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admninistrators and medical advisory machinery, this denial
of professional participation would dangerously strengthen
management's hand. The Health Service has evolved a work-
able compromise between Service needs and professional
independence and judgement. To adopt this narrow
philosophy could in the long run severely limit the doctor's
freedom of action in the N.H.S.
The H.J.S. Group Council has launched its programme

without formal consultation with other branches of the pro-
fession. Senior doctors will recognize this as a first exercise in
flexing its "autonomous" muscles. But the juniors are ex-
perienced enough to know that if their contract is success-
fully negotiated-and their chairman hopes that it will be
by mid-1975-it could affect other N.H.S. doctors. The
juniors' deliberate squeeze on management could result in
hospital authorities attempting to shift more of the service
burden on to already hard pressed consultants-or perhaps
the impending hospital practitioner grade might be called
in to fill any gaps. Such an attempt would be unacceptable
to doctors. Governments are adept in applying a "robbing
Peter to pay Paul" approach to Health Service shortages,
when the answer lies in more resources. Fortunately consul-
tants are already engaged in negotiating a new contract.
They, like the junior staff, are concerned ajbout deteriorating
service to patients, and both groups will be on strong
ground in arguing that improvements in hospital doctors'
conditions of service will benefit the N.H.S. The juniors'
new contract shows a responsible and constructive approach
to solving long-standing injustices, and the profession will
certainly wish them success in their first major test
of will with the Government.

The Solitary Thyroid Nodule
One subject always guaranteed to raise the heat at discus-
sions of thyroid disease is what should be done for the
patient with a solitary thyroid inodule. Opinions vary from
the most radical surgical excision through -the blocking of
the pituitary's thyroid-stimulating hormone with thyroxine
to doing nothing at all.1-3 Further complications of this
vexing problem are that such nodules are commoner in some
parts of the world than others, and this geDgrathical dis-
tribution is related both to diet4 and to racial groups.5
Finally, to make confusion twice confused, published papers
regularly present conflicting statistics of the percentage of
such noodules found to be malignant. Unfortunately they sel-
dom define how the patients were selected for treatment. It
should be remembered that appproximately 50% of nodules
thought to be solitary on clinical grounds prove to be mul-
tiple when the gland is examined by a pathologist.
Most nodules which occur as solitary lumts in the thy-

roid gland are benign, and remain so, and almnost certainly
arise as focal areas of hyperplasia in the first place. Perhans
during a fit of coughing there is haemorrhage into the
nodule which makes it suddenly apparent to the patienit.
Or-and the reason is not at all apparent-the nodule
slowly increases in size. One theory is that these nodules
destroy themselves at one stage or another and that further
areas in the thyroid gland become hyDerplastic, so that a
multinodular goitre results. In this respect the age of the
patient is all-important, because simple nodules commonly
arise between the ages of 35 and 55, but seldom appear for

the first time in childihood or old age. Since it has been
shown that the incidence of malignant nodules in thy-
roid is fairly constant throughout the life span, nodules
occuring in the very young and the very old should be re-
garded with great suspicion.6
So common are simple nodules that it would probably

be impossible to attempt to excise them all, and thus some
kind of selection has to go on. Radioactive isotope scanning
is useful, and should the nodule be 'hot" it is most unlikely
to be malignant. Indeed many hot nodules, if left alone,
cause little trouble, though if they grow large enough they
can eventually produce hyperthyroidism, a variety called
Plummer's disease. On the continent of Europe there has
recently been a wave of enthusiasm for fine-needle biopsy
of thyroid lesions, but the degree of diagnostic accuracy ob-
tained is not high enough at present to justify its general
use, though false positives apparently are rare.

