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time. Dry heat, best from the electric coil, may be ap-
plied for periods of one-half hour to two hours. If tlm:
hyperéemia is severe, and especially if thereis pain, one or
two fluidounces of blood may be taken by leeches or by
the artificial leech applied fo the temple. Subconjunc-
tival injections of physiologic salt solution may be made
at intervals of two or more days. These should be
placed rather deeply within the capsule of Tenon, On'
going out in daylight the eye should be protected by
very dark glasses or an opaque shade; but it sl}ould not
be kept continuously covered by thick dressings.

As in other forms of uveitis, general treatment is of
great importance. Mercury should be given Ira-ely up
to the point of causing tenderness of the gums or other
evidences of its poisonous action. ‘;'s.t ﬁrlst., C:lem;l may
be given until it acts as a purgative, with large inunc-
tions of mercurial ointment twice daily. Later, any form
of mercurial that will sustain the mercuric influence
without symptoms of poisoning may be ‘employed‘.
Nothing will be gained by carrying the action of mer-
cury beyond the point indicated. DBut its ac_lmimstratl_on
should be continued until all symptoms of inflammation

ave disappeared. ; ;

. liT(:ext tomm(n'(:ury, the most important drug is sodlur_n
salicylate. This should be given in the largest dosves
that will be tolerated; from twenty to forty grains, three
or four times a day, in an adult. But such doses need
not be continued more than a few days. La:acr, it may
be given in smaller doses or discontinued. Should tl:usi
drug cause serious disturbance of the stomftehi qthf__‘l
salicylates or aspirin may be substituted. For a chronic
case or af a later stage, the iodides may be benchm'al. >

It is very important that the patient shol_zm be kept in
as good a state of general health as possible. On this
account the administration of mercury and the salicylates
must be closely watched. The patient must not be con-
fined to a dark room. The use of alcohol in any form
should be forbidden. Diet and rest must be carefully at-
tended to, and general tonics, especlally iron, may be in-
dicated. After apparent cure the patient should be kept
under observation, and should avqul excessive use of the
eyes or indulgence in alcoholic drinks for many months.

‘When the attack of inflammation has been finally sub-
dued, it may leave the pupil closed by exudate, with or
without an opaque lens. This condition might require
for its relief an operation, but the eye should be allowed
to remain quiet for years before any such operation 15 at-
tempted. If done within a year or two after the mﬂal‘n-
mation has subsided, it will al}nost (;ertamlylcause a re-
currence of the disease. Nothing will be gained by the
attempt, and much will be lost. : . e

Prognosis.—Sympathetic inflammation, untr eatg( , ends
in blindness; and, if those cases which arise after tl_le enu-
cleation of the exciting eye be exclmh‘zd, probably less
than half can be cured by freatment. The nature _()f the
injury or the violence of the inflammation in the exciting
eve has little influence over the prognosis when once
sympathetic disease has actually occurred. M..m(.l(s
beginning with lesions in the fundus show a rather bet1
ter proportion of cures than those commencing with
marked iritis. The first remission must not be mistaken
for a cure. But when recurring exacerbations grow less
severe and the sight isleft no worse by them, an E‘l]{-l]!}ﬁ.tfﬁ
cure with partial or complete restoration of vision may

be hoped for. Not until the eye has been free from m

flammation for a year should the case be considered
-, 1'

cué‘?r(.\n',\'mm'rm IRRITATION, OR SyMPATHETIC NEU-

rRosrs.—This is a condition set up by disease in _t-h'(a

fellow-eye and characterized by extreme 11-1'1tab111t:w,1

photophobia, excessive lachrymation, moderate g?z}uu}.
hypersemia, and inability to use t.h(_a eye, sometimes
equivalent to complete temporary blindness. ;

