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among the older patients. The antibiotic to which the largest
number of strains were sensitive was kanamycin, but the
results of antibiotic treatment are not analysed. Tests were
not done with gentamicin, but it is mentioned that " its use
was life-saving in two patients." That Serratia is highly
sensitive to this antibiotic has recently been reported by J. P.
Sanford4 and by G. F. Thornton and V. T. Andriole,5 who
also found that they are unpromisingly insensitive to
carbenicillin.

This formidable series poses a question: Is these authors'
experience exceptional, or are these infections going unrecog-
nized elsewhere ? Reports in Great Britain are scanty. P. F.
Milner6 describes Serratia as a cause of urinary infection in
paraplegics, and both he and J. H. Darrell7 give instructions
for its identification. An awareness of its existence and the
regular application of the necessary biochemical tests can
alone ensure its recognition, since many of the strains causing
infection are non-pigmented, and in any case pigment may
be formed only at lower temperatures than 370 C. (98.60 F.)
and on culture media differing from those used in diagnosis.
Clinical laboratories will be well advised to bear the possi-
bility of Serratia infection in mind, and to amplify their
procedures for examining miscellaneous Gram-negative
bacilli, particularly when their source is a blood culture.

Steroids and Sarcoid
The immediate effect of steroids on pulmonary sarcoidosis
in a prefibrotic stage is striking; and it is generally agreed
that suppression of sarcoid uveitis and of hypercalcaemia and
hypercalciuria by systemic steroid treatment can prevent
irreparable damage to the eyes and to the kidneys. Never-
theless, agreement has not yet been reached on whether
suppression of the active stages of a pulmonary infiltration by
a clinically acceptable steroid regimen can affect the ultimate
outcome. One of the complications of steroid therapy was
illustrated in last week's clinicopathological conference at
p. 729.

It is at first sight surprising that the value of steroids has
not been settled; but considerable ethical and practical diffi-
culties stand in the way of a controlled trial that might show
whether patients with labile sarcoid infiltration of the lungs
treated systematically with an effective suppressive dosage of
steroids for a prolonged period are left with less fibrosis and
less respiratory disability than comparable patients not so
treated long enough after stopping treatment for the effect
on labile elements in the infiltration to have ceased.

In most cases of pulmonary sarcoidosis a stage of increas-
ing granulomatous infiltration is succeeded by a more or less
stationary stage, in turn followed by a stage of regression of
activity in which resolution and fibrosis are evident in varying
proportions. Fortunately, in a high proportion of cases reso-
lution predominates; in some, minor radiographic changes,
presumably fibrotic, persist without important symptoms; in
only a few is fibrosis disabling. The time-course of this
process is very variable. Some patients go through the entire
course-from bilateral hilar lymph-node enlargement, through
a pulmonary infiltration as the nodes subside, to radiological
resolution-within one year, while others may take five years
to go through the same sequence. With all these variables a

randomized controlled trial could not be expected to produce
significant results unless it included a very large number of
patients, and since most of these would be expected to follow
a favourable course without steroid suppression the trial
would result in a large number of patients receiving steroids
for prolonged periods unnecessarily.
A recent long-term study' of pulmonary sarcoidosis in

which an attempt was made to evaluate the effect of cortico-
steroid therapy by serial pulmonary function studies empha-
sizes the difficulties of uncontrolled assessment. The
symptomatic, radiographic, and functional findings in 16
patients who did not and 22 patients who did receive predni-
sone were compared. The indications for the use of prednisone
were severity of symptoms or functional impairment and
disseminated disease. The fallacies inherent in comparisons
of groups selected in this way from patients with a disease
in which the natural course is variable but often spontaneously
remittent are evident, and are made obvious by the inclusion
in both the treated and the untreated groups of two patients
who deteriorated while under observation and were then given
prednisone. These two were both negro women. Moreover,
though most patients were negro, the few white patients were
unevenly distributed, two being in the untreated and four in
the treated group. The six white patients were evidently as
a group less severely affected by the disease than the negroes;
three had no symptoms at any time, and the others had
dyspnoea only on hills. This confirms the general
impression that sarcoidosis tends to assume a more florid form
in the North American negro than in those of Caucasian stock.
The number of men in both groups was remarkably small,
and they too were unevenly distributed, two being in the un-
treated and five in the treated group.

In spite of the lack of comparability of the treated and
untreated groups, two important conclusions drawn by the
authors can be accepted. One was that when the decision
has been made to start treatment, "because of the frequent
relapses when therapy was discontinued, steroid thrapy should
continue for many years, perhaps indefinitely." The other
was that " if pulmonary sarcoidosis is to worsen, it will do
so within the first two years of the onset." The conclusions
support the view2 that " the only indication for the use of
corticosteroids for the suppression of a [sarcoid] pulmonary
infiltration is the presence of symptoms troublesome enough
to warrant relief by what may prove to be indefinitely pro-
longed treatment with hormones having potentially dangerous
side-effects."

I Emirgil, C., Sobol, B. J., and Williams, M. R., jun., 7ournal of Chronic
Diseases, 1969, 22, 69.

Scadding, J. G., Sarcoidosis, 1967, p. 519. London, Eyre and Spottis-
wood.

