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I accept without comment, the observation of the late Prof. Syme,
viz,, ““No stricture can be said to be impermeable through which
‘““urine escapes in however small a stream.” Supposing that even
only one or two drops oceasionally pass by the urethra, and that the
remainder of the secretion be voided through fistule, this cirecumstance
alone proves that the natural channel is not perfectly obliterated, and
that ¢ patience and olive 0il” may yet ensure a successful result. From
my own recent experience in such cases, I shall never again despair of
ultimate success if time can be allowed for the proper treatment of the
case. I assume, of course, that the patient’s constitutional powers are
not so greatly impaired, and that the retention of urine is never so
excessive, but that the bladder can relieve itself, even if only by fistulous
passages; so that absolute permanent distention can be avoided, and
thus that the canal can be restored to its normal state, provided certain
fixed principles of treatment be carefully observed. These principles it
will now be my endeavour to define and illustrate in as practical a
manner as possible.

I must first refer to an erroneous impression as to the etiology of
stricture, which T believe has influenced our surgical practice injuriously,
and which has special reference to the causation of these deformities of
the urethra. The notion in times past was, that the canal became
contracted by the deposition of lymph or other organisable matter in
the submucous tissue, pushing the lining membrane inwards towards
the centre, and thus causing a diminution of the size of the passage
at some given spot. It was common, in fact, to say that stricture
might be regarded as just such a change in the capacity of the urethra
as would be represented by tying a piece of string round the outside of
a compressible tube. This of course would only completely close the
tube if the string were very tightly tied; while a slighter degree of
compression would produce only a corresponding diminution. This
being the theory of the cause of stricture, the erroneous conclusion
based on it was that the passage remaining open was central, assuming
of course that the canal was not wholly obliterated. And certainly, if
the contractile force, acting centripetally from all points of the circum-
ference of the tube, had been insufficient to close the sides absolutely,
the chances are that the passage still remaining would be central, or |
very nearly so. In the introduction of an instrument through such a
contracted part, an endeavour would therefore be made to seek f-.::-r
the centre of the canal, and even if difficulty were experienced in
passing any foreign body through it—a bougie or a catheter—the
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““impermeable stricture,” I would remark also, at the outset, that
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12 INTERNAL URETHROTOMY.

in the strictured part; the resistance then suddenly ceases, the bougie
starts back, its hold is released, and it is drawn straight out of the
canal with its original form very little if at all altered. On the contrary,
if the resistance had been near the point of the bougie, the instrument
could not have been advanced, and the angular curve would have
become flattened, or in some way distorted or eurled back upon itself.
In this latter case all we can do is to remove the bougie and again
attempt to pass it with greater care; in the former case, where the
resistance comes of the too rapid increase in the size of the bougie,
either at its shoulder or conical part, which is too short, or in the
eylindrical portion, we use a similar instrument of smaller size, and
if we again succeed, leave it awhile in the stricture, and after an hour
or so try to push it on for a further distance. I may here remark that
I am decidedly opposed to the forced dilatation of stricture under any
circumstances, and that where excessive retention of urine exists, the
operation most easy of performance, if the diagnosis be correct that
the bladder is really full, is the supra-pubic paracentesis, slipping
through the canula an elastic tube or catheter, which can be retained in
place of the canula for a few days, until further progress has been
made in dilating the strieture,

It is to the cantious, persevering use of very small filiform bougies,
that I would attach the greatest value in the preliminary treatment of
what used to be called impermeable strictures. No time should be
accounted as wasted during which we proceed with their use. Success
is sure to attend the effort of the surgeon in this direction if he will
proceed cautiously, and he will then have confidence in all subsequent
proceedings, knowing that he is in possession of the true line or
course of the urethra. I have assumed that no foree is nsed, and that
the mucous membrane not being lacerated, no fresh injury can result,
The diffienlty of eourse is to pass the filiform bougie, and to avoid its
entanglement in all the recesses and nooks and corners of the urethra.
There are two methods of avoiding these impediments, either of which
will occasionally succeed. The one is to pass down the urethra as far
as the first obstruction, a urethral tube of gum-elastic open at each
extremity, and holding it firmly at the spot, to slip the filiform bougie
along the interior ; then very carefully manipulating, first withdrawing
the tube a little, so as to expose a certain length of the fine bougie,
and then pressing the tnube for a short space, we may at last succeed in
passing the bougie and withdrawing the tube. What we thus gain is
simply that any false passages or recesses in the urethra are protected
from entrance up to the spot where we believe the stricture really

