and then a No. 8
evacuating catheter, but found the meatus of the urethra
too small to permit their passing. I then introduced
without any difficulty a No. 7 evacuating catheter into the
bladder, into which I injected some tepid water. A par-
tially fenestrated No. 8 lithotrite was then passed with ease.
When in the bladder, and before attempting to seize the
stone, I opened the blades of the lithotrite very slightly
by working the screw action. I did so to allow for
clogging, and then withdrew the lithotrite, thus slightly

i
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fenestrated lithotrite, I might have dispensed with the pre-
caution of opening its bladesin the bladder, because I should
have at the outset learnt that the lithotrite was, so to speak,
an easy fit for the urethra. I opened the blades of the litho-
trite when in the bladder because, from the sensation con-
veyed to my hand on first passing the lithotrite, I thought
that if the instrument were to become clogged by débris I
might possibly experience some trouble and difficulty in
withdrawing it through the membranous portion of the
urethra. A lithotrite, when being passed through the
urethra, if it happens to be gripped merely by the meatus,
still conveys to the hand of the operator the impression that
the lithotrite is a tight fit for the whole length of the
urethra, when, as a matter of fact, the urethra itself would
accommodate a lithotrite a size or two larger if the con-
striction existing at the meatus were removed in the first
instance by means of an incision. And here I would like
to make some observations on the kind of lithotrite which
experience has taught me is best adapted to the performance
of litholapaxy in male children. Unguestionably the best,
and indeed the only perfectly safe, form of lithotrite to wuse in
performing litholapazy in young boys is the completely jfenes-
trated pattern of lithotrite. A partially fenestrated lithotrite
is liable to get clogged with débris, and may sometimes
retain within its blades a thin sharp projecting fragment of
stone, which may lacerate the urethra on the withdrawal of
the lithotrite from the bladder. Clogging of the blades of
o lithotrite with débris is a very dangerous complication in
performing litholapaxy in male childven, because it has the
effect of increasing the size or number of the lithotrite, say,
from a No. 7 to a No. 8 (English scale). And as in per-
forming litholapaxy in male children we are dealing with
urethrse in which there is, so to speak, not much spare
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clear and of amber colour; has no pain in passing urine.—
2nd : Feels perfectly well ; colour of urine normal; wishes
to go home.—3rd : Quite well ; allowed to go home.

Remarks—Compare the history of this case after the
operation of litholapaxy with what it would have been had
the stone been extracted by lateral lithotomy. The boy was
practically well the day after the operation.

In the table giving the details of fifty-eight litholapaxies
performed at the Indore Hospital there is one fatal case,
the history of which I have given at some length at pages
135 and 136 in the May number of the JIndian Medical
Gazette for 1884. Suffice it to say on the present
occasion that had the previous history of this case been
carefully noted on the boy's admission into hospital, lateral
lithotomy, and not litholapaxy, would have been performed.
The nucleus of the stone in this case was a long piece of
“tilli ” * stalk, which had penetrated the bladder through
the rectum and had broken off inside the former. It was
a case eminently suited to lateral or supra-pubic lithotomy.
I have included this case in the table of litholapaxies,
although it really does not fairly come under this category,
for my assistant in the first instance attempted to treat this
case by lithotrity, and on two subsequent occasions I en-
deavoured to remove the foreign body and its encrustation
by the lithotrite and an evacuating catheter. The case
altogether was a very unfortunate one, and exemplifies the
great importance of carefully going into the previous his-
tory of every case before an operation is undertaken. I
think, however, that any of my readers who will refer to
the history of this case in the pages of the above-quoted

# Didynamia angiospermid sesamum. Schreb-gen, N. 1048. _Ts annual
and in good soil grows generally to about three or four fect high. Oil from the

seed is used extensively in all Indian bazaars.
