
LETTERS TO THE EDITOR

ANOTHERMEANS OF DIAGNOSING SYNOVIAL CYST DISSECTION

In reference to the article by Pozderac and Good
(Arthroscintigraphy in acute synovial rupture of the
knee, I Nuci Med 15 : 7â€”9,1974) we would like to
call attention to another technique by which the
nuclear medicine physician or radiologist may make
this difficult differential diagnosis.

DiagnosticultrasonicB scanningof the calf has
been used successfully to distinguish dissection of
synovialfluid into the calf from thrombophlebitis,
and would appear, on the basis of simplicity and
rapidity,to be the methodof choice,whenavailable.

THE AUTHORS'REPLY

We are interested in Dr. Arkless's experience with
â€œposteriorleakageâ€•after exercise in knees of nor
mal subjects. One may observe the entry of contrast

material posteriorly into the popliteal bursa but ex
tension well into the calf is not normally observed
in our experience unless associated with synovial

rupture or cyst.
We agree with Dr. Arkless that venography is a

useful tool for evaluating patients suspected of hay
ing deep-vein thrombophlebitis of the calf. However,
acute synovial rupture of the knee (abrupt decrease

in the size of a knee involved with synovitis plus signs

simulating thrombophlebitis) is an established syn
drome in rheumatology that does not require venog
raphy for confirmation but may require a procedure
to demonstrate the rupture (1,2).

We also agree that positive contrast arthrography
does have advantages over gas arthrography. Either

of these methods for performing arthrography can

be used to confirm a diagnosis of synovial rupture.
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We reported the efficacy and advantagesof a newer
method (arthroscintigraphy) in establishingthis diag
nosis.

The authors do not have any experience with ultra
sound B scanning; however, we do appreciate that
Dr. Winston and Dr. Pritchard have called attention
to yet another possible use for this noninvasive diag
nostictool.

We thank Drs. Arkless, Winston, and Pritchard for
their comments and interest in the article.
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ANGIOSCINTIGRAPHYVERSUSPORTABLE-PROBETECHNIQUE

AS A ROUTINEDIAGNOSTICAID FOR CEREBRALDEATH

We are very interested in a recent case report (1)
which demonstrated the cerebral passage of an in
travenouslyinjectedbolusof oomTcO4by meansof
sequential gamma camera imaging in a patient in
deep drug-induced coma, who subsequently recov
ered. We have addressed ourselves to this problem
(2,3) over the last few yearsusingportable-probe
equipment and have completed 142 bolus transit
studies in 80 deeply comatose patients who met all
the recognized clinical criteria for cerebral death.

The causes of coma in these patients included tran
sient cardiac arrest, head injury, intracerebral bleed
ing, and drug intoxication. Since Nordlander, et al
have questioned the use of probe equipment for the
study of cerebral death we offer the following com
ments.

For possible routine clinical application in the
diagnosis of brain death any ancillary technique must
meet certain prerequisites : (A) accuracy, a mistaken
diagnosis of brain death is not tolerable; (B) re
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