exists,
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In the preliminary treatment of confirmed stricture which I now
advocate so strongly, it will often be needful to refrain from touching
the urethra for many days at a time. The passage where it exists is
so very minute, and generally so vascular, that the irritation from the
contact of the fine bougie will almost certainly create some swelling,
which will still farther close the passage. The patient will say, soon
after he has removed the filiform bougie, that he can produce a
much fuller stream of urine ; but in a few hours, or certainly the next day,
this is again diminished in volume from the cause I have assigned. Or
it may take two or three days to subside, and then further attempts
may be made to pass, if not a larger, at least the same sized instrument ;
the great point being in all such cases to note that with increase of
size in the bougie we pass, the patient should express himself as
being relieved, and enabled in some degree, however slight, to pass the
urine more freely ; for there cannot be a more positive sign that it is
not the normal channel of the urethra, but a false passage, which we
are dilating, than that the patient does not admit easier micturition as
a result of passing the larger instrument.

In these remarks as to the formation of stricture at points of old
cicatrices, I am not forgetful of the practical value, as a question o
prognosis, of arranging all strietures of the urethra into two classes as
far as extent is concerned,—the ring-stricture and the tunnel-stricture.
In the ring-stricture the length of the contracted portion of the canal
is very slight. When we have to treat such a stricture, and we succeed
in passing an instrument through it, as soon as the instrument has
fairly got possession of the aperture it can be made to start or jump
through it with great readiness; but in the tunnel-stricture, in which
the contraction is of some considerable length—say eight or ten times
its diameter—the instrument is sure to be held, and firmly so, in
its passage. There are many ways of measuring the exact length
of strictures, but I do not think they can be said to be practically of
much service. The chief point to be determined in each case is
whether we have to deal with a short contraction or a long one. In
what are called traumatic strictures—those which are clearly traceable
to previous injuries from blows and falls on the perinenm—in which
the injured portion is usnally situated near to the membranous part of
the urethra, the contraction will be generally very complete and sur-
rounded by much indurated tissue. These are the most serious forms
of stricture, because in their origin they are the most obviously cicatricial,
and if, either from ignorance or neglect, the contraction has been allowed
to become permanent, they are the most difficult to treat; and therefore







16 INTERNAL URETHROTOMY.

not only in hospital practice but still more in private practice, it
might sometimes seem as if we were wasting valuable time if in the
treatment of stricture, which is generally supposed to be purely a
mechanieal process, we postpone from day to day any attempt to pass
an instrument until the congestion of the parts shall have in some
measure subsided. Dut when the time arrives, after this complete
repose, it will be gratifying to note how easily a suitable instrument will
pass, where these preliminary measures have been strictly enforced.

Strictures are often spoken of in surgieal works as eongested, inflamed,
and irritable,—terms all to a certain degree applicable to individual cases,
yet all depending upon a general condition of inereased vascularity, and
this vascularity of the strictured surface of the urethra is rather of a
venous than an arterial nature. It seems to me of the greatest impor-
tance to remember the close communication which exists between the
veins surrounding the neck of the bladder, and those which form a
network near the lower portion of the rectum ;—in other words, to keep
in mind the free communication which exists along all the venulets of
the hemorrhoidal and the prostatic plexus of veins, so that any loaded
condition of the sigmoid flexure or of the rectum, with a tendency
to hemorrhoids, will of necessity increase the vascularity of the mucous
membrane of the urethra, while all such remedies as diminish the one
will lessen the other; and that in the preparatory treatment of a ease of
narrow stricture, it is absolutely necessary to unload the veins of the
lower bowel and to diminish as far as possible anything approach-
ing pelvic plethora. This can be done best—and I think in
every way most easily—by the use of a combination of a saline
aperient, such as the sulphate of magnesia, with a simple non-
irritating diuretic like the nitrate of potash. Half a drachm of the former
with 10 grs. of the latter, and half a fluid drachm of spirits of sweet
nitre in an ounce of water twice or thrice a day will have a most
beneficial effect, and act more gradually and more continuously than
occasional large doses of aperients, such as the Seidlitz powder or any
of the more fashionable mineral waters.