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no desire for food. Morning temperature 98'4°; evening,
102°; pulse 120.—16th: Has great pain over the splenic
region and in the left loin, for which morphia was injected
hypodermically.—17th : Morning temperature 100-8°; pulse
1205 no pain in abdomen ; passes urine in a good stream.
—18th: Had two thin motions during the night; slight
epistaxis; quinine and sulphuric acid prescribed.—19th : No
fever ; pulse 108; feels slight pain in passing urine.—
20th : Had four motions during the night ; morning tem-
perature 97°; pulse 96; tongue clean ; feels better; bin-
iodide of mercury ointment rubbed over spleen—23rd : Has
no urinary symptoms whatever; discharged as cured of
stone in the bladder, and readmitted for hypertrophy of
spleen and debility. From this date up to March 2nd, the
lad used to walk about the hospital grounds—March 3rd :
Has some pain in left loin.—4th: Has great pain in left
loin over kidney. Irom this date up to March 13th he
had much pain in both loins ; latterly the pain was greater
in the right loin, and presence of stone in the right kidney
was suspected. Very weak and ansmic.—14th: Had
bleeding from the nose during the night; tampon applied.
—15th : Epistaxis stopped by tampon ; pain in the right
loin less.—16th : The tampon being removed, epistaxis re-
curred ; tampon reapplied; blood which came from nose
thin, pale, and watery; very weak.—17th: Patient died
early this morning. The post-mortem appearances six
hours after death were as follows : The bladder and urethra
were found free from organic disease, though very anmmic ;
lining membrane of bladder and urethra perfectly smooth ;
urine drawn off after death perfectly clear. No particle of
calculus found in bladder ; spleen much enlarged, present-
ing the usual features of malarious hypertrophy. Left
kidney flabby and pale; a small abscess found in its cortical
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of performing litholapaxy in boys, there is really only one
which is worth much consideration in actual practice, and
that is the hitherto assumed smallness or narrowness of
the urethra. The fact is that the whole question of the
feasibility of performing litholapaxy with success in male
children hinges on the size or calibre of the urethra in these
young patients. Mr. W. J. Walsham was the first, as far
as I know, to perform litholapaxy pure and simple, in
England, on boys. In bringing forward for discussion at
the meeting of the Clinical Society of London, held on
April 9th last, the history of a case in which he had
successfully performed litholapaxy on a boy aged ten, he
stated that experiments instituted by him confirmed the
truth of my experience of the size of the urethra in male
children. This experience has been gained in the per-
formance of forty-seven litholapaxies with my own hands in
this class of patients, and I do not know how I could have
gained it in a more practical way. In the table of litho-
lapaxies (anfe, pp. 6-7) there are several cases detailed
in which I was able to pass a No. 7 lithotrite into the
bladder of boys of only two years old, and there is one case
of a boy aged one year and nine months into whose bladder
a No. 7 lithotrite was passed. I have met with a case in
which I have been able to pass a No. 7 catheter into the
bladder of a boy of only eleven months old. This case was
as follows, In August, 1855, a mother brought her male
child, aged eleven months, to the Indore Hospital, labouring
under symptoms of stone. The child was the subjeet of
phimosis, which I considered the cause of these symptoms.
Being placed under chloroform preparatory to performing
the operation for the cure of phimosis, I considered it
advisable to clear up any doubts existing in my mind .as
regards the cause of the stone symptoms, and passed a
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in dealing with stone in boys for another and very im-
portant reason—viz., the ahsence of a cutting operation.