Cause.—This is discase in the fellow-eye, generally of
long standing and marked by very extensive degeneratlv%

changes. The exciting eye may show no symptoms o

presckﬁt inflammation, no hypersmia or tenderness. Its

result of disease quite independent of traunn'at]}sm. -'Itnh
tra-ocular tumor, without perforation of th_e‘ f)r_u 5_1: ‘cc?.t 8,
mav eause it. Ossification of the choroid is a quite com-
ause, il
m?’,;i?zgljtgems.—It begins with inability L'E:J us;elt-hle;1 ceﬁr]es ligr
ordinary work, photophobia, and_mmgasei’ e ‘gime
tion. The symptoms vary in severity from _.lnTle nbny,
but tend on the whole to grow worse, unti n_tJ.l}t_l'lb(_t}()
the eyes becomes impossible. On cln_se‘ examina ’110;1 l‘lﬁ
cornea will be found free from deposits, the 1l)up1 inl‘)i'
but reacting well, the iris normal; {md }f p 1<3I;t-q13 10ﬂm
does not prevent an ophthalmoscopic e'xa,nnlnd‘-llun,T.l;e
media are found clear and the f.ulndus 15-11(?1 n)m L .-G
hy persmia is quite general, may dlsa.])pgm \.\. jen i.(;f Vegg
is kept quiet in a dark room, but 1ucle§-1_s]Ls mp _3_1 2
attempting to use the eyes or even with examining
51]%?{?!3?@08.’:8.—Sympaﬂletic irritation has tg.i_)cﬂ dlStll'l-
guished from eye strain and from symlﬁmt'he{_lc in :}mma—
tion. Hyperopia, astigmatism, or presby opifii_il.ltjfl_(%ausc;
apparent lack of accommodation, excessive 1'%1‘1 -altl 71 y;)l
the eye, lachrymation, plmtolphollml, and difficu 5[-1\\} ;1
near work. Therefore the refraction &m_l accommodative
power should be carefully measured before ado.ptm% E{]le
diagnosis of sympathetic irritation, even tll(.)ughl_lhg,t t(f -
low-eye presents all the conditions that would make i e
cause of this neurosis. By placing the suspected eye
under the influence of a mydriatic, eye strain can be ex-
slude :
dl’;‘%%ﬁf&reul-iatc between sympathetic inflammation an(‘i
sympathetic irritation is often of great practical impor-
tance. Their chief points of difference may be con-
trasted as follows:

Inflammation. Irritation.

1. Follows perforation of the | 1. Follows extensive derzo_atrllem-
sclero-corneal coat, usually by | tion of the iell_ow-t, e, “"II L1 rpf"
tranmatism, especially if the | withonf traumatism, especia y i
wound is in the ciliary region or | the eye contains a foreign body or
if a foreign body is lodged in the | new-formed bone.
eFe- | 5 " X T v Ve
2 3 at from three weeks 2. Oceurs usually many years
to éi:?ggrﬁhs after injury; israre a}‘b_e‘f‘ injury, or d]se;ase. of the ex-
after one year. citing eye. g o

3. The exciting eve is almost _3. The exciting eye may be en-
always red or sore before the out- | E}){;lhr quiet and free from irrita-
brg.a l%here are deposits on the | 4. The cornea is free fr(m}_ d.e-
posterior surface of the cornea, | posits, the iris normal; the vitre-
the iris is discolored, its reaction | ous clear, and the eye may ff)r a
impaired. There are posterior | short time be capable of normal
synechizx ; the vit{lemdge i3 l_J:]I.I?:};l: vision.
yisi is permanently diminished.
H?.U%‘hef‘)e are always marked !5. There are no organic

ic changes. 2 changes. :
orﬁ;a r’i‘lﬁeti‘“gd a%eal‘e!apses at inter- 6. The severity of the symptoms
vals of many days, weeks or | may vary from hour to hour.
mgflllht.bfermiuates in slow recoy-| 7. It tends to continue indefl-
ery under treatment; or, more | nitely; but ends in immediate
frequently, in complete blindness. | restoration to nqrmalva.fter re-
moval of the exciting eye.

The differential diagnosis is only difficult at the outset
before the organic changes of sympathetic inflammation
have had time to occur.

Pathology.—No anatomical changes occur, and the
morbid influence is undoubtedly transmitted from the
exciting to the sympathizing eye through the ciliary
nerves.

Prevention is of little importance. The only effectual
preventive measure is removal of the eye that is liable to
cause it, and thisis equally efficient after the condition
of sympathetic irritation has actually developed. And
since a degenerated eyeball may be retained man y years
without causing sympathetic irritation, the possibility
of that event at some future time does not justify enu-
cleation.