Again, the plan which has been recently advocated in cases of
complete retention, of puncturing the bladder above the pubes and
thus rapidly removing the urine—so that in such a case, only a few
hours after the operation, a small catheter which previously would not
pass the contracted portion of the urethra can then be introduced, or
even a larger size than would have been thought possible—has on more
than one occasion been a matter of astonishment to me. The way in
which I would explain the action of it is this, that in cases of retention,
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when the bladder has become so full of urine that it has risen
above the pelvis into the abdominal eavity, the pressure of the con-
tained fluid, or the elongation of the neck of the bladder, has produced
an impediment to the ready emptying of the prostatic plexus of veins to
which I have referred, and an increased congestion of the mucous
membrane of the urethra is the consequence, with a more thorough
closure of the canal. After the bladder has been emptied by the trochar
and canula, this pressure taken off and the circulation relieved, there is
a subsidence, however, of the congestion, with increased freedom of the
canal ; thus verifying in a manner almost mechanieal the correctness of the
theory to which I refer as to the production of one at least of the effects
of over fulness of the veins in these parts. It must notbe forgotten that,
in most cases of finely contracted stricture, the lining of the bladder
becomes inflamed, and more or less cystitis is present with, in the more
protracted cases, mischief in the kidneys themselves ; and the urine
which has to travel through the diminished canal of the urethra very
frequently becomes ammoniacal and very acrid, thus keeping up the
inflammatory action in the mucous surface. It is not possible for
urine which has become alkaline by long detention in the bladder to
pass over the surface of the urethra without producing considerable
irritation, so that if we can dilute the urine by increasing the amount
of its watery portion, and render it less irritating, or, by some other
medicated treatment secure its normal acidity, we shall, by this means
alone, spare the surface of the urethra much continued irritation.