The operation of litholapaxy, in the performance of
which no important structures are cut or wounded, has
much to recommend if, more especially in a country like
India. A native of India will not, as a rule, undergo any
grave surgical operation for the cure of disease until he has
tried oll other methods of treatment; and he will be even
still more loth to submit his child to the terrors of the
surgical knife unless he be fully persuaded that an opera-
tion is an unavoidable and absolute necessity. He will
procrastinate and put off what he considers the evil day to
the last hour. And hence it is that surgeons in India are
continunally meeting with cases of very large stones in
young boys. But when the native of India comes to learn,
as he is already slowly beginning to do, that in certain
hospitals a stone can be disposed of without a cutting
operation, he will then seek surgical aid for his child as
soon as stone symptoms manifest themselves. I am
strengthened in this belief by the fact that at the Indore
Hospital the number of admissions into hospital on account
of stone amongst boys has steadily increased since litho-
lapaxy has become an established and a recognised opera-
tion at this institution. I am sangunine enough to hope
that when the prejudices and opposition which have hitherto
existed amongst surgeons in India against the operation of
litholapaxy in boys shall have disappeared, and when this
method of treating stone in boys shall be more generally
adopted than it is at present, that we shall then more rarely
meet with cases of large stones in young male children.
And should this operation become an established and widely
recognised method of treating stone in boys, its adoption in
this class of patients will mean an avoidance of an amount
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we meet with stone in boys nearly always amongst the
poover classes of society, and the “short and simple annals
of the poor™ are not easily traced. Still, the difficulties of
collecting the necessary information to settle this very
interesting and important question, so far as it refers to
Central India, are not insuperable, and on my return to
India T shall endeavour to trace the life-histories of all
boys cut for stone in past years at the Indore Hospital.
The impossibility of wounding the ejaculatory ducts in per-
forming supra-pubic cystotomy would seem, however, to be
the principal advantage it possesses over lateral lithotomy
in dealing with cases of stone in male children. Tt may,
perhaps, be an easier method of removing a stone from the
bladder of a very young male child than lateral lithotomy
would seem to be for those who do not enjoy many oppor-
tunities of cutting for the stone in boys. I say it may be
an easier method advisedly, for I have my doubts on this
point. I am inclined to think that the ‘ high ” operation
in a fat male child of two years of age might possibly be
not so easy of performance as the advocates of supra-pubic
cystotomy would have us believe. But it will not prove
a more expeditious, and it can hardly prove a more suc-
cessful, method of dealing with stones in boys than lateral
lithotomy is well known to be when performed by an ex-
perienced and skilled hand. TFreyer's brilliant and un-
equalled success in cutting 143 boys for stone without a
death has conclusively shown what splendid results can
be achieved by lateral lithotomy when this operation is
skilfully performed. On the other hand, the total number
of supra-pubic cystotomies performed on boys in England
up to the present date is so very small that it is as yet
impossible to draw any safe conclusions as to what its
rate of mortality is likely to be, and therefore I think I
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siderable time when a stone of considerable size has to be
dealt with; for, since the evacuating catheters employed
are comparatively small, the stone must be crushed very
fine to come through the eye of the catheter. But the
surgeon should be in no hwrry to finish the operation, and
no particle of débris should, if possible, be left behind in
the bladder. The aspirator should be freely employed. I
think that the performance of this operation in young male
children requires a greater amount of skill and dexterity
than the same operation in the adult male. But the
difficulties are, after all, not very great, and the surgeon
who has performed a few litholapaxies in the adult male
with success may then safely proceed to operate by this
method in young male children. Whoever wishes to give
litholapaxy in boys a fair trial must supply himself with «
set of completely fenestrated lithotrites, beginning at No. 6
and running up to No. 10 (English scale). To recapitulate.
Use completely fenestrated lithotrites snited to the calibre
of the urethra ; if possible, crush the stone in the bladder
into fine powder, and you will not then require to use large
evacuating cathethers; never use a lithotrite or an evacunat-
ing catheter which will not pass readily in and out of the
bladder ; be extremely gentle and careful in practising all
manipulations in the bladder and urethra ; do not be in a
hurry to finish the operation ; use the aspirator freely, and
never, if possible, leave a single grain of débris behind in
the bladder. If all these conditions be fulfilled, you may
count on a large measure of success. Some cases you will
meet with where no lithotrite, however small, can be em-
ployed with safety, and these are the cases which should
be dealt with by lateral lithotomy.

