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pulmonale. A further group of scores includes appetite, weight
loss, exercise tolerance, and attitude to the disease. Hepatic
fibrosis or portal hypertension were not included in the
scoring system, perhaps because of their relative rarity,
though severe hepatic disease undoubtedly influences the
outlook in some cases.

It is not clear whether this system has advantages over pre-
vious ones, particularly since it relies heavily on pulmonary
function tests, which are not easy to perform accurately in
young children. Moreover, some criteria such as changes in
chest radiographs and physical examination of the chest are
difficult to standardize, while a certain diagnosis of cor
pulmonale in its early stages is difficult to make in cystic
fibrosis.'1 12 There is not yet, nor is there likely to be, a com-
pletely satisfactory prognostic scoring system for cystic
fibrosis, particularly since the disease is peculiarly subject to
unexpected fluctuations in its course. Consequently, though a
physician will be helped by his own attempts to evaluate his
cases in a standardized manner, he cannot usually give a
precise prognosis in terms of months or years. Patient and
parents are unlikely to be helped by being offered a numerical
score instead of hope."3
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Single-dose Treatment of
Gonorrhoea

Many patients suffering from gonorrhoea fail to come back
to a venereal disease clinic after their first visit. This im-
mediate default rate may be as high as 30'%/ '* If treatment
has not been completed, some patients may believe them-
selves cured while still harbouring gonococci. Though re-
lapse is usually obvious in men, symptoms of uncomplicated
gonorrhoea are often minimal in women. To lessen the risks
from default many venereologists prefer to give treatment
in a single dose.
The treatment of gonorrhoea has recently been reviewed

by S. K. Sim.2 Penicillin has for many years been the
favoured antibiotic because of its effectiveness and lack of
toxicity. The emergence of strains of gonococci which are
relatively insensitive to it has necessitated the use of larger
doses of up to 2-4 to 4.8 megaunits, but these have the pain-
ful disadvantage to the patient of a large volume of injected
material. About 30% of strains of gonococci now isolated
in London need concentrations of 0-125 ,ug penicillin per
ml or more for their inhibition in vitro, and such strains often

show diminished sensitivity to other antibiotics. Slow-
release of oral penicillin preparations should not be used to
treat gonorrhoea, but good results have been obtained with
a single dose of 1-2 megaunits of procaine penicillin if it
is given in conjunction with 2 g probenecid to enhance the
blood level by delaying excretion. P. Rodin and A. Seth3
had only two failures in 105 men so treated. R. J. C. Cobbold
and his colleagues,4 who treated 264 men with the same dose
of penicillin but with 1 g probenecid, had 11 failures within
one week of treatment. Penicillin-insensitive strains of gono-
cocci are prevalent in the Far East, but T. F. Keys and his
colleagues5 have reported 980/%, cure rates in U.S. naval per-
sonnel who were given a single injection of 2 4 megaunits
of procaine penicillin an hour after 1 g probenecid by mouth.
In this study 73% of 242 strains of gonococci succumbed to
a minimum inhibitory concentration of 0-25 to 1 ,ug peni-
cillin/ml. These findings show that probenecid has given
penicillin a second wind in its race against the adaption of
the gonococcus to it.
Many patients prefer pills to needles, though their physi-

cians may prefer the greater certainty to absorption when
antibiotics are injected rather than given by mouth. En-
couraging results have been obtained by giving ampicillin
with probenecid. This also lessens the risk of serious reac-
tions to penicillin and obviates those due to procaine, wuhich
can be very alarming. Willcox and his colleagues6 gave a
single dose of 2 g ampicillin plus 1 g probenecid; they had
five failures during the first week among 94 men treated
in London and 2 among 91 treated in Swansea. Amoxycillin
gives higher serum levels than comparatble doses of ampi-
cillin. C. D. Alergant7 had 12-6% failures among 136 pat-
ients followed up after a single dose of 1 g. When 1 g pro-
benecid was given as well, the failure rate was reduced to
5.80/), in 136 patients followed utp. Only one failure was
seen in 95 patients given 1-2 megaunits of procaine peni-
cillin plus 1 g amoxycillin by mouth.

In previous trials of cotrimoxazole, treatment given over a
five-day period has been found effective against the gono-
coccus. A. S. Wigfield and his colleagues8 tried giving six
tablets as a single dose, but aibandoned this when they had
seven failures in 25 patients. The same dose of cotrimoxa-
zole plus a single injection of 1-25 megaunits of Triplopen
(benethamine penicillin, procaine penicillin, and benzyl peni-
cillin) gave only three failures in 104 men. They suggest
that this combined treatment may be of value in infections
due to less sensitive s-trains of gonococcii. Single doses of 2
to 4 g of spectinomycin dihydrochloride have been reported
to give 90 to 95% cure rates by B. A. Smithhurst.9 L. Z.
OlHer and his colleagues'0 gave 50 men a single dose of 400
mg doxycycline and had only one failure in the 44 who were
followed up. This drug has the advantages of rapid ab-
sorption and prolonged serum levels, but it produced a high
incidence of nausea and vomiting in the patients who took
it on an empty stomach. The single failure in treatment was
in a patient who vomited 10 minutes after taking it.