Treatment.—This is enucleation of the exciting eye or
one of the substitutes for enucleation. Where sympa-
thetic irritation alone is to be feared, probably eviscer-
ation or even optico-ciliary neurotomy will be as efficient
as the removal of the eyeball. If preferred by the pa-
tient or operator, resort to one of them, preferably evis-

condition may be the result of injury, or it may be the
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ceration, in place of enucleation, is entirely proper. If
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the patient strenuously objects to operation and the case
is clearly not one of sympathetic inflammation, palliative
measures may be tried. Avoidance of close work and
keeping the eye under a mydriatic, as atropine sulphate
1, distilled water 100, instilled twice a day, will often
give partial or temporary relief. The internal adminis-
tration of bromides is also useful. In a few cases free-
dom from irritation is thus secured, and it may last for
months or years. But in nearly all cases the refurn of
the symptoms, and the continual annoyance and disabil-
ity which they cause, will in time overcome the strongest
objections to operative treatment.
Lrognosis.—Without treatment the irritation continues
or recurs indefinitely. With removal of the exciting eye
the prognosis is entirely favorable. Donders reported a
case in which the patient had believed himself entirely
blind for two years, but was proved to possess normal
vision two hours after the removal of the excitin g eye.
Hdward Jackson.

SYMPHOROL-SODIUM, SYMPHORGL-LITHIUM, and
SYMPHOROL-STRONTIUM are the respective caffeine
sulfonates of these metals, They are white, odorless,
and bitter, are readily soluble in water, except the so-
dium salt, and are insoluble in ether, benzol, or chloro-
form, These salts are stron gly diuretic in dosage of 1-4
gm. (gr. xv.—31i.) a day, and are claimed to retain the
diuretic effect of the caiffeine without its stimulating ac-
tion on the heart and nervous system. The sodium salt
is in common use under the simple term * symphorol.”

W. A. Bastedo.

SYMPHYSEOTOMY. Secc Obstetric Operations and
Pelves, Deformed.

SYNCOPE. See Brain Diseases: Anwmia.

SYNCYTIOMA.—(Synonyms: Deciduoma malignum,
Sarcoma uteri deciduocellulare, Chorionic epithelioma,
Choriocarcinoma, Syneytioma malignum, and Carcino-
ma syncytiale.)

Under syncytioma are to be considered those new
growths which consist largely or in part of syncy tium
such as is found covering the chorionic villi, ~ In order
to understand clearly the relation and origin of this class
of tumors, it is necessary to have s knowledge of the
placenta and its development. Of especial importance
in this relation is the development of the chorionic villi.
The villi are at first clothed with foetal cctoderm, which,
we have reason to believe, becomes two-layered in early
embryonic life; the inner layer, the “cell layer” of Lan-
gerhans, being composed of separate individual cells
with large vesicular nucleiand reticular protoplasm; the
outer, or “syncytial ” layer, being composed of a contin-
uous mass of dense, deeply stained protoplasm contain-
ing smaller nuclei than the preceding layer. The syneyt-
fum resembles not a little a huge giant cell. In tumors
of this group both the syneytium and the cell layer of
Langerhans are usually represented in varying propor-
tions, The origin of the syncytium has long been a
matter of dispute, some observers maintaining that it
is derived from the epithelium of the uterine mucosa,
while others believe that it arises by delamination from
the ectoderm covering the ovum. A study of prepara-
tions of developing placentas furnishes convincing evi-
dence that the uterine mucosa takes no part in the for-
mation of the syncytial layer. The close relation of the
syncytium to the cell layer of Langerhans and the pres-
ence of transisions between the two make it clear that
the syncytium arises from the feetal ectoderm.

From the above observations it would appear that a
syncytioma is to be regarded as a malignant form of new
growth originating from feetal ectoderm. In the discus-
sion of these tumors the term “syncytium applies only
to a special tissue, identical with or closely resembling
the so-called syncytial layer of the chorionic villi. Syn-
cytia other than this special form have no relation to the
tumors in question.