By way of illustrating the subject of this paper in a practieal form, I will
relate the general outlines of a case of chronie stricture, treated after this
manner, which has recently been under my care. It is that of a patient
aged about 45, who, through careless living in early life and neglect of
systematic medieal and surgieal treatment, had, he assured me, from
the age of eighteen to the present time—a period of nearly 27 years—
never ceased to have a muco-purnlent discharge from his urethra.
How many fresh additions of the disease he may have had since he
first contracted gonorrheea, and how far his system may also have been
slightly affected by the poison of constitutional syphilis, I cannot say,
but when I was first consulted by him there were no visible signs of
anything which could be called secondary syphilis. Yet I was told
that, for more than a year previously—and it is now just one year
since I first saw him—he had been confined to his bedroom, and almost
entirely to bed, by what was pronounced to be impermeable stricture
of the urethra, so that at no time did he pass more than a few drops
of urine per viam naturalem ; at least he says that at no time during
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th:a last five or six years can he recollect ever passing urine in what
might be called a stream, the flow being always drop by drop. When
I first saw this case the only way in which the bladder was emptied
was through five fistulous openings in the perineum, the upper part of
the thigh, and the serotum. Through three of these openings the
urine flowed readily, not in the way of incontinence, but in such a
manner that, whenever a desire for micturition oceurred, straining
efforts being made, the urine rushed out generally through three of
these passages. Oceasionally one of the three might be stopped up,
and then the two other supplementary ones might come into action.
The perineum was thickened, the line of the urethra was of cartilaginous
hardness, the scrotum indurated, and a hard mass existed on the
internal and upper part of each thigh, chiefly on the left side. The
penis itself was the subject of chronic cedema durum, the prepuce for
a time being perfectly non-retractile, and every evidence of chronie
balinitis and intense hypermsthesia of the glans penis with copious
discharge of muco-purulent matter from the urethra and orifice of the
prepuce. He was subject to obstinate constipation, and very frequently
had attacks of urethral fever, brought on by the blocking up of one or
more of the fistulee which I have already mentioned. He had, to a
very unusual degree, a tolerance of retention of urine which I have
never seen in any similar case. In spite of all the mischief on the
exterior of the body, and this complete contraction of the natural
urethral passage, he could retain his urine for many hours with very
little inconvenience. I think (before I began my treatment) he could
hold it for six hours, and that after six or eight weeks it was not unusual
for him to retain water for eight hours at a time. In fact it was
only by allowing a large quantity to acenmulate that he could so exert
pressure on the bladder as to force the urine through the resisting
fistulee ; he told me that having been the subject of disease in the
urethra for so many years, he had accustomed himself to retain his urine
for long periods, and that from the early age of 18 or 20 he had felt
go much pain in passing urine, that he had postponed the act as long
as possible. I had reason to believe that in this case, strange to
say, in spite of so much chronie mischief, the bladder and kidneys were
comparatively healthy, and on this assumption from the first I founded
a very hopeful prognosis. The amount of albumen in the urine was
very slight, not more than might be derived from the muco-pus, which
also was not excessive, and the specific gravity was at all times good,
being rarely below 1:018 for the average of 24 hours. The case was
placed in my hands almost for a last chance, it being thought there
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the urethra—about an inch and a quarter. Here there seemed to
be a decided obstruction, which by no possibility could I overcome ;
b!1t some days afterwards I discovered that by using great care in
directing the point of the instruments to the floor of the urethra,
they could be passed more than twice that distance. I therefore
concluded that in the first instance the bougies entered the lacuna-
magna on the upper wall, and that a passage was available on the
lower wall for a further distance. Here, however, there seemed to be
an almost perfect adhesion of the sides of the canal. The irritation
produced even by this trifling operation, and the 'unfurtuna.'taly per-
sistent way in which my patient resisted all my entreaties for him to
submit to any operation under chloroform, caused immense delay in the
preliminary treatment of his case. It was not for many weeks that I was
enabled to dilate the front portion of the canal inch by inch with the
smallest French bougies I could procure ; and subsequently by means of
a bougie made of very fine catgnt, which I allowed to remain in the canal
for a short time after each application. Some little advance was made
about this time, but it was many weeks before I had any reason to
believe I had reached the bladder with the finest instruments I counld
procure. The contraction having taken place to a great degree in the
spongy portion of the urethra, and there being a great length of
strictured membrane, I soon found from the eartilaginous rigidity which
was left after the somewhat acute inflammatory changes had subsided,
that I could make no advance without some form of internal inecision,
but the urethral passage was so extremely small, and the cartilaginous
hardness so intense, that it would never admit a larger bougie than
a No. 8 French, and that for a short distance only. I therefore
requested Mr. Coxeter to make for me (what he assures me is) the
smallest nrethrotome he has ever made; it is shown on Fig. D,
Plate I., and measures 2} inches in length, the diameter of the outer
tube being equal to a No. 2 French bougie, the sliding knife with a
triangular point travelling in a groove making it up to a No. 4 French.
On a certain day, after many entreaties that he would take chloroform,
having placed my patient under the influence of that anmsthetic, I
passed the small catgut bougie down the urethra until it nearly reached
the membranous portion, beyond which I could not get it. I then
glid over it the tubular portion of this small urethrotome until it
had traversed the canal about 2} inches, and removed the cat-gut
which had thus acted as a guide for the tube. I passed the small
knife down the groove in the tube, and with a saw-like action
divided the upper wall of the urethra for about 2} inches, so far as to
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I was sent for in great haste to see him, and found him in much agony
from complete retention of nearly 24 hours duration. Fortunately I had
with me Dr. William Roberts’ set of small trochars and canule, I
immediately punctured the bladder above the pubes with one of these
instruments, and drew off nearly a pint of alkaline feetid urine, which
gave him instant relief. This was on the 5th September, and four
days afterwards, while he was under ehloroform, I discovered that the
congestion of the urethral tissues had greatly diminished by free
escape of urine through the canula which was retained in the bladder as
well as by the fistulee. Encouraged by these results I next resolved to
try to use the bougie conduetrice suggested by M. Maisonneuve, of Paris,
in extreme cases of stricture; that is, to pass if possible a small flexible
bougie into the bladder, and then attach to it a very fine silver catheter,
for which it will act as a guide. On the end of this pilot bougie or
ferret there is a screw to fix it to the catheter. (See Plate II., Fig. B).
I took every precaution in the one I employed that the secrew end
_should be firmly riveted to the flexible bougie, so that in withdrawing
jﬁ' from the bladder there should be no chance of its breaking off.

