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Medical Synovectomy
Almost a century ago in Dundee Maclagan' introduced salicin
for the treatment of rheumatic fever. Though today rheuma-
tologists teach and professors of therapeutics preach that
salicylates are the sheet anchor of medical treatment of rheu-
matoid arthritis it appears that in Glasgow at least2 not every-
one agrees with this view. Despite invariable initial over-
enthusiasm (and at times questionably ethical promotion3 on
the B.B.C.) none of the newer antirheumatic drugs are any
better than salicylates in stopping progression to joint destruc-
tion in severe cases. The very number of available remedies
testifies to their individual inadequacy.
A quite different approach is "la synoviorthese"-the intra-

articular injection of radioisotopes4 5 to destroy inflamed
synovial tissue. The isotopes which have been used for this
purpose have included rhenium-186, erbium-169, gold-198,
and yttrium-90. The isotope should be firmly absorbed
by the synovium after injection and a 3 emitter in colloidal
suspension with a specified particle size is preferable to a
y emitter. Yttrium-90 as a resin colloid with a particle size
200-500 A seems the most suitable preparation.6 Retention of
the isotope in the joint appears to be increased if hydro-
cortisone is also injected7 or if the patient is kept in bed with
the limb splinted, though some authorities favour exercising
the joint to ensure uniform distribution of radioactivity.8

Little has yet been done to study the pathological effects of
injecting radioisotopes into joints. However, reduction in the
size of villi after yttrium-90 has been noted on arthroscopy,9
and reduction in cellularity and inflammation with increased
fibrosis has been documented10 after gold-198.

Despite the fact that gold- 198 was first used in the late
1950s there is little clear-cut evidence about the clinical
results and the kind of patient who may benefit. To date only
two controlled8 11 studies have been reported, and though
these showed some evidence in favour of the treatment in
neither was there any suggestion of an alteration in the course
of the disease. Medical synovectomy must be considered a
symptomatic measure, and as such should be compared with
similar treatments. A host of preparations have been injected
intra-articularly, including corticosteroids, urokinase, osmic
acid, stable gold salts, nitrogen mustards, and thiotepa, with a
variable degree of success or failure, and it must not be for-
gotten that after surgical removal of the synovium the outcome
of treatment after two years tends to mirror the course of the
disease generally.12 The question that has to be answered is
whether synoviorthese with radioisotopes is preferable to
intra-articular corticosteroids or surgical synovectomy.
No new treatment is without its side effects, and syno-

viorthese is no exception. Leakage of the isotope along the
needle tract may result in radiation burns, with later pig-
mentation and scarring.13 14 Painful effusions14 15 and febrile
reactions15 are not uncommon, and allergy to gold has been
observed14 after gold-198. Chromosomal changes56 in peri-
pheral blood leucocytes occur approximately ten times as
often as with phenylbutazone,17 but these may be reduced by
immobilization after injection.16 18 This raises the possibility
of subsequent neoplasia, especially leukaemia. But the dose of
radiation is of the same order of magnitude as that employed
in the treatment of thyrotoxicosis, and in that disease, though
chromosomal changes may also occur,'9 20 there is no evidence
of an increased incidence of thyroid cancer or leukaemia.2'
Nevertheless, it is probably wise to restrict synoviorthese by
radioisotopes to patients over 45 years old until further studies
have been conducted.

Twenty years ago Williams22 summarized the physician's
response to a new therapy. After initial rejection there follows
a period of unqualified enthusiasm, which rapidly turns to
dejection with reports of side effezts. Then after months, often
years, a more balanced view of the place of the new therapy is
obtained. With synoviorthhse we are in the period of un-
qualified enthusiasm. Only properly controlled studies can
shorten the time to the final assessment and eliminate the
dejection period.
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Endometriosis and Pseudo-
pregnancy
Pelvic endometriosis remains a considerable problem, often
with difficult decisions to be made more on the basis of the
gynaecologist's clinical impressions than on firm information.
Probably the most difficult cases to manage are younger
women deeply concerned to maintain or even improve their
fertility. It is in the conservative management of endo-
metriosis that the gynaecologist's skills and judgement are
really tested.

Suppression of ovulation and menstruation, as occurs in
pregnancy, is known to alleviate symptoms, so it is hardly
surprising that gynaecologists should attempt to simulate
pregnancy by hormone therapy. In sufficient doses oestrogens
inhibit ovulation and suppress menstruation, and indeed these
were the first endocrine preparations to be used in the conserva-
tive management of endometriosis. But oestrogen treatment
is unsatisfactory. Nausea is likely to be troublesome and severe
bleeding, the result of cystic hyperplasia of the endometrium,
is a frequent complication. This form of therapy, originally
advocated by Karnaky,1 has received little support and is
unacceptable in modern practice.

Ovulation and menstruation can also be suppressed by
androgens, and short term relief from symptoms can be
achieved,2 but this therapy has clear limitations because of the
risk of virilization.2 The most popular form of hormone
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