Syney tiomata may be divided into two groups: &

1. Certain rare cases of teratomata in which a syncyt-
ium develops.

2. Those tumors arising in the uterus after pregnancy
to which the terms “deciduoma malignum, ? syncytioma
malignum,” ete., have been applied. =

Several teratomata of the testicle have heen recently
described in which a portion of the growth resembles in
every respect a true syncytioma of the uterus. Such
growths are described by Carey, Wlassow, and Schlagen-
haufer. The syncytium in these teratomata represents
one of the many lines of tissue differentiation found in
these neoplasms, and, from morphological characteristics
as well as on theoretical grounds, it may be considered
as homologousto the true chorionic syncytium. Terato-
mata in which the syncytium forms a large portion of
the tumor appear to possess a considerable degree of
malignancy ; forexample, metastases have been deseribed
as well as a tendency of the growth toinfiltrate surround.-
ing tissues. On account of the rarity of syncytial
growths associated with teratomata, and since they com-
prise only a portion of these neoplasms, they are here
given but brief mention. Concerning the further char-
acteristics and the theories of origin of teratomata, one
should consult monographs on that subject.

Decmovoma MAnieNuM.— Historical.—The térm deci-
duoma malignum was first applied by Singer in 1888 to
a peculiar malignant growth of the uterus with metas.
tases following an abortion. Although this term is con-
sidered o be a misnomer, it is generally deemed advisable,
on account of the multiplicity of terms, to retain, for
clinical usage at least, Singer’s original terminology.
Siinger believed that the tumor in his case consisted of
decidual cells, and he placed it among the sarcomata.
Following this and quite independently of Siinger, Pfeif-
fer deseribed a case and also applied the term deciduoma
malignum. In 1893 Singer published a monograph
which comprised all that was then known of this sub-
ject. In 1895 Williams and Marchand published mono-
graphs. Williams, after reviewing the literature, came
to the conclusion that in the various cases reported there
is some variation in the nature of these tumors, that is,
that some consist for the most part of decidual cells and
are thus of maternal origin, others consist of tissue anal-
ogous fo the syncytinm and Langerhans’ cell layer and
are of foetal origin, while it is not improbable that others
are of both maternal and feetal origin.

Marchand believed that both the syncytial and the cel-
Iular portions of these tumors are of fatal origin. A
great many cases have been reported since the publica-
tions of Williams and Marchand. Ladinski, in 1902,
was able to collect one hundred and thirty-two cases.
Such is the comparative frequency of their occurrence
that they are worthy of consideration to the clinician in
cases of uterine hemorrhage.

Occurrence.—Deciduoma, malignum may occur at any
time during the child-bearing period. That it may not
be discovered until after the menopause is shown by a
few cases. It is always associated with Pregnancy, ap-
pearing after a full-term labor, an abortion, or the expul-
sion of a hydatidiform mole. It isevident that in certain
cases the tumor has begun to develop before the expul-
sion of themole. The frequent association of this tumor
with vesicular moles is to be noted. Dorland, in a series
of fifty cases of deciduoma, malignum, found that twenty-
two cases (43.3 per cent.) gave a history of the expulsion
of a mole at some time prior to the appearance of the
growth.

Gross Appearances.—Metastases of the growth are often
found in the vaginal wall. They appear as soft, vascu-
lar nodules, friable, often necrotic and ulcerated, and
sometimes protruding from the vulval orifice, The cer-
vix is usually soft and enlarged from the preceding preg-
nancy. On opening the-uterus the primary growth will
usually be found bulging from some part of the uterine
wall. It varies in size and form, is reddish in color,
sometimes mottled with gray. The primary growth is

often necrotic and is always soft and friable. “The uterine
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wall may be infiltrated. Metastases in other organs are
of similar character.

Histological Appearances.—In all cases 1_:hz_1t are to lllJe
regarded as syncytiomata the growth consists Ps::cnma_ y
of tissue identical with the syncytium and the cell lay er
of Langerhans. The relative proportion of these two
varieties of tissue variesin different tumorsand in differ-
ent portions of the same tumor. In four cases from the
collection of the Pathological Laboratory of the Massa-
chusetts General Hospital the appearances :ng'eed closely
with Williams' descriptions. and plates. The growth
consisted of irregular masses of large cells, in every in-
stance associated with syncytium. Both the syncytium
and the cellular portion were identified by comparison
with chorionic villi derived from an early pregnancy.
The cellular masses are almost invariably surrounded by
layers of syncytium, that is, the syncytium presents 113(‘]1“.
at the growing surface of the tumor. It is vzic\ljolar ovel
certain areas (sce central portion of Fig. 4585). Some

for the time being, their existence, they are not to be
considered under syncytiomata. -

