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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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therapy has been the use of progestational agents, usually
combined with some form of oestrogen and given continuously
for several months. (Cyclical or intermittent treatment is
contraindicated, for this either permits the endometriosis to
progress or, in some patients, markedly exaggerates the
disease process.3 4) Kistner's name58 is generally associated
with the concept of "pseudo-pregnancy" in the management
of endometriosis, though others 9-16 have reported, often with
reservations, on the usefulness of this type of treatment.
Chalmers,16 for example, found that nausea occurred in 250,X0
of his 55 cases, and one third of the patients gained up to 10 kg
in weight. Snaith15 found that dyspareunia was the most
intractable symptom and was the reason for ultimate surgery
in several of his patients who were cured of all other
symptoms. There is, furthermore, always the slight risk of
venous thrombosis and consequent embolism. Patients who
are overweight or hypertensive or have varicose veins or have
a history of liver disease are known to be specially at risk if
treated with preparations containing mixtures of progestogens
and oestrogens.
The consensus is, then, that many patients with proved

endometriosis can be relieved of most of their symptoms, at
least in the short term, by means of hormone-induced pseudo-
pregnancy. But on two major issues-the likelihood of a subse-
quent pregnancy and the need for surgery at a later date-
Andrews and Larsen3 have recently claimed that pseudo-
pregnancy has nothing to offer. Their report is based on a series
of 354 cases of endometriosis treated between 1957 and 1971.
Fifty-three were treated with hormonal pseudo-pregnancy
with or without operation; the remaining 301 patients were
treated by operation alone. They rightly emphasize the need
for definitive diagnosis by laparotomy or laparoscopy before
offering endocrine therapy. Andrews and Larsen obtained
distinctly better fertility rates by operation alone (58-9%) than
by operation combined with endocrine therapy (208%) or by
endocrine therapy alone (42 8%). Their results for surgery
alone are comparable to those reported by Spangler et al.14 and
very similar results for fertility after surgery have been reported
by Green," by McCoy and Bradford,12 and by Rogers and
Jacobs." Kistner5 6 17 reported pregnancy rates of 47 to 55%
after endocrine therapy (mostly associated with conservative
surgery). Andrews and Larsen make the point that the relatively
low conception rate (20.8%) achieved by patients treated by
pseudo-pregnancy combined with surgery may, in part, have
been caused by anovulation related to the use of endocrine
therapy. A similar criticism has been made by Page,4 who
reported prolonged amenorrhoea after the use of medroxy
progesterone acetate-amenorrhoea that proved resistant to
clomiphene therapy and other attempts to induce ovulation.
Page stated that he was disenchanted with the use ofhormones
in the management of endometriosis.
Nor did Andrews and Larsen find that pseudo-pregnancy

markedly decreased the incidence of subsequent operation for
endometriosis. A slightly lower rate was found in the pseudo-
pregnancy series (42.4% as compared with 46-6%) ifhistologi-
cally proved cases alone were considered-and this was not
statistically significant. Barter18 has asked very pointedlywhether
there is any primary therapy other than operation in the initial
treatment ofendometriosis. Surgery has the obvious advantage
ofestablishing the precise diagnosis and also the site and extent
of the disease in the pelvis. (In assessing the value of various
types of treatment, it seems essential to agree some form of
classification or clinical staging of the disease, but few authors
make any attempt to do this. Beecham'9 has emphasized that
the value of authors' reports would be enhanced if they related
clinical results to the extent or stage of the disease).

On present evidence, pseudo-pregnancy does not appear to
alter the long-term natural history of endometriosis, not does
it improve the chance of conception at a later date. But when
symptoms occur after surgery it is a form of treatment worth
trying before subjecting the patient to another laparotomy.20
Many gynaecologists would also probably agree with Andrews
and Larsen when they claim that there is a place for pseudo-
pregnancy in the younger woman with early endometriosis
without ovarian enlargement who is not attempting to become
pregnant and who is troubled by dysmenorrhoea or dyspareunia
-provided the diagnosis is first confirmed by laparoscopy.
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Maternal Deaths in Scotland
National inquiries into maternal deaths first properly began in
England and Wales in 1928, when Mr. Neville Chamberlain,
then Minister of Health, appointed the Departmental Com-
mittee on Maternal Mortality and Morbidity. Its final report
in 1932 introduced the notion of assessing the "primary
avoidable factor" in maternal deaths. This concept has stood
the test of time and has turned out to be a most valuable tool
for showing where there are deficiencies in the service and
indicating how they might be remedied. An avoidable factor
does not necessarily mean that the death could have been
avoided, but it does suggest that if everyone concerned-
patient, general practitioner, midwife, and hospital staff-had
played her or his part with reasonable skill and care then the
death might not have occurred.
The message through the years has been plain: that good

organization and proper communication between all those
concerned in maternity care saves lives. It is appalling that
women should have died because no one checked to find out
why a patient did not come to a clinic on her appointed day;
that a midwife did not call to see her patient; that a general
practitioner did not take a blood pressure when he should have
done; that appropriate blood tests were not done; that the
significance of a small antepartum haemorrhage or a slightly
raised blood pressure was not appreciated; that blood for
transfusion was not available in an emergency; that transport
was delayed; or that consultant cover was not arranged when
a junior member of staff was undertaking a caesarean section
or a general anaesthetic for which he was not fully trained. Yet
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