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It is very doubtful whether a urethra of 
which the lumen has become narrowed by 
inflammatory thickening extending beyond the 
mucous membrane can ever become free from 
the tendency to more or less gradual recontrac- 
tion of its lumen, even excision of a stricture 
must leave a scar?and it is the nature of scar 
tissue to contract unless there is some opposing 
influence. 

I have seen a urinary fistula form in the 
peiineum of a patient who had been told that 
he was "cured" by internal urethrotomy five 
years previously, and had noticed no symptoms 
tYec.ul?-enk ^''icfcure during that long period? 
if he had had a sound passed only once a year 

after the urethrotomy he would probably have 

never had any further trouble. 
The average native patient is a firm adherent 

to the Eastern belief " sufficient for the dajr is 

the evil thereof." It must be admitted that 
his stay in the hospital during the cure of his 

stricture is probably a painful and disagreeable 
experience as few urethras ever become quite 
tolerant of the passage of sounds ; it is therefore 
natural that he should rejoice in his escape 
and only return when his urethra is of no fur- 
ther use to him as a channel. 

In some cases he may endeavour to follow 

the advice given to him on leaving hospital 
and making a journey, of perhaps twenty miles, 

presents the note " requires full dilatation once 
a month" to a Dispensary Hospital Assistant. 
The equipment of this dispensary probably 
consists of an imperfect set of silver catheters 
kept in what was once a velvet lined case, a 

set of gum-elastic catheters, which have become 
more or less glued together by the heat, and a 

bottle of carbolic oil. 

The patient may with luck escape a false 

passage and septic infection, but he is extremely 
unlikely to have had his stricture efficiently 
dilated. 

It is no wonder that so many pa'ients are 

met with whose perineums are converted into 
watering pots and their urethras have become 
either " impassable," or if a sound can be passed, 
the passage is like that of a bullock cart over a 

bad country road?so bad that it is often diffi- 
cult to say whether or not there is really a road 
at all. The most efficient way of dealing with 
such cases is to make a permanent opening in 
the perineum. 
Any urethral surgery which involves tying 

in a catheter or even repeated passage of a 

catheter in such patients is not altogether free 
from danger. 
The urinary apparatus has been overstrained 

for years and is possibly septic from end to end, 
so that very slight trauma or infection is suffi- 
cient to initiate serious developments. 

In the examination of such cases a set of 

conical steel sounds will give the experienced 
hand all the information necessary. There is 

rarely anything to be gained by wasting time 
with whalebone or filiform bougie3?even if !l 

few drops can still find their way out by the 
meatus. 

There is perhaps no branch of surgery in 

which experience is more necessary and is more 

dearly bought than in the treatment of stric- 
tures. The hand must be educated as well as 

the judgment. 
Compare the effects of the untrained hand 

in passing a sound through a stricture, or for 
that matter through many a normal urethra, 
with the light confident movements of the 

practised hand. 
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It is noeasy accomplishment to gather infor- 

mation from the end of a sound. I have prac- 

tically discarded flexible bougies and catheters 

altogether, retaining only the India-rubber 

catheter for tying into the bladder or for 

drawing off urine through normal urethras. 

The most valuable part of my equipment con- 
sists in a set of solid steel conical sound?the 

largest being 17?19 English scale. 

They can easily be boiled (a drachm of liquid 
vaseline is boiled in the water with them) and 

passed without any handling. The most dan- 

gerous and useless weapon, especially in un- 

skilled hands is the sound or catheter below 

size No. G, with a point like a knitting needle. 
These weapons have 

been responsible for many 
false passages and should 

not be allowed in the 

equipment of any out-patient department or 

dispensary ; if they are there, they are sure to 
be used. 

I do not think that any serious attempts 
should be made to pass or dilate a stricture with- 

out a general anaesthetic. It is rarely possible 
to pass an undilated 

stricture without causing 
pain, and I have not found the injection of co- 
caine and adrenalin a very reliable analgesic 
for this purpose. If No. 12 sound reveals the 

existence of an organic stricture, put the patient 
on your list for the operation theatre. 

