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We urgently need confirmation of this finding. The absence
of symptoms in the group on active treatment might be due
to suppression, though not elimination, of candida-which
would suggest that symptoms depend on the rapid growth of
yeast and not merely its presence. The return of symptoms in
those patients from whom candida was not grown, but whose
previous symptoms had always been associated with candida
infection, is more difficult to explain. The high incidence of
non-specific genital infection found by Davidson and Mould
would have been missed previously in such cases only if-as
has been suggested-most men are asymptomatic.10

Finally, the effect of treatment is often difficult to assess
because the patient defaults-indeed, the existence of left-over
drugs frequently testifies to poor compliance. All in all, a real
advance in the control of recurrent candida infection has yet
to come.
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Hydronephrosis

Hydronephrosis is a common phenomenon. The renal pelvis
or calices (or both) become distended with urine because the
pelviureteric junction cannot conduct it correctly, but we still
do not know what causes this abnormality. The possibilities of
an increase in collagen' 2; abnormalities in the quality of the
musculature,3 vessels, and valves; adhesions and kinks; and
high insertion of the ureter on the renal pelvis have all been
carefully reviewed.4 5 But dilatation of the renal pelvis also
occurs occasionally as a secondary phenomenon, resulting from
primary atonicity of the normal elastomuscular tissues of the
renal pelvis or from ureteric obstruction or gross vesicoureteric
reflux.
Whereas excretion urography remains the cornerstone of

diagnosis, it provides only a static and anatomical assessment
of the dilatation. Perfusion studies6 do give a dynamic and
functional assessment that helps in equivocal cases, but they
are invasive and may be difficult to perform. Diuresis reno-
graphy has recently been reported to be valuable in patients
with equivocal hydronephrosis.7 But some workers point out
that physiological measurements from the probe renogram
curve cannot be reliably quantified, and that sluggish flow
through a distended tract gives a curve indistinguishable from
that produced by genuine obstruction.8 9
The management of hydronephrosis should depend on its

natural history. There is strong evidence that progressive

renal damage occurs in most cases of primary pelvic hydro-
nephrosis,'0 while many of the remaining patients who show
no deterioration have severe enough pain to need surgery. The
treatment of choice therefore would seem to be early surgery
except in the mildest cases.

In primary pelvic hydronephrosis even a thin shell of renal
cortex should usually be preserved and very few nephrectomies
carried out." The role of surgery is removing obstruction to
preserve renal function and relieve pain. This is achieved by
reconstituting the obstructed pelviureteric junction to provide
a funnel between the renal pelvis and the upper ureter. There
are various techniques, including the Foley and the Culp-
Scardino flap procedures and the dismembered Anderson-
Hynes pyeloplasty, which give satisfactory early results. The
Anderson-Hynes pyeloplasty has remained effective over
follow-up periods of 5-15 years.'2
The major problem of surgical management is deciding

which of the severely diseased kidneys are worth preserving.
Usually nephrectomy is performed when the kidney has been
reduced to a thin shell at operation and appears to be function-
less. Excretion urography may not be helpful, since kidneys
that it shows to be functionless may recover to a useful extent
after the obstruction has been removed.'3 14 Removing a
kidney that has recoverable function may precipitate, as a
result of the extra water load, an acute hydronephrosis in the
contralateral kidney.
The urinary pH in obstructed kidneys is higher than that

of the contralateral normal kidney owing to impaired function
of the distal renal tubules.15 In a recent study the measurement
of the urinary pH of obstructed kidneys-but not urinary
specific gravity or sodium concentration-was a reliable guide
to subsequent recovery.16 Recovery was complete after the
relief of obstruction in all hydronephrotic kidneys with a
urinary pH below 6, but only partial when the pH was between
6 and 7-1. All kidneys that showed no function on excretion
urography or found at operation to possess only a very thin
shell of cortex had a urinary pH near 7-3 or higher, implying
that those kidneys could not acidify urine.

In general, then, hydronephrosis should be managed
surgically-pressure-flow studies and diuresis renography
being helpful diagnostic techniques in the equivocal cases.
But surgery should be conservative and nephrectomy per-
formed only rarely, when the urinary pH suggests that the
kidney has no recoverable function.
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