The arrangements being complete, and my patient under chloro-
form for this the second time, I proceeded to pass the pilot bougie
along the urethra. BSome considerable distance down the urethra,
however, the bougie was arrested in its progress; if it really had
caught in the lacuna magna, the pouch must have been a very long
one, judging from its distance from the orifice of the urethra, yet
further it would not go. I then thought of the happy expedient which
I have described of retaining this bougie in the lacuna while I tried to
pass another of similar size, also mounted with a serew end, by the side
of it, and this I succeeded in doing after careful manipulation, carrying
it along the length of the urethra fairly into the bladder. Then screwing
on the silver portion of Maisonneuve's instrument, I pushed it gently
into the bladder, and shortly afterwards had the gratification of seeing
a few drops of urine escape through it, proving its presence there.
Thig fine instrument, which in its measurement is equal only to a
No. 1 English, was retained in the bladder by tapes, &c. until the
11th September, when chloroform was again administered, the catheter
and bougie were removed, and presented the curious form shown
in Plate 2, Fig. A, where it will be seen how the pilot bougie
which forms the front of the instrument had become curled up
while lying in the fundus of the bladder. After successive dilatations
a No. 4 English flexible gum catheter was introduced in its stead.
Having gained so great an advance, I was content to leave my
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to have any active urethritis present at the time of such surgical
interference ; and still less, any sub-acute inflammation, for in my
experience of internal urethrotomy I have known of one instance in
which death with py®mic symptoms followed the operation, but here
the urethra had been recently acutely inflamed at the time of the
section, for while under the preliminary treatment, in which I had
dilated the urethra so as to admit a No. 8 French bougie, the patient
absented himself from my observation for a period of eight weeks, in
which he contracted a second attack of gonorrheea; and I doubt not
in this way there was a direct absorption of irritating and poisonons
matter as soon as the line of incision was made by the urethrotome,
and no doubt the whole system became poisoned from this local source,
It is therefore very desirable in every case to secure as far as possible
the subsidence of any previously active inflammation of the urethra.
No doubt in every case of chronic stricture the narrowed portion of the
canal, being exposed to a greater amount of pressure and friction from
every stream of urine, will be thrown from time to time into a state of high
vascularity, and thus, almost as if it were from a mechanical cause, a
state of inflammatory eongestion will be kept up, and from such surfaces
we have much of the urethral discharge so common in cases of stricture.
Thus, by rest, by the use of saline aperients, as I have already stated,
with diluents and eareful diet, we should endeavour in every ecase
of treatment preliminary to the operation of urethrotomy, to get
the urethral canal into as quiet a state of action as possible. Then as
to the treatment of the strictured portions of the canal so as to prepare
for the passage of the grooved guide of the urethrotome, it is very
important to dilate the passage which already exists, as a remnant of the
natural channel; in other words, to make the dilatation by means of fine
instruments so gradually and so cautiously introduced that if possible no
false passages shall be established, and that when the time arrives for the
passage of the guide on which the section is to be made, the urethrotome
shall travel along a line as nearly as possible corresponding to the
original course of the urethra. Now it is well known that in d.lla.tmg
a urethra so contracted as to be pronounced almost impermeable, this
dilatation can only be brought about by the exercise of great care and
patience. There are not many cases in which the dilatation can be
made uninterruptedly progressive, that is to say, where the number of
the fine bougie we use to-day, say a No. 3 French, can be fcrllc-wa.d wif-h
certainty in a few days by a No. 4; for here and .thara it will
happen—from slight congestion, the precise cause of which we cannot
divine—that the canal becomes more swollen and the passage smaller,
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and on arriving at a certain degree of dilatation, we ave rebuffed by finding
that we have to retrace our steps and be content with a smaller sized
instrument than we have previously used,—so that in the dilatation of a
contracted urethra by this cautions method, much time and perseverance
are needed, and, if rashness be allowed to predominate, laceration of
the delicate membrane is certain to occur. In the case I have taken
as the text or type of this paper, I was compelled to act cautiously,
for my patient was so alarmed at anything like the appearance of
hmmnrrhﬂgé from the urethra, that I do not think half-a-dozen drops
of blood escaped from it during the whole time he was under the pre-
liminary treatment.