These recent reports show that a choice of effective single-
dose treatments for uncomplicated gonorrhoea is available.
Of these, 2 g ampicillin with 1 g probenecid or 1-2 to 2-4
megaunits of procaine penicillin plus 2 g probenecid have
tbeen widely used and give acceptable cure rates. But not all
patients will be cured, and careful clinical and bacteriological
follow-up is essential to detect the small number of failures.
It should also be rememlbered that these antilbiotics are not
effective against non-specific urethritis. This is becoming
increasingly common and is often contracted at the same
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time as gonorrhoea. Because of its longer incubation period,
8 to 14 days, it often presents after gonococcal urethritis has
successfully responded to treatment.
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Preventing Detached Retina
Treatment to prevent detachment of the retina can be under-
taken more effectively if the conditions leading uip to it
can be identified early. The introduction of the binocular
ophthalmoscope has led to a fuller understanding of such
lesions.

U. Rutnin and C. L. Schepens' found retinal breaks in
7.8% of a series of normal eyes, and G. Myer-Schwickerath2
assessed the risk of detachment in a group of such patients
as 2800. The dangerous type of hole is the large horse-shoe
tear,3 particularly if it is fresh,4 and the least dangerous is
the small, flat, peripheral round hole.5 The other common
precurser of retinal detachment is lattice-like degeneration,6
though it is also rather common in eyes which do not de-
velop this complication.7 Lattice degeneration is more likely
to lead to detachment if retinal holes have developed in the
degenerated area,3 or if the other eye has suffered a retinal
detachment secondary to a lattice tear, or if there is a family
history of retinal detachment.

Recently A. H. Chignell and J. Shillings8 have reported the
results of prophylactic treatment carried out on 202 patients.
In their series of high-risk patients retinal detachment oc-
curred after prophylactic treatment in only 5°%. The authors
used mainly cryotherapy to close the holes, for preference
under local anaesthesia. The most serious complication of
this method of treatment, apart from later detachment, was
puckering of the macula. This occurred in two cases and led
to a considerable fall in visual acuity. Thus far this disas-
trous complication is unpredictable, so that prophylaxis car-
ries with it an element of risk which the patient must recog-
nize and accept before suibmitting to operation.
The type of retinal detachment carrying the poorest prog-

nosis is that associated with vitreous traction. The vitreous
pulls on the retina at several peripheral points and produces
either multiple U-shaped tears or sometimes a giant tear in-
volving half or more of the anterior insertion of the retina.
In such cases, particularly if the other eye has developed a
detached retina, the surgeon should consider creating a per-

manent scleral buckle by encircling the globe. J. R. Hudson
and colleagues9 have recently reported on a series of 18 care-
fully selected high-risk patients of this type in whom the
globe was encircled prophylactically. The fellow eye was nor-
mal in only one casc of their series, and of the remaining 17
fellow eyes 13 had been previously treated for detachment of
the retina and 4 had received prophylactic therapy for retinal
breaks. This series of 18 cases has been followed up for 1
to 5 years and only two so far have succumbed to detach-
ment.

Prophylaxis for detached retina is therefore a well-estab-
lished procedure. It is particularly applicable to myopes who
have a family history of retinal separation and to the fellow
eye of one which has already developed a retinal separation.
Patients in the latter group are unlikely to be overlooked,
but the former may learn of the possibility of prophylaxis
when it is too late unless their family doctor advises them
of it.
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Guernsey Meeting

The second B.M.A. Annual Postgraduate meeting was held
in Guernsey two weeks ago (for a full report of the meeting
see p. 97 of this issue). The size of the attendance-some
200 doctors and their wives from all parts of the British
Isles, Canada, the United States, and France-and the keen
audience participation in all the sessions gave an indication
that this kind of gathering meets a real need.
Unique in being one of the oldest attachments to the

British crown, in being the only British territory ever enemy-
occupied, and in having a private health service, the island
and its people aroused the interest and curiosity of the visi-
tors and this was well satisfied by their hosts. The Bailiff
of Guernsey, a lawyer whose interest in the medical field
is great, figured prominently at the meeting, and the or-
ganizers, Dr. M. H. S. Bounds, chairman of the Guernsey
and Alderney B.M.A. Division, and Dr. T. W. Parsons, the
science secretary, as well as the chairman of the ladies
committee, Mrs. C. H. T. Rey, are to be congratulated and
thanked for the efficient organization of a pleasurable
meeting.
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