Having now considered the operation of litholapaxy in
its application to the treatment of stone in male children, 1
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conclusion as to the method of treatment best adapted to
each individual case. Indeed, no operator can tell with
anything approaching accuracy the weight of a stone in
the bladder when grasped between the blades of a lithotrite.
The weight can only be determined after its evacuation
from the bladder, and its density can only be learned with
certainty during the progress of the operation. And,
therefore, rules laid down to guide inexperienced surgeons
in drawing the boundary-line between litholapaxy and
supra-pubic cystotomy, based solely on the weight and
hardness of a stone, must prove valueless and misgniding in
actual practice. TFor it often happens that a stone of
moderate size lying in an irritable, contracted, and diseased
bladder will give the operator much more trouble than a
stone weighing upwards of three ounces will do, in a roomy
and healthy viscus. Again, there are some cases, happily
rare, wherein the bladder continues to contract during the
whole course of the operation, grasping with spasmodic
effort the lithotrite, impeding its working and ejecting the
water thrown in by the aspirator. These are certainly the
most difficult cases we meet with in practice, and should
the novice in performing litholapaxy be so unfortunate
as to come across a case of this kind, it will give him
an exaggerated idea of the difficulties to be met with
in performing litholapaxy in the ordinary run of
cases. It requires all the patience, care, and skill which
an experienced band can command to combat such con-
ditions as these. Indeed, it is a question for consideration
whether even an experienced litholapaxist would not better
consult the safety and welfare of his patient by having
recourse to perineal or supra-pubic lithotomy when brought
face to face with a case of this kind, more especially if the
stone happens to be at all large, I am, however, of
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chloroform, which he took very badly. Hqual parts of
chloroform and ether were then tried. The largest lithotrite
which could be used with safety was a No. 12 fenestrated,
The stone was readily seized, but the inspiratory and expi-
ratory efforts were so deep and laboured that the water
mjected into the bladder was soon expelled, and so the
bladder kept continually contracting on the lithotrite,
rendering the operation most difficult and tedioms. A
No. 14 evacuating catheter (English scale) was the largest I
was able to employ. The lithotrite was introduced sixteen
times, and the operation lasted two hours and thirty-five
minutes, although the stone, mixed lithic acid and phos-
phates, only weighed 272 grains. This will give some idea
of the difficulties attending the operation of litholapaxy in
this case. Again and again I was obliged to cease working
the lithotrite and aspirator in the course of the operation,
owing to the frequent spasmodic contractions of the bladder.
I have frequently removed stones weighing between two
and three ounces with far less difficulty than I experienced
in this case—Dec. 19: Pulse 120; evening temperature
104°; suffering from an attack of asthma; right testicle
gwollen ; some pain on pressure over bladder.—22nd : Feels
burning at time of micturition; condition of testicle un-
changed ; sounded bladder with Sir H. Thompson’s sound,
but no fragment of stone could be detected.—26th: Does
not sleep well ; pain in epigastric region; getting weaker ;
has difficulty in breathing ; had two fits of asthma—27th:
Dyspncea increasing ; pulse rapid and weak; becoming
drowsy. Died during the night. No post-mortem exami-
nation was obtainable.

I ascribe the fatal issue in the foregoing case to the
lengthened administration of chloroform and ether in a
patient suffering from emphysema of lungs and wealk heart.
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years. His face bore the traces of great suffering. The
pain on passing urine was so great that sometimes he used
to strike his forehead against the ground or against the
wall of his room in paroxysms of despair. The urine was
alkaline in reaction, and its specific gravity 1015, The
same day I passed a No. 15 fenestrated lithotrite into the
bladder and readily seized a very large stone. The bladder
was healthy and roomy, and the urethra very capacious.