And now I would say a few words on the special merits of the
urethrotome which I employed in this case, which I have used in several
other cases, and which was first placed in my hands by my friend
Mr. Teevan. It may be said to be an instrument on the principle of
Maisonneuve's urethrotome with Teevan's improvements. It divides the
stricture from before backwards, cutting the urethra along its upper
wall, and by contact of the shields, which conceal the cutter when
not in action, we ascertain the existence and position of each contracted
part of the canal; thus all needless division of the delicate mucous
membrane in the healthy parts of the urethra is completely avoided.
As the sheathed blade of the instrument, Plate III., Fig. A, is
passed along the urethra, as soon as a narrow part is reached the
urethrotome is arrested in its progress by the protecting sheaths, and
it cannot be passed onwards until the stricture has been divided. Now,
it will be found that the actual girth of the sheaths between which the
knife is placed is equal to rather more than the circumference of a
No. 12 or 14 silver eatheter, so that, after the section has been made
where the sheaths will pass with the knife between them, a catheter
of this size will also go. The obstruction being thus discovered, and
the impossibility of propelling the instrument any further being evident,
the knife is pushed forward, the stricture is divided by it, the knife
re-sheathed, and this portion of the instrument again passed on.
This process of first presenting the non-eutting part of the instrument
against the strictured portion of the urethra, protruding the cutter and
retracting it, and pushing the instrument onwards, must be repeated
a8 many times as may be needful, until the whole length of the canal,
at these successive stages, has been made of one uniform ecapacity.
This being done, and the sheathed cutter fairly passed on into the
bladder—ecare being taken that the knife is re-sheathed after each
resisting portion of tissne has been divided—the urethrotome is with-
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ﬂrm:m, in which process no obstacle should be experienced if the
sections have been properly made and all the fibres of the ecieatrices
Pmﬂ been thoroughly divided. I then introduce, in accordance with
instruetions received from Mr, Teevan, a solid metallic bougie-i-ventre,
measuring in its thickest part a circumference equal to a No. 26 French
or a No. 17 English catheter. This, with a little care, can be easily done
if the point of the bougie be kept well down against the floor of the
urethra so as to avoid the wound on its upper wall, and when this has
passed into the bladder it will have stretched, or even torn through,
any stray fibres of the contracting tissues which may have escaped
division by the cutting instrument. The conical wedge-like figure of
this bougie-a-ventre is seen in Plate III., Fig. B, and is remarkably
well adapted for effecting this ecomplete expansion of the canal to a
degree fully up to the size of the largest English catheter,—far beyond
the required capacity of a healthy urethra,

The hezmorrhage which follows this form of internal urethrotomy has
never been serious in the eases in which I have operated, but the most
probable seat of it, if very excessive, wonld be either the front
part of the urethra near to the orifice of a lacuna, or some deeper
part near to the neck of the bladder. In the former case it might
and most probably would be arterial, usually relieved by pressure
on the end of the penis; in the latter case, if very near the neck
of the bladder, it would be venous, and must be eontrolled by eold
applied to the perineum, or by placing ice in the rectum. The
haemorrhage which does come on as the resunlt of division of a con-
tracted urethra near to the glans penis may be avoided or rather
anticipated by making the section of this part with a small bistoury
guided by a director or by a very small urethrotome, Plate II., Fig. C, a
few days previous to the greater operation, to seeure beforehand for
this part of the canal a capacity equal to at least a No. 12 English
instrument, so that when the time arrives for the deep division of the
canal by the urethrotome, the shielded portion of the instrument can
travel easily along this part of the urethra without' any further
division. By this method, by first performing the minor operation,
and after the interval of a few days the larger one, we are sure to be
able to form a correct notion as to the possible source of the bleeding,
and do not give our patient needless alarm, as he might suppose the
blood eame from parts more deeply situated than is really the case.