J. R. Brooks,7 of the Peter Bent Brigham Hiospital in
Boston, has recently reviewed the solitary thyroid nodules
excised there during 1948-62. There were 502 patients with
clincally palpable siolitary nodules in this period, and the
incidence of carcinoma in the series was 9%. When the
series was compared with a similar group seen during 1963-
70 the incidence of carcinoma in the later series was found
to have risen to 190/%. This is in line with reuorts of an
ever increasing number of carcinomas in these solitary
nodules.8 Is this due to a real increase in the disease? For
example, is it related to an increased risk of exoosure to
ionizing radiation or some change in dietary habits? Prob-
ably not, and the right conclusion is probably that made by
Brooks himself when be noints out that the increased in-
cidence is at least partially attributable to more careful
selection of patients for surgery. A review from the Mayo
Clinic9 this year describes the 3,000 patients who were seen
with some form of goitre; from among these, 365 came
to thyroidectomy. Among the surgically excised s,pecimens
53 carcinomas were diagnosed, of which only 30 had been
suspected.

It should be possible to predict with some accuracy today
what lesions ought to be removed surgically. The first thing
is that if a patient is worried about the nodile it is prob-
ably best removed in any case, and there may be overriding
cosmetic indications for doing this. Next the thyroid should
be scanned, and if the nodule is solitary and "cold" that is
probably a firm indication that surgery is indicated. In
addition if the patient is under 20 or over 60 surgery should
almost certainly be advised. Hardness, adherence to sur-
rounding structures, and the suspicion when the nodule is
palpated that it may harbour a carcinoma should tip the
scales in favour of excision.
The correct operation for such a nodule, as almost all of

them will be found to be differentiated carcinomas
(papillary, follicular, or medullary), is that the whole lobe
in which the nodule occurs should be removed, and for
cosmetic reasons it is advisable to take isthmus, pyramidal
lobe, and a very small flake from the opposite side. There
is no need to ask for a frozen section, since this can be
extremely difficult to report on swiftly and the proper op-
eration has already been done. But a suspect lymph node
should be sent for frozen section, and if that is positive
for cancer a total thyroidectomy should be performed. Sub-
sequently the patient should take thyroxine by mouth, and if
the pathologist reports later that the tumDur is a papillary
or fotlicular carcinoma the patient is reviewed at regular
intervals and no further treatment instituted unless further
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signs of the disease appear. Indeed, many such well-
differentiated carcinomas have been reported at necropsy
from patients who died from other diseases or old age. The
prognosis for a well-differentiated thyroid carcinoma is
usually good, especially in patients under 40, with a primary
lesion less than 2-5 cm in diameter and no involvement of
lymph nodes.'0

The introduction of iodized salt would go far to reduce
the incidence of thyroid nodules. In commnunities where the
iodine intake is high the existence of a solitary nodule al-
ways raises much stronger suspicions of malignancy than in
Britain or, for example, those areas where goitre is frankly
endemic, as in South America.

'Clark, R. L., Ibanez, M. L., and White, E. C., Archives of Surgery, 1966,
92, 23.

2 Astwood, E. B., Cassidy, C. E., and Auerbach, G.,J'ournal of the American
Medical Association, 1960, 174, 459.

3Crile, G., jun., Surgery, Gynecology and Obstetrics, 1971, 132, 460.
4Kelly, F. C., and Snedden, W. W., in Endemic Goitre, W. H. 0. Monograph

series No. 44, p. 27. Geneva, World Health Organization, 1960.
5 Malamos, B., et al., Current Topics in Thyroid Research. New York,

Academic Press, 1965.
6 Taylor, S., and Psarra, A., Praxis, 1967, 56, 370.
7 Brooks, J. R., American Journal of Surgery, 1973, 125, 477.
8 Hoffman, G. L., Thompson, N. W., and Heffron, C., Archives of Surgery,

1972, 105, 379.
9 Sanfelippo, P. M., Beahrs, 0. H., McConahey, W. M., and Thorvaldsson,

S. E., Mayo Clinic Proceedings, 1973, 48, 269.
10 Woolner, L. B., Beahrs, 0. H., Black, B. M., McConahey, W. M., and

Keating, F. R., in Thyroid Neoplasia, p. 51, ed. S. Young and D. R.
Inman. London, Academic Press, 1968.

New Knowledge of Lymph
Nodes
The mammalian lymph node is an organ of complex struc-
ture, yet to the histological novice it appears to be composed
of a mass of small darkly staining cells all looking remarkably
alike and jumbled together into an indecipherable maze. No-
thing could be further from the truth, and the vast amount
of study applied to these structures in recent years has dis-
closed something of the diversity of its component cells and
the beauty of their architectural arrangement.