MarieNANCY AND Merastasis.—The malignancy of
deciduoma is striking, s_vmptoms‘usual]).' appearing dur-
ing labor or within four weeks of that time. In a large
percentage of the cases death occurs within six months
after the appearance of the first sympim’ns. m a rule,
metastases are abundant. In Dorland’s series of 52
cases, metastases occurred in the lungs in 78.87 per cent.,
in the vagina in 54 per cent., in the kKidneys, spleen, and
ovaries in 18.5 per cent., in the pelvis and in the br(mld
ligament in 10.8 per cent. respectively, and in the brain
in 5.4 per cent. In a small number of cases the vaginal
metastases have occurred where no primary growth could
be found.

Clindeal History.—The first symptoms notc‘d are re-
peated and profuse uterine hemorrhages, while in the
later stages there may be foul watery discharges. There
is usually pelvic pain. Metastzlscs‘may appear in the

vagina with vulval cedema. The patient becomes

F1G. 4585.—A Section of Syncytioma which has Infiltrated the Uterine
Wall. The tumor is made up of two sorts of tissues, a portion consisting

cachectic, there is anemia, and h@moptysis may
take place from pulmonary metastasis. Slight fever
and occasional rigors arise from the absorption of
septic maferial. : : ; :

Diagnosis.—The possibility of deciduoma malig-
num should always be borne in mind after the
expulsion of a hydatidiform mole or upon the ap-
pearance of profuse hemorrhage or obscure symp-
toms following delivery. In such instances curet-
tage should be resorted to and the diagnosis made
from the uterine scrapings. Vaginal metastases
may be the first indication of the growth. Miero-
scopical diagnosis is made by the appearance of
syncytium in the growth.

* Treatment.—If microscopical examination of the
curettings reveals the presence of deciduoma, im-
mediate hysterectomy should be performed and the
metastases excised wherever they are accessible.
The chances for ultimate recovery are, however,
slight, so great is the rapidity of metastasis-forma-
tion.

Neumann claims to have obtained early evidence
of the appearance of deciduoma through the ex-
amination of hydatidiform moles. He found among
the cases which he examined certain moles in which
the syncytium invaded the villi in a manner very
suggestive of malignancy. The most marked of
these cases afterward developed deciduoma. From
his results it would seem justifiable to curette the

of syncytium (to the right of the central portion of the figure), there- uterus following the expulsion of a hydatidiform
mainder of separate cells corresponding to the cellular layer of Langer-  gle, in order to examine the scrapings histologi-

hans, There is no stroma in the structure of the tumor.

cells of the cellular portion attain a large size. Ditoses
are numerous and aty pical multipolar mitoses are not un-
common. There is no stroma and no blood-vessels are
present, although blood is found free between the tumor
cells, Large portions of the growth are necrotic, and a
fibrinoid change is present, similar to that occurring nor-
mally in the placenta. In one case the growth is com-
posed of villus-like masses. No mesenchyma and no
decidual cells were found in these cases. The uterine
muscle was infiltrated in each case. Metastases present
the same histological appearances.

Theoretical Considerations,—As in other tumors, it is
impossible here to arrive at an explanation of the causal
agency of deciduoma malignum. It is mot possible to
ascertain whether the feetal tissues for some unknown
cause take on abnormal activity or whether the maternal
structures are unable to resist the normal growth of
this tissue. When, however, it is considered that these
growths in all recorded cases follow pregnancy, that
they arise at the placental site, and that they are com-
posed of tissue derived from the feetal ectoderm, their
origin is clear. Whether there exist tumors agreeing
clinieally with these, but consisting of both feetal and
maternal tissues or consisting wholly of maternal tissue,
as Singer claimed, is a matter of dispute. Assuming,
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cally for the presence of deciduoma and for the

purpose of removing the same. Hysterectomy 13
not justifiable on the evidence of a vaginal tumor, but
should be performed only after a positive diagnosis from
the curettings, for in certain instances the vaginal tumor
exists without uterine involvement and its removal has
been followed by complete recovery.

Brnest Edward Tyzzer.