It is desirable before proceeding with the final operation that the
bladder should contain a certain quantity of urine, so as to give room
for the beak of the urethrotome when it enters the bladder, and also to
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supply o test, by its escape along the groove in the shaft, that the instru-
ment is rightly placed, and then when all is completed, and the larger
bougie-a-ventre has been found to fully dilate the eanal, a No. 14
English catheter should be used to empty the bladder; a morphia
suppository should be placed in the rectum, so that if possible the
patient may not require to urinate for four or six hours after the
operation, and by this time, when he has recovered from the effects of the
chloroform, any active hemorrhage will have subsided, and he will most
likely pass the urine in a good stream, just coloured with blood. Some
smarting and pain may be present, but seeing that if no urine has
passed over the surface for a few hours, it will most probably have
become covered by coagulated blood, it will be protected from direct
contact with the urine, and the pain experienced will not generally be
very acute. No urethral tube or flexible catheter ought to be left
in the bladder after this operation, as I have learnt by a good deal of
experience in other similar cases, because where such an instrument is
retained it interferes with the quiet deposition of blood-clot on those
parts of the nrethra which have been divided. It must be remembered
that this method of using a knife protected by a sheath differs from
Maisonneuve's method in the fact of its being only those parts
of the mucous membrane and sub-mucous tissue of the tube that are
cut through which correspond to the contracted portions. Where an
unsheathed knife is used there is great danger of the urethra being
divided not only where it has been contracted and is the least vascular,
but also in other places; so that in the method I now advocate there
will be only two or perhaps three spots in the urethra where a clot of
blood will be so deposited over the eut surface. I have therefore
adopted Mr. Teevan’s recommendation not to pass any catheter into the
bladder after the one used to empty it immediately after the operation,
but on the third, or sometimes even the fifth day after the operation I pass
a bougie-a-ventre of the size I have mentioned as corresponding to a No.
17 English, or if there is any doubt as to its passing readily, one of two
sizes smaller, corresponding to an English No. 15 or 13. This I repeat
after a second interval of five or perhaps six days, then for three times
at an interval of a week, then after an interval of 14 and subsequently
?f 28 days, it being part of the system that having once secured a full
foon, laceration, and dilatation of all the resisting fibres of the urethra,
there is no fear of such an amount of contraction as to bring back the
urethra to its previous abnormal dimensions. Yet there have been
cases, nm? I have myself observed them, where from imperfect division
at the time of this internal urethrotomy, or insuffieient dilatation
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immediately afterwards, re-contraction of the canal has slowly followed, -

and in these cases I have not hesitated to repeat the internal urethrotomy
after some months, and eventually with the best nltimate benefit,
It is upon this principle alone that we ean look for permaneney in the
results of this operation, for if all the fibres have been thus divided or
thoroughly torn through, there can be no fear of a relapse, especially if
we accept the very ingenious assumption of Mr. Gouley that our object in

thus dividing the urethra for the purpose of effecting a permanent eure of

stricture can only be obtained by introducing, as it were, at some point

of the contracted circumference of the tube, a “ cicatricial splice” of _

new tissue originating in the organization of blood-clot, and serving
in the expanse of mucous membrane, an office analogous to the
transplantation of new skin in the vacuity of uleers.

In carrying out this operation T always avail myself of the prophylactic
action of quinine, combined in some form with opium, to avert the shock

which is often impressed upon the nervous system, and the still more -

serious result which might follow—the absorption of deleterions matter
from the newly-divided surfaces should suppuration supervene. The
form in which I prefer to use this remedy is a pill containing two grs.
of quinine with a little extract of gentian every three hours, washing it
down with a dranght containing about five drops of dilute sulphurie

acid and five to ten drops of tincture of opium in an ounce of water, |

This medicine must be commenced as soon as the more direct effects
of the chloroform have ceased, say at the end of six hours from the
* time of the operation, when it may be supposed that the soothing

effects of the morphia suppository will have subsided. The reasonI

adopt this particular mode of giving quinine and opium is, that by
giving quinine in the form of pill its extreme bitterness is not detected.
I do not combine the opium with the quinine in the solid form,
but give the opium in solution, so as to secure its immediate

absorption, lest from a depressed condition of the system, either

through the effects of the chloroform or from shock, digestion might
be delayed,—the solid opium if given in repeated doses wounld accumulate
in the stomach, and on the return of re-action too large a quantity
might be suddenly absorbed and poisonous effects result. ‘