Synovectomy of the Knee in
Rheumatoid Arthritis

At a symposium two years ago L. H. Paradies1 analysed the
results obtained by four groups of workers in the treatment
of rheumatoid arthritis of the knee by early synovectomy. In
most cases pain was relieved, but 20% of the patients lost
some range of movement. In his own series of cases 88%
of the knees ended with some loss of movement. The differ-
ence in these figures he attributed to his own cases being more
advanced and to lack of manipulation of the, knees soon after
operation. The percentage of satisfactory results diminished
as the length of follow-up increased. According to P. S.
London2 longer follow-up periods may eventually show return
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of symptoms of synovial disease in many cases despite sympto-
matic improvement after synovectomy.
Though speakers at the conference emphasized early

synovectomy, S. Vainio,3 of Finland, one of the most experi-
enced surgeons in the management of rheumatoid disease,
showed that in only 12 out of 201 cases in which he performed
synovectomy on the knee could the disease be considered early
in that no erosions were found at operation and radiography
showed only para-articular atrophy and soft-tissue swelling.
R. M. Mason4 at the same conference gave some interesting
figures from the London Hospital. Of 53 knees subjected to
synovectomy in the previous five years results were classed
as good in 39 and bad in 9, the patient's assessment of pain
as improved in 40 and worse in 8. Asked if, in the light of
their knowledge of the operation, they would have it again,
41 patients said yes, 12 no. Long duration of the disease in
the joint, strongly positive tests for rheumatoid factor in the
serum, and severe radiological changes all counted against a
successful outcome. No changes were noted in sedimentation
rates or latex titre after operation to suggest that it had any
general effect on the disease process.
Two important articles have recently appeared from

Denver, Colorado. In a historical review of synovectomy and
debridement of the knee in rheumatoid arthritis, S. Geens5
examines the question of recurrence, the key point in this
subject. In 13 series of patients with follow-up periods
averaging 3 months to 6 years the incidence of recurrence
ranged from zero to 54%. Persistent postoperative
hydrarthrosis was common. Geens concludes that syno-
vectomy should be done "during the synovial phase of the
disease," when radiographs show normal or almost normal
joint spaces. But the malignant type of rheumatoid arthritis
with multiple and progressive joint disease often gives poor
results. He points out that the long-term effect of early versus
delayed mobilization remains to be determined, and considers
that the beneficial effect which synovectomy is reported to
have on the patient's general condition and on the inflamma-
tory state of the other joints has yet to be substantiated.
The second paper, by Geens and his colleagues,6 reports

the end results of 31 operations for synovectomy and debride-
ment on 23 patients-3 children and 20 adults-between
December 1959 and October 1966. All the adults had classic
rheumatoid arthritis with multiple joint disease. In all but
two the disease had run a progressive, active course. Most of
them were advanced rather than early cases. Initial improve-
ment followed operation in 79% of knees as assessed by the
patient, and in 65% as assessed by the examiner, but definite
or probable recurrence was noted in 46%.

It is clear from this study that late- synovectomy does not
prevent progression of disease and that an initial improve-
ment may go on to deterioration within a few years. A knee
with instability and joint narrowing, as these authors point
out, needs more than simple synovectomy. But the essential
question-For how long does early synovectomy protect a

joint ?-remains unanswered. Adequate long-term results
are still awaited. Even among early cases in the best hands
recurrences still occur.' Furthermore, Geens and his col-
leagues showed that the earlier synovectomy is done the less
is the subjective benefit for the patient. Spontaneous regres-
sions or complete remissions are frequent in the early stages of
rheumatoid disease, and if all such cases came to surgery many
unnecessary operations would be performed.

Controlled clinical trials are now in progress in Britain and
the U.S.A. Until we learn more from them it is as well to
bear in mind that we do not yet, know much about progress
and remission in individual joints attacked by rheumatoid
arthritis. Four or five years is a short time in the life of a
patient with rheumatoid arthritis. Total and complete
synovectomy is not possible in the knee or any other joint.
Therefore in all probability the longer the follow-up period
the higher will be the relapse rate. In a disease with such a
large number of variables careful analysis of long-term results
in adequate groups of similar cases treated and untreated by
synovectomy will be needed before proper judgement on the.
value of this operation can be given.
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Tortoises, Terrapins, and Turtles
Any discussion of the occurrence of Salmonella spp. in
reptiles is likely to be confused by popular nomenclature.
The terrestrial vegetarians (Testudo spp.) which we in
Britain call tortoises are " turtles " in the U.S.A., while the
aquatic carnivores (Emys, Pseudemys), often called water
tortoises, are now commonly known as terrapins in both
countries. Both are kept as pets, and both have been
responsible for salmonella infections in man. About 85%
of imported tortoises harbour salmonellas in their bowels, and
the figure for terrapins is not much lower but varies more
between one batch and another.

Tortoises are caught wild in Morocco or Yugoslavia. They
are naturally coprophagic, and once infected they may
harbour the organisms for years without suffering any
apparent ill-health. Most of the terrapins which reach the
trade have been -reared artificially in terrapin farms in the
southern U.S.A., where they are fed on meat offal of all
kinds, some of which has been shown to contain salmonellas.
When awaiting sale in Britain they get scraps of meat and
meal worms. How long the terrapins can harbour the
organisms no one seems to know.
The danger to man from these sources cannot amount to

much. We do not know how many terrapins are sold in
Britain, but a few years ago it was calculated that 300,000
tortoises were imported each year. In contrast to this the
total number of reported human infections derived from these
reptiles in all parts of the world amounts to perhaps 100
from terrapins and less than 50 from tortoises. It is, how-
ever, characteristic of infections from both sources that they
have been mostly of young children, as in a case recently
reported from Doncaster.'

Tortoises are not cuddly, but the inquisitive child who
explores their anatomy in detail is liable to pick up some
salmonellas on his fingers. Furthermore, the tortoise who

I Jephcott, A. E., Martin, D. R., and Stalker, R., 7ournal of Hygiene,
1969, 67, 505.

2 Cruickshank, J. C., and Smith, H. W., British Medical 7ournal, 1949,
2, 1254.
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