External Urethrotomy in Impassable 

Strictures. 

A long incision should be made, splitting the 
scrotum, if necessary, until the healthy urethra 
in front of the stricture is thoroughly exposed. 
An attempt should then be made to trace and 

dissect the urethra for some distance from out 
the rigid scar tissue through which it runs in 

the perineum. It is a great help if this can be 

done before opening the urethra in front of the 
stricture. The urethra is often dragged quite 
away from the middle line and in that part 
of its course is really only a cord imbedded 
in scar tissue. There a,re usually numerous 

fistulje which serve to still further confuse the 

operator. 
Even if the point of a sound, passed as far as 

it will go, be cut down upon, it may be found to 
be in an old smooth false passage on pouch. 
When the urethra has been opened in front of 

the stricture, search is made for the posterior 
opening in the usual way. 

If the prostate be stripped by the finger of 
assistant, the appearance of a drop or two 

()! prostatic secretion may be of great assistance 
in identifying the posterior urethra. 

Bj7 employing spinal anaesthesia I have twice 

been able to avail myself of the ability of the 
patient to pass urine when asked to do so. 

If the posterior opening cannot be identified, 
a transverse incision may be made, so as to 

separate the urethra from the rectum and so 

come upon the dilated urethra behind the stri c tu re. 

This method may be tried in 

retrograde catheterism. 
P'^'ence to 

I have never found much use in Hip i /. 

the Wheelhouse staff. A pair of urethral foropn 
passed down to the stricture and opened serw!! 
the same p urpose better. 

' es 

Sometimes it is advisable to abandon th 
operation for the time and resume the search a 
few days later when the u re thru ~ , 

be identified by placing the patient in tlieTithn8 
tomy position and asking hjln f l.no' 
The absence of oozing of blood will ^ender^]0' 
search easier. ,le 

I have found a female catheter to I 
strument that finds its way verv ??#? in an. 'n* 
the bladder from the perineum. 

^ ^ into 

It is usually worth trying to obfiJn 
union of the urethra by suturino- it n , 

Pl'mary 
rubber catheter. If the attempt foils61 fti 80 
is done, provided a way of exit be 'left arm 

gauze drain. 
Ieit along a 

The soft catheter may be passed bv I 
. 

its point as it emerges from the anfpri n"o 
in a pair of forceps and guiding 'it aloi" amree? into the bladder. ? o0,oet 

Whenever a catheter is tied into t) n 

nrotropine should always be o-iVen ^ "'adder, 
does not cause any hematuria. ong as it 

The only safe way of retaining a nnfU , . 

by a suture through the P^epuce%lottlJ 1 

\s 
the catheter; the patient cannot readil 'n"". 
out when secured in this waj*. 

^ P ^ 

Cock's puncture should never be r 
was only an operation of urgency 
replaced by a supra-pubic tapping, 

IS e^e 

staff. 
I have never found any uSP f?? ^ j ,be ioi a Syme's 

Treatment of Fistulce.?When the nr th 
canal has been thoroughly restored thp r , , 

a' 

tracks may be dealt with by (1) ^xcisioS U'?? 
incision and scraping. 

> \z) 

If the fistulous track is well dofinQ/i 
i wu., ut?ne<j, running in soft healthy tissue, excision and sut 

oe the operation of choice. In a rim'rl *? 
riddled with fistula), excision of thp fi 

Peilneum 

be impossible. If external urethrotome! 1 i 

performed, the fistulse may be dpnU 
een 

the same time, so that advantage ma , uWl^' a^ 
of the drainage of the bladder ?eithe^ n ^ken 
the urethrotomy opening through 

1 

.rouo'1 
catheter. 

a ed-in 

If no external urethrotomy has bppn 
it is advisable to tie in a rubber catl P.61 ?med> 
few days after excision of a fistnln.'G f1 V01 a 

that the chance of primary union 
,S 

' so 

interfered with by the leakage of iinn*1*1^ \IOfc 
leakage will not necessarily nrpVa !' a t"0uo'1 
closure of the track. In conclusion rVentual 
emphasize the point that urethral would 

excellent school for patience. ,oery is an 