I am also extremely careful after the operation to avoid anything like
chill or cold, for in all operations upon the urethra attended by what
has been called urethral fever—which, I take it, is but pymmia in a
modified form—the symptoms so frequently resemble those ‘nf
rheumatism that it is very difficult to say in the early stage with
which particular malady we are about to contend.
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a large instrument along the urethra or an ordinary ailwirar_ catheter,
although a flexible gum-elastic instrument would travel easily. The
explanation is this : previous to the section, the line of the urethra
was pushed powerfully to one or the other side, or perhaps flattened
by the dense hardened tissue in which the urethra often seems to
be imbedded in such cases. In this way the tube of the urethra was
tortuous to some degree—it was divided while so displaced by the
knife of the urethrotome, cutting exactly straight, and so it would
be left directly the operation was done, and while the larger bougie
passed along it. But slowly, the sinuses healing and the indurations
subsiding, weeks, it may be months, after the urethrotomy, the soft
urethral tube falls back into its normal position in the perineum from
which it has been displaced. Now no longer will the line of the
several incisions quite correspond ; there will seem to be irregularities
and roughness in the canal—a flexible catheter will pass when
a rigid metallic instrument cannot—showing that there is no
diminished capacity in the tube, but only a want of straightness
in its direction. Now, with this state of things, the exit of urine
from the bladder is as free as ever. The only cure for this condition
which I have found serviceable in two cases which I have so treated,
is to repeat the internal urethrotomy, not to divide ring-like con-
tractions, but to correct once for all these abnormal flexuosities.

Yet internal urethrotomy, under any eircumstances, is notan operation
to be lightly undertaken, the two dangers to be looked for being heemor-
rhage and purulent infeetion, The latter may be avoided, I am of opinion,
by never operating while there is a distinetly purulent discharge from
the urethra, although perhaps the muco-purulent might not be so
serious, yet even in that case some additional risk would exist;—by
always being sure that the instruments we use are perfectly clean, no old
blood or matter being deposited in the grooves of the urethrotome, and
taking care that every instrument at the moment of use is well smeared
with earbolated oil, about y:th or ;%th in strength, not so strong as to
irritate the mucous membrane of the urethra, and yet powerful enough to
prevent any septic change ; and then for the heemorrhage, as I have already
said, the avoidance of this is best secured on the principle that to be fore-
warned is to be fore-armed. Itislikelyto occur either from the frontof the
urethra where the orifice is narrow (either naturally or as a consequence
of inflammation), or it may arise from the deeper portions of the passage
where the veins and venous sinuses of the prostate have been previously
distended to an inordinate degree.

There is one possible source of deep hsmorrhage in internal
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urethrotomy which I think may oceur oceasionally, and of which
I believe I have seen one example. It can only happen in cases
of old neglected stricture, in which forcible catheterism with
metallic instruments has been employed, and one or more false
passages have been produced through the substance of the prostate
gland, or by the side of it, which have served as channels for the
escape of urine, and these may not depart greatly from the normal line
-_::f the urethra. In front of them, in the bulbo-membranous, or even
in the anterior spongy part of the urethra, there may be a fine stricture
on which we have expended much patience in securing slow but
partial dilatation. The time arrives for the performance of the
operation, the grooved guide for the urethrotome is passed through the
narrowed portion of the urethra, and this being done, it slides easily
into the bladder, and that it has reached that part is proved by the
escape of drops of urine at the mouth of the urethra; and so the
operator is compelled to be content that all is safe for the free
section of the upper wall of the urethra, whereby any obstruction
may be removed by the knife of the instrument. This, of
course, he will do in the front stricture without risk, but just
as he pushes the shielded portion of the urethrotome close to
the neck of the bladder, a certain amount of resistance is present,
which should not exist if we had to deal only with the prostatic portion
of the urethra, which is naturally so expansible that it is said never to
be the seat of organie stricture. It is needful, nevertheless, to use the
urethrotome knife before the sheathed part of the instrument, which
will be equal to the capacity of a No. 12 catheter, will pass into the
bladder, because the instrument is really not in the dilatable
prostatic portion of the urethra, but in an old unyielding false passage ;
and in this way a cut surface of prostatic tissue is produced, more
vascular and more full of venous sinuses than one made in the
upper central line of the gland, even if any section had there been
required. I know not how this ecomplication is to be avoided, except
- by noting very carefully in any similar case where the shields are
arrested, if this be anywhere very near to the neck of the bladder;
then withdrawing the whole instrument for a time, we ought to be
able to pass a large silver catheter over the previously strictured
portions through the prostate into the bladder, for in so doing a
large instrument would not enter the orifice of such a false
passage, although the smaller beak of the urethrotome-guide
might have done so, and thus any division of prostatic tissue
would be prevented, as it would be proved to be unnecessary.