SYNOVITIS, ACUTE.—(Synonyms: Hydrops articu-
lorum acutus, Acute serous synovitis, Arthro-meningifis,
Sero-synovitis; French, Synovite aigug; German, Die
Synovitis.)

Axaromy.—Synovial membranes approach so closely
to the serous membranes that they are often classified
with them. But, although structurally much the same,
they differ from the serous membranes in secreting a
peculiar fluid, synovia. In all joints where motion takes
place (diarthrodia) a lubricating fluid is necessary, and
this fluid is furnished by the so-called synovial mem-
brane. Every diarthrodial joint is lined with a layer of
synovial membrane, except in the places where the
articular cartilages arve in contact. Here there 1s 1o
membrane, except at the edge of the cartilages, which
the synovial membrane may overlap for 2 or 8 mm. be-
fore merging into the cartilaginous structure. Fasciculi
and folds of the capsule, the internal ligaments, and fatty

REFERENCE HANDBOOK OF THE MEDICAL SCIENCES.

Synoviiis,
Synovitis,

internal protrusions are all covered by the membrane.
The limits of the synovial membrane are most easily
made out in inflammation, when a red collarette is seen
surrounding the white cartilages.

Synovial membrane is thin and elastic. Hxternally it
merges into the tissue of the joint capsule, while ifs inner
surface issmooth and moist. Histologically the structure
is a basement tissue of elastic and connective-tissue fibres,
upon the inner surface of which lie endothelial cells. In
gross, the inner surface of a joint presents a smooth and
shining surface, interrupted, especially where the mem-
brane folds to pass from one surface to another, by the
synovial fringes (plice synoviales)—villous structures of
varying size and length, somewhat resembling intestinal
villi, the largest being perhaps 1 ¢m. long. They are
richly supplied with blood-vessels, for each villus con-
tains the convoluted twig of an artery. Some of the
fringes, however, are merely hernia-like protrusions into
the joint of small masses of fat covered by synovial
membrane; these fill up unoccupied spaces. The nerves
are derived from the same nerve trunks that supply the
muscles of the limb. The nerve filaments terminate in
small plexuses, unequally distributed, under the syno-
vial membrane. Coloring matter injected into the joint
disappears very quickly, to reappear in the lymphatic
channels of the limb.

Synovia is a clear, alkaline fluid, much like the white
of egg in general appearance; when rubbed between the
fingersit imparts an oily sensation. It is largely secreted
by the cells which cover the synovial fringes. In compo-
sition it contains albumin, mucin, some fat, leucocytes,
and epithelial cells. A fluid identical in composition
with synovia can be produced by rubbing up a portion
of the epidermis in a weak alkaline solution. This fact
suggests that most of the mucin is derived from the
endothelial cells soaking in the weak alkaline fluid
secreted by-the fringes, and this view is strengthened by
the fact that, when joints are quiet, the synovia in them
containg only half as much mucin as when they are in
motion.?

Parnoroay.—The classification of acute inflammations
of the synovial membranes is best made according to the
character of the effusion: (1) Serous; (2) serofibrinous;
(3) purulent. ¢

(1) Acute serous synovitis is the most common of all.
The pathological process is simple; for some known or
unknown cause a joint, most frequently the knee, be-
comes the seat of an inflammation which is manifested in
the usual way. There are hyperseemia of the vessels of
the membrane, an increased rapidity of the blood cur-
renf, and then dilatation of the capillaries, with stasis.
Migration of the white corpuscles from the vessels fol-
lows, and a profuse serous secretion is poured out from
the dilated vessels into the perisynovial tissues and into
the joint. The endothelial cells are very rapidly pro-
duced, and are cast off, half formed, into the joint.
This process, carried far enough, constitutes “catarrhal
synovitis,” a purulent form. To the naked eye the sur-
face of the membrane is seen to be bright red, from the
dilatation of the surface capillaries; it is not so shiny as
usual, and has ordinarily a boggy, softened, cedematous
appearance, from infiltration, which is most noticeable in
the synovial fringes. Here and there, especially in the
more acute cases, may be seen a patch of extravasation,
where a distended blood-vessel has burst. The fluid in
the joint is often colored more or less red by these extra-
vasations. The cartilages in an inflammation of this
grade are not affected, but are seen to be of a clear blu-
ish-white color, and surrounded by the sharply marked
line of inflamed synovial membrane.

