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to which the answers would be largely philosophical. If it is
effective when applied to some for short spells it could pre-
sumably be much more effective if applied to all for long
periods or continuously. That would put decompression in a
similar category to the possibility of enhancing cerebral
acuity and diminishing risk of infection by living contin-
uously in a sterile chamber of hyperbaric oxygen-scientifi-
cally possible but on a commonsense basis nonsensical. For
most obstetricians and their patients nature's abhorrence of a
vacuum seems likely to prevail.
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Methoxyflurane
Nephrotoxicity
Whenever a new anaesthetic agent is introduced there is
always a period when it is hailed as the answer to every
anaesthetist's prayer. Methoxyflurane is hardly an exception,
though it started with the great disadvantage that its blood-to-
gas solubility ratio is as high as 13-0, which means that the
necessary tension in the brain to produce anaesthesia builds up
slowly and an equally long time is needed for the patient to
recover consciousness. In this respect methoxyflurane re-
sembles trichloroethylene; but since it also has a very high
lipoid solubility relatively low concentrations can be used to
maintain surgical anaesthesia. Furthermore, these low con-
centrations do not irritate the respiratory tract, so that meth-
oxyflurane has proved to be a useful anaesthetic agent in clinical
practice.
Soon after its clinical debut there was a report' that meth-

oxyflurane might produce renal damage. In 1971 Mazze and
his colleagues,2 in a controlled study, provided evidence that
when the drug was given alone it could cause polyuric renal
insufficiency. No precise dose-effect relationship was estab-
lished, so it was not possible to say whether methoxyflurane
when used in low concentrations in combination with other
anaesthetic agents was likely to produce renal damage or not.
Now Cousins and Mazze have taken the matter a stage further
and have conclusively shown3 that when the concentration ex-
ceeds a certain level (2 0 M.A.C. hours-minimum anaesthetic
concentration for surgical anaesthesia multiplied by the dura-
tion of the anaesthesia) then some renal damage occurs. Ani-
mal studies have also shown that if methoxyflurane is used in
the presence of other potentially nephrotoxic drugs such as
gentamicin4 or the tetracyclines5 the effect is additive.

Methoxyflurane produces two important metabolic products
in vivo-inorganic fluoride and oxalic acid. Fluoride is known
to inhibit several enzyme systems and chronic ingestion leads
to renal damage. It has been suggested that the renal damage is
produced principally by fluoride inhibition of the enzyme

systems necessary for sodium pumping in the ascending loop
of Henle or early distal tubule.6 Oxalic acid has been ruled out
as the causative agent since the type of renal damage and also
the clinical signs in these cases were different from those of
oxalic acid intoxication.
The result of many careful studies has been to establish

without any doubt that if patients breathe a high concentration
of methoxyflurane for an hour or more there is an increasing
risk of renal damage, even in the presence of normal function.
Fortunately, methoxyflurane has never found wide acceptance
as an anaesthetic agent in the United Kingdom. It has, how-
ever, been shown to be useful when given in low concentra-
tions for relief of pain in midwifery.7-9 Though no harm has
yet been shown to result from the use of these low concentra-
tions in the presence of normal renal function, it does seem
clear that if the use of methoxyflurane is essential a careful
watch must be kept on both the concentration and the duration
of administration.
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Gonorrhoea of the Pharynx
In April 1970 Bro-J#rgensen and Jensen cultured gonococci
from the pharynx of a man who was symptom-free a few days
after an orogenital contact. This led them to culture pharyn-
geal material routinely for gonococci from all their patients in
Copenhagen with suspected venereal disease. They have
now' completed tests on 804 men and 542 women infected
with gonorrhoea and similar numbers free from that disease,
a total of some 2,700 persons.

Culture of the pharynx showed Neisseria gonorrhoeae in
110 of these patients: 55 women, 43 heterosexual men, and 12
homosexual men. The pharynx was the only site affected in
eight of the women, six of the heterosexual men, and two of
the homosexual men. Among patients suffering from gonorr-
hoea, pharyngeal infection was found in 10% of the women,
7% of the heterosexual Danish men, 2% of the heterosexual
foreign men, and no fewer than 25% of the homosexual men.
A consecutive series of 1,203 heterosexual Danish patients

(523 women, 680 men) were asked about orogenital contact.
The pattern of behaviour was similar in men and in women
and in those with and without gonorrhoea. About 20%
claimed never to have had orogenital contact, 75% had it
frequently or fairly often, and about 35% at the most recent
sexual contact. Orogenital contact was almost the rule for
homosexual men; this was reflected in the high rate of pharyn-
geal infection in members of this group with gonorrhoea.

