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cultured from his central venous line. Within a few hours of this episode
muscle enzyme values rose sharply (table) followed two days later by a drop
in urinary output. The infection was controlled by the administration of
netilmicin and the muscle enzyme values returned to normal. Late hyper-
calcaemia (2-63 mmol/l (10-5 mg/100 ml)) was noted as the patient's renal
function improved.

Case 3-A 52 year old man was admitted with a severe chest infection. He
gave a one-week history of fever, nausea, vomiting, severe headaches, and
myalgias. Within a few hours of admission he developed acute respiratory
failure necessitating artificial ventilation. Chest x-ray films showed bilateral
lung infiltrates predominantly affecting the left upper lobe. He was treated
with intravenous erythromycin as an atypical pneumonia was suspected. A
few days later the muscle enzyme values rose with a rapid decline in renal
function and numerous pigmented granular casts in the urine. Acute renal
failure secondary to rhabdomyolysis with myoglobinuria was diagnosed and
haemodialvsis started. As the chest infection slowly improved a diagnosis of
Legiotnella pneumophila infection was made by serology (titre< 1/8 rising to
1/32). Muscle enzyme values returned to normal 10 days after the onset of
rhabdomyolysis.

Comments

Myalgias are frequently part of viral and bacterial infections.
Rhabdomyolysis, however, has only recently been associated with
systemic diseases; some patients with Legionella pneumonia infection
have presented with severe rhabdomyolysis leading to acute tubular
necrosis.3 The mechanisms underlying muscle damage during
infections are poorly understood and are likely to be multiple. Severely
ill patients with systemic infections are often hypoxic, dehydrated, and
acidotic; this together with concomitant electrolyte disorders and
hypophosphataemia4 can predispose to muscle damage and subsequent
acute renal failure.
We believe that rhabdomyolysis is underdiagnosed during infec-

tions; the recognition of this association could lead to prompt re-
hydration, correction of acidosis, and perhaps forced alkaline diuresis.5
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Urethral gonococcal infection by
co-existing beta-lactamase and
"resistant" strains of gonococci
Detection of more than one strain of gonococcus from different sites
in one person has been reported many times.' We report a case of
two strains of gonococci isolated from the same site at the same time
in one person.

Case report

A 34 year old divorced miner took a week's holiday in Bangkok, during
which time he indulged in sexual intercourse with "quite a few" consorts.
On 16 August 1982 he attended this department with a three day history of
urethral discharge. Gonorrhoea was diagnosed clinically on the basis of a
Gram film showing typical intracellular Gram negative diplococci. On
epidemiological grounds he was treated with 2 g intramuscular spectinomycin
dihydrocholoride.2 3

Subsequent laboratory culture of the urethral discharge showed the
presence of two distinct strains of gonococci from the single site. One had a
minimal inhibitory concentration of 0-3 mg/l to penicillin and was sensitive
to all the usual range of antibiotics except co-trimoxazole; the other strain
was a 3-lactamase producer resistant to penicillin G, trimethoprim,
ampicillin, and amoxycillin. Both strains were sensitive to erythromycin,
clindamycin, tetracycline, cefuroxime, spectinomycin, streptomycin,
kanamycin, and acrosoxacin. The r-lactamase strain was confirmed by the
venereal diseases reference laboratory at the London Hospital.

Comment

We found no report of two differing strains of gonococci being
isolated from the same site at the same time in one person. The two
strains in our patient may have been contracted at different times
from more than one partner or, more improbably, from one partner
only. The penicillin-sensitive strain may have been undergoing
mutation into a fi-lactamase strain. Had treatment with penicillin
been used initially in this case and full sensitivity tests not carried out,
a partial improvement might have been noted clinically and the
subsequent presence of gonococci diagnosed as a recurrence. Out of
a total of 89 separate isolates of t-lactamase-producing strains in our
laboratories, this is the first time that two distinct strains have been
isolated from one site at the same time in one patient. This serves
to reinforce the utmost importance of carrying out sensitivity tests
on all gonococcal isolates.
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Antiemetic effect of nonabine in
cancer chemotherapy: a double blind
study comparing nonabine and
chlorpromazine
The psychotropic agent nonabine is a chromenol derivative with
antiemetic properties and a similar pharmacological profile in animal
models to that of tetrahydrocannabinol.1 We carried out a study to
compare the effects of oral nonabine on nausea and vomiting in
patients receiving cancer chemotherapy with the effects of chlorpro-
mazine, a drug of proved efficacy in these circumstances.2 The study
was approved by the hospital ethical committee. In view of the
disturbing nature of the symptoms a placebo was not included.

Patients, methods, and results

We chose a randomised, double blind crossover design in which we
studied 12 patients with lymphoma (eight men and four women aged 41-82
(mean 59-3) years) receiving standard MOPP (mustine, vincristine, pro-
carbazine, and prednisolone) or CHOP (cyclophosphamide, adriamycin,
vincristine, and prednisolone) chemotherapy regimens (four and eight
patients respectively). Patients received six courses of chemotherapy (a total
of 139 treatments) and one hour before infusion were given by mouth 15
mg nonabine, 99 mg chlorpromazine, or a combination of these drugs. In
one patient a combined dose of 15 mg nonabine and 99 mg chlorpromazine
produced excessive sedation and was subsequently reduced to 10 mg
nonabine and 66 mg chlorpromazine. The same antiemetic was given on days
1 and 8 of a particular course since we had a strong clinical impression that
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