The joint at this stage is more or less distended with
an abnormally large amount of synovial fluid, at first
thinner than usual, on account of the copious effusion of
serum into the joint, then becoming more or less opales-
cent as the endothelial cellsare cast off into it and become
macerated, and as the leucocytes increase in number.
The amount of fibrin in the fluid varies greatly; in
severe acute attacks the amount is generally so large that

the fluid is glairy and sticky, and, on standing, distinct
flocculi separate out and float around. When there is
so much fibrin in the joint fluid that it consolidates on the
synovial surfaces, the case belongs rather to the class of
serofibrinous effusions. At this stage, unless it become
chronie, the inflammation subsides or goes on to the for-
mation of a purulent exudation. If it subsides, the blood
supply diminishes, the newly formed ecapillaries are ob-
literated, the distended ones resume their normal calibre,
the cell proliferation ceases, the cells already thrown
off furnish muecin to the synovia, the excess of fluid is
absorbed, and everything returns to a normal condition.
The synovitis is cured.

(2) Acute synovitis of the serofibrinous type may be
manifested more in the synovial tissue than as an effu-
sion. In such cases the swelling is more dense than fluc-
tuating. Thickening of the capsule may be prominent,.
The joint isfilled with a yellowish fluid, and thesynovial
membrane is bluish-red in color and the surface is smooth
but irregular. Adhesions between opposing surfaces
occur very early. Microscopically, more leucocytes are
found in the tissues than in the serous form, and extrava-
sations of blood are frequent in the capsule. A layer of
fibrin adherent in places is to be found, and in parts the
joint surfaces seem to have degenerated into fibrinoid
tissue. The likelihood of the growing together by adhe-
sions of parts of the joint which are in contact must again
be mentioned as the most striking and most dangerous
characteristic of the affection.

(8) Synovitis with purnlent effusion (empyema articuli;
katarrhale Gelenkeiterung, von Volkmann) may be a con-
tinuance of the serous form or may originate de novo.
In the ecatarrhal or more superficial form? the pus is
secreted by the surface layers of the synovial membrane
and no deep-seated lesion necessarily results. In a se-
verer grade, spoken of sometimes as suppurative syno-
vitis, in contradistinction to the term purulent synovitis
as applied to the catarrhal form, the deeper layers of the
joint membrane are involved. In synovitis with puru-
lent effusion cell proliferation and the migration of leuco-
cytes become a prominent part of the process; and be-
sides, where there was formerly serum there is now a
seropurulent or purnlent fluid. The synovial surface be-
comes velvety in appearance, and the cartilages become
yellowish-white and their surface is indistinct and cov-
ered with lymph and flocculi of pus. Pyogenic cocei are
present. In some cases the destructive process seems
localized, and ulcerations of synovial tissue, and even of
cartilage, take place, while the surrounding parts show
only a moderate grade of inflammation. From this it
is easy to see how any amount of mischief may resuls.
The whole synovial membrane may become granulating
tissue, the cartilage is perhaps eroded also, the bone is
bare, and the periarticular tissues become the seat of ab-
scesses as soon as the capsule breaks, perhaps before. It
is hard to set a limit to so destructive a process as this.

Recovery from purulent synovitis may be complete,
and no trace of the mischief may be left behind. Gen-
erally, however, recovery from suppurative synovitis
meansa joint impaired by adhesions. On the other hand,
as we have seen, there is no limit to the destructive pos-
sibilities of suppurative synovitis; complete disorgani-
zation of the joint, dislocation of the bones, and, worst
of all, systemic infection are only too apt to follow.

Symproms.—In few pathological conditions are the
four classical symptoms of inflammation more marked
than in acute synovitis. Pain, heat, redness, and swell-
ing comprise a large part of all that can be said of it.

Parn.—In simiple acute synovitis, a few hours after the
receipt of a wound or blow, some wrench, some expos-
ure, or overexertion of a joint, commonly the knee, an
uneasy, hot feeling is noticed, and before long it becomes
a positive pain. This is associated with a tense, burning
fecling and a sense of helplessness in the affected limb.
Any motion adds to the discomfort, and manipulation of
the joint, if carried to extreme flexion or extension,
causes pain; somefimes any motion at all is painful.
The feeling of distention that accompanies the beight
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