Like all other tissues of the body the lymph nodes can be-
come involved in a variety of infectious or neoplastic pro-
cesses, and until the recent upsurge in immunology morbid
anatomists interested in the lymphoid tissues largely con-
fined their diagnostic activities to these two. But the lymph
nodes are mainly, if not exclusively, the anatomical sites of
the immunological apparatus, and show their immunological
potential when unstimulated and the extent of their response
when exposed to antigenic stimulation.
The study of these organs has been bedevilled by the

absence of any generally accepted nomenclature and the use
of hybrid terms denoting morphological and functional attri-
butes. The World Health Organization has encouraged an
attempt to avoid these difficulties, and the result is the pub-
lication of "A proposal for a standardization system of report-
ing human lymph node morphology in relation to immuno-
logical function."" To help pathologists report their
observations in uniform style the authors include as an
appendix a list of all the features to which attention should
be given and approximately quantified as a slight, medium, or
pronounced deviation from the normal in either direction.
Perhaps few histopathologists will follow every detail in this
appendix, but it represents an ideal which, if attained, would
revolutionize the clarity of their reports and enhance their

significance to clinicians interested in the immunological
status of their patients.
The value of the proposed system is that it is relatively

simple and it recognizes recent advances in lymph node
morphology. These have been both cytological and architec-
tural. For instance, the non-proliferating precursors of all
immun,ologically active cells have the morphology of small
lymphocytes; when they are stimulated to reproduction and
differentiation they acouire the common appearance of large
lymrhoid cells. Though the way these cells will develop can
usually be foretold by their ultrastructure as seen under the
electron.microscope;2 light microscopy is inadequate for that.

Architecturally the main recent advance has been the find-
ing that the cortex consists of two zones differing in the
origin of their cells and in function.3 Firstly, the outer zone,
referred to without qualification as the cortex, consists of a
zone of small lymphocytes subioining the subcapsular sinus.
Within this zone denser accumulations of lymphocytes con-
stitute the so-called primary follicles. In the antigenically
stimulated lymph node the centre of these follicles becomes
occupied by large lymphoid cells intermingled with phago-
cytic cells containing conspicuous nuclear debris, presum-
ably derived from other lymnhoid elements. This accumu-
lation of large pale-staining lymnhoid cells constitutes the
germinal centre, but why its develonment should be accom-
panied by the death of cells, as judged by the amount of
nuclear debris, is one of many unanswered questions about
lymqoh nodes. Secondly, the inner cortical zone is now re-
ferred to as the paracortex and is mainly comoosed, when
quiescent, of small lymphocytes. The postcapillary venules
are a characteristic feature of this area; they can be readily
recognized by their cuboidal endothelium and the many lym-
phocytes within their walls. The small lymnhocytes of this
area belong to the long-lived circulating pool,4 and anything
interfering with this pool or its circulation results in loss of
cells from this area. Neonatal thymectomy has provided
evidence that the lymphocytes of the paracortex are of thy-
mic origin in contrast to the cells of the cortex itself. And,
as would be expected from different origins, the two cortical
zones differ in their immunological reactivity: the cortex it-
self, and especially its follicles, are concerned with produc-
tion of humoral antibody, the paracortex with cell-mediated
responses.5

In agreement with these conclusions are the findings in
some of the recently described immunodeficiency diseases.
For example, in the Swiss type of agammaglobulinaemia, in
w,hich both humoral and cellular immune reactions are strik-
ingly impaired, the lymph nodes show a correspondingly im-
pressive depletion of lymphocytes in both the cortex and
paracortex, both of which are almost entirely renlaced by
reticulum cells and filbroblasts. In the Bruton type of immuno-
deficiency, in which despite hypogammaglobulinaemia the
cell-mediated responses are largely retained, the paracortex
with its content of small lymphocytes is still recognizable
though the cortex and its follicles are virtually absent. It is
precisely this ability to correlate function with structure that
justifies the extra effort involved in the newly pronosed sys-
tem of reporting on the morphology of lymph nodes.
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