The stone, however, I found too large to permit of its being
cracked across with the lithotrite, and I had not a larger
one in my possession. To have cut an old man with a large
stone would almost certainly have killed him, and T there-
fore determined to chip away at the stone until I could so
reduce it as to get the lithotrite to lock on it. T was
obliged to spend a very long time in chipping away at the
outer shell of the stone, and when nearly half an hour had
elapsed I had the satisfaction of finding that I was able to
lock the lithotrite. Once the stone was cracked across, the
operation presented no remarkable features except its great
tediousness, At the end of two hours I had only extracted
half the stone, and I almost began to despair of success.
But my old patient’s pulse improved, his breathing was
perfectly regular, and he required but little chloroform to
keep him in a condition of perfect anwsthesia, and so I was
determined to extract the entire stone at one sitting if
possible. I was obliged to introduce the lithotrite fourteen
different times, and applied the aspirator an equal number
of times. '['he evacuating catheter which I employed was
a No. 29 (French scale). At the end of the fourth hour I
had nearly extracted the entire stone, and the last quarter
of an hour of the operation was spent in sounding and in
disposing of the last few fragments. The stone consisted
of urate of lime, and when damp weighed 1600 grs. I have
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consisted of mixed uric acid and urate of ammonia, weighed
770 grs. The patient left the hospital quite well on the
twelfth day succeeding the operation.

L , aged thirty years, admitted into the Indore
Hospital on May 20th, 1885, with stone symptoms, which
had existed for twelve or fifteen years. A No. 15 fenes-
trated lithotrite being passed into the bladder, a stone was
readily seized. The stone I found was a very hard one,
and tested the strength of the lithotrite employed, one of
Weiss and Son’s make. The male blade seemed to me to
sink into the stone. The lithotrite was introduced eleven
different times, and the evacuating catheters employed were
No. 16 English and No, 25 French scale. The operation
lasted two hours and four minutes, and the stone extracted
weighed 550 grs. It consisted of oxalate of lime, was
quite black in colour, and was the hardest stone I have yet
crushed. The man made an excellent recovery, and left the
hospital quite well ten days after the operation. The litho-
trite on this occasion did its work splendidly. The amount
of pressure I was obliged to exert in screwing up the
lithotrite was represented by the whole strength of my
wrist and forearm. In attacking stones of this description,
I screw up the lithotrite as tightly as I think I can do with
gafety, and then wait for some seconds before endeavouring
to give the handle of the screw an extra half turn, and
T generally find that in the interim the stone gives way
with a snap under the continuous pressure exerted by the
blades of the lithotrite. The screw power of the lithotrite
ghould be worked judiciously and carefully when one meets
with very hard stomes. The inexperienced litholapaxist
who, so to speak, “ rushes ” a hard mulberry calculus is not
acting fairly either towards his patient or the surgical
instrument maker. The blades of the best made lithotrite
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gonortheea. He was most anxious to be relieved from his
sufferings as speedily as possible, and next day, being
placed under chloroform, I passed into his bladder a No. 15
fenestrated lithotrite, and at once seized a very large stone.