Pharyngeal gonorrhoea was usually clinically silent: 79%
of patients were symptom-free. The others had sore throat
with tonsillitis of varying degree, occasionally with exudates
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and redness of the pharyngeal wall, and 5% had acute febrile
tonsillitis initially, in one case with migratory arthralgia. In
patients with persisting pharyngeal infection after initial
treatment febrile tonsillitis occurred in 11%. Indeed there
was a disturbingly high treatment-failure rate. Schedules that
were nearly 100°/, effective in curing gonorrhoea of the genit-
alia and anorectal canal failed to cure gonorrhoea ofthe pharynx
in nearly 60% of cases.

Gonococcal infection of the pharynx must be accepted by
the clinician as an entity and one that is usually clinically
silent. But how common is it in Britain? Rodin and his col-
leagues2 at The London Hospital obtained gonococci from the
pharynx in only 1 of 33 cases of gonorrhoea in homosexual
men. This suggests that infection of the pharynx may be less
common in England than in Denmark. It is of interest that the
incidence in heterosexual men in Denmark was 700 in Danes
compared with 2% in foreigners. Foreigners would be less
likely to have regular partners with them than would Danes,
and orogenital contact was more common with regular part-
ners than with casual contacts. More information is needed.
Certainly Kinsey and his colleagues3 showed that orogenital
contact is common; perhaps it is growing more common
between casual contacts. The apparent resistance of pharyn-
geal gonorrhoea to treatment might, in theory at least, result
in a cumulative increase in the reservoir of gonorrhoea in the
community.
We must know more about the sexual practices of patients

and the incidence of gonococcal infection of the pharynx.
This information will have to come from venereologists,
who see a very large (and increasing) number of patients each
year, many of whom may be bypassing their family doctors.
It will also come as a result of referrals for investigation from
doctors practising in many fields, including general practice,
who should be increasingly aware of the possibility of gono-
coccal infection in patients who have been exposed to infec-
tion. Clearly it is no longer sufficient to rely on excluding
gonorrhoea by tests of the genitalia and anorectal canal only.
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Urethral Prolapse in
Childhood
Vaginal bleeding in children is an uncommon but always an
alarming symptom. Circular prolapse of the urethral mucosa
is an unusual cause which must be distinguished from the
inflammatory, neoplastic, or endocrine conditions responsible
for bleeding of this kind.
The incidence of urethral prolapse is unknown, but Klaus

and Stein' found nearly 400 cases in British and American

reports up to 1970. The aetiology is uncertain, but genetic
factors may be relevant: over 70% of cases are in Negro girls.
Oestrogen lack may also be a factor since urethral prolapse is
rare in women of child bearing age, the majority of cases being
in children with a peak incidence between the ages of 5 and 9
years.2 The condition also occurs in postmenopausal women.
The prolapse usually follows straining due to coughing,

trying, or constipation. A history of injury is rare. The
bleeding may be painless or associated with dysuria or vulval
pain. Inspection of the vulva shows a tumour which is
typically described as a reddish blue rosette-shaped mass. The
size of the prolapsed mucosa is very variable; it may be small
enough for the urethral meatus to be seen in its centre or so
large that it covers the whole vulva and obscures both the
urethra and the vaginal opening. On palpation the mass is soft
and fleshy, as opposed to the firmness and induration of many
other tumours.

Careful examination under anaesthesia is usually required
to make the diagnosis. Cystourethroscopy or urethral catheter-
ization will show the relationship of the mass to the urethra.
Vaginoscopy is necessary to exclude tumours such as botryoid
sarcoma. The differential diagnosis includes polyp, condylo-
mata, papillomata, cyst, periurethral abscess, or granulations.
Biopsy is required if there is any doubt about the nature of the
lesion.
The prolapsed mucosa is best treated surgically, but medical

treatment has been used successfully in a sick child.2 Sitz baths
and saline compresses are temporarily soothing, and manual
reduction is occasionally successful. Three simple methods
have been described for removing the redundant mucosa. The
simplest is to insert a Foley catheter into the bladder and tie a
constricting ligature round the base of the lesion.3 The mucosa
sloughs off after a few days, bleeding is minimal, and healing is
complete in seven to ten days. The second method is to excise
the redundant mucosa and suture the cut edge to the mucosa
of the vestibule with catgut. Care must be taken not to pull
down any further urethral mucosawhen making the incision, as
the edge may retract, leading to difficulty in suturing and
possible postoperative stricture.4 A catheter is left in the
bladder for two to three days postoperatively. The third
method of treatments is to excise the redundant mucosa by
cautery and leave unsutured. A catheter is also required for a
few days after this procedure; bleeding is minimal, but
healing may be delayed for up to three weeks. These three
simple procedures have replaced several older, more complex
operations which were previously performed. Postoperative
complications include the occasional urinary tract irnfection
from use of a catheter; retention of urine can occur if the
catheter is removed too early. Serious complications such as
incontinence or stricture formation are rare, but the latter has
been reported to occur if the cauterizing procedure was too
extensive. Occasionally there is a recurrence of the prolapsed
mucosa, which responds to repeat surgery.
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