I at once perceived that the stone was far too large for such
a lithotrite. I then introduced with great facility a No. 32
fenestrated lithotrite (French scale), which Messrs, Weiss
and Son had sent me out in September, 1885. My patient
had a wonderfully capacious urethra, for it was not found
necessary to slit up the meatus before introducing this
powerful lithotrite. The bladder I found also very roomy,
and not disposed to spasmodic contraction. I seized the
stone, but could not lock the lithotrite. I therefore began
to chip away ab the stone, and gradually wore away some of
its shell. After working in this fashion for about five
minutes, I withdrew the lithotrite from the bladder, intro-
duced a No. 31 evacuating catheter (French scale), and then
applied the aspirator. I then brought away a quantity of
white fine débris, proving at any rate that the covering of
the stone was phosphatic. I therefore made up my mind to
crush the stone at one sitting if possible, for I had many of
the conditions necessary to success on my side. I had a
powerful and trusty lithotrite and a large evacuating
catheter to hand; a very capacious urethra and a roomy
bladder to work in ; my patient was young ; the stone to be
attacked was mot, I believed, abnormally hard; and last,
though not least, I had gained a considerable experience in
performing litholapaxy. I therefore reintroduced the large
lithotrite, and started afresh. After further chipping away
at the stone I eventually wore it down, and soon I was able
to lock the lithotrite on it, and crushed it at the rim. Once
having crushed it, I felt confident of ultimate success, and
not to enter into weary details, I may at once state that,
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it was the course which I pursued was doubtless the correct
one, The subsequent history of this case was the following :—
March 18th (evening): Had completely recovered from the
effects of chloroform at 8.45 pM. One drop of nitro-
glycerine was then given. Passed urine at 4.30 and again
at 6.20 p..; slight pain over bladder and urethra; feels
better than before the operation. Evening temperature
102:6°; pulse 96.—14th: Morning temperature 100-2°;
pulse 90 ; slept well; some pain on pressure over bladder
and urethra; pain on micturition less than yesterday ;
colour of urine brown; large deposit of phosphates in urine
on cooling ; feels much better. Evening temperature 102-2°,
—15th : Morning temperature 99-2° ; slept well ; feels much
better. Evening temperature 99:0°.—16th: Pain over
bladder and urethra less; passed some small bits of stone
along with the urine during the night; sat out in the
verandah of the hospital for about half an hour to-day.—
17th : Passed some more small portions of stone. Morning
temperature 98'4° ; evening temperature 99°.—18th : Passed
some very fine phosphatic sand; sifs out in the yverandah
daily.—20th : Patient’s general health improving; pain in
urethra and over bladder on pressure much less.—2lst:
Passes urine freely and without much pain ; has some slight
purulent discharge from urethra; has some pain over
descending colon.—22nd: Some pain in the left testicle.
Placed under chloroform, and bladder washed out with
gaturated solution of boracic acid. No particle of stone
could be detected by Sir H. Thompson’s sound. No click on
using aspirator.—23rd : Had four motions during the night ;
pain in left testicle much less. Morning temperature 9:9'4’:";
pulse 96 ; sits out in verandah.—25th: Has some pain in
region of left kidney ; morphia injected.—26th: Pain dis-
appeared from region of left kidney ; looks quite cheerful ;
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8 AM., and again at 11 A.M.—24th: Feels much better ; is
fast regaining complete power over the bladder.—25th :
Allowed to go home to-day, feeling quite well.

Lemarks—Had the stone in this case been twice the
weight it proved to be, I do not think there would have
been any difficulty in removing it at one sitting.

Were it necessary or profitable to do so, I might relate
the history of several more cases wherein I have disposed
of stones weighing between 700 and 800 grains by litho-
lapaxy. The cases, however, which I have now recorded,
together with many others already reported by Freyer,
wherein he has successfully removed very large calculi from
the bladder by litholapaxy prove how wide indeed is
the legitimate sphere of Bigelow’s operation. Sir Henry
Thompson is of opinion that a surgeon who is not practically
familiar with lithotrity, on meeting with a hard calculus
which he cannot readily seize with a lithotrite, will be more
likely to achieve a lasting success for his patient by adopt-
ing supra-pubic cystotomy in preference to litholapaxy.
This may be a wise and sound rule for those who at rare
intervals meet with a case of stone, looking at the question
from the standpoints of the patient’s safety and the surgeon’s
reputation. But there is another standpoint from which
this subject must be viewed, and it is this: Given a patient
labouring under the presence of a hard and large stone
lying in a healthy and roomy bladder, and an experienced
and skilled litholapaxist at hand to treat him, what for the
patient is the safest and most satisfactory method of getting
rid of such a stone? The record of cases which I have
now laid before my readers may supply the answer to this
important question, For my part, I think that recourse to
Bigelow’s operation will best fulfil the requirements of such
a patient. Believing, as I do, that litholapaxy is the best










