
BRITISH MEDICAL JOURNAL 8 DECEMBER 1973 611

cerebral arteriosclerosis and vertebrobasilar
insufficiency are substituted and by inference
the suggestion made that nothing can be
done. I feel that any examination of a geri-
atric patient must include measurement of
the blood pressure in both the lying and
standing position.
You ask, "Does postural hypotension, es-

pecially over the age of 75, matter?" There
can be no doubt that this condition fre-
quently contributes to accidents at home
leading to fractured limbs, secondary hypo-
thermia, and, perhaps most commonly, an
inability to maintain independent existence
in the home. Salt supplements-up to 8 g
per day of sodium chloride (B.P.C.) in
divided doses or up to 40 mEq of Slow
Sodium per day-have never upset any of
my patients to date and have not yet pre-
cipitated heart failure in this age group.
Cox et al.' have suggested that there is a
significant reduction in the total exchangable
potassium in postural hypotension. Perhaps
this is yet another manifestation of the
"hypokalaemic syndrome" of old age so well
known to geriatricians and seen with such
depressing regularity in elderly people re-
ferred to geriatric departments because they
have "fits and faints."2 The effect of treat-
ment with potassium and salt supplements
may be very dramatic, changing a potential
hospital patient or additional resident in the
social services old peoples' homes to some-
one who can manage to live in the com-
munity.-I am, etc.,

G. R. BURSTON
Manor Park Hospital,
Bristol

1 Cox, J. R., Admani, A. K., Agarwal, M. L., and
Abel, P., Age and Ageing, 1973, 2, 112.

2 Burston, G. R., Modern Geriatrics, 1972, 2, 287.

The Solitary Thyroid Nodule

SIR,-It is with some hesitation that I write
to question a leading article (10 November,
p. 310) which propounds a commonly ac-
cepted policy of treatment. Nonetheless, your
advice for dealing with the malignant nodule
deserves examination. Lobectomy and, for
cosmetic reasons, removal of the isthmus,
pyramidal lobe, and a very small flake from
the opposite side is described as the defini-
tive operation for a malignant nodule, though
total thyroidectomy is proposed when lymph
nodes are involved. Frozen-section examina-
tion of the thyroid is dismissed as being
difficult and unnecessary.
The malignant nodule poses several prob-

lems, one of the most important being diag-
nosis, not only before but also at operation.
Because of uncertainty about the diagnosis,
surgeons have hesitated to subject patients
to total thyroidectomy; yet it is difficult to
accept that lobectomy is a logical alternative
when there are many reports to show that
papillary and follicular carcinoma are either
multicentric in origin or undergo intragland-
ular spread-figures commonly accepted are
20-36%', though Clark, using whole-gland
serial sections, suggested an even higher in-
volvement of the opposite lobe.1 2 Though
it may aid subsequent radioactive iodine
treatment, it would seem to be a little late
in the day to perform total thyroidectomy
only when lymph nodes are involved. Frozen-
section examination for the suspicious thy-
roid nodule was introduced here by the
late Winston Evans and continues to be

routinely available. In practice, this has
come to be regarded as not only a useful
but in many instances an essential examina-
tion.
On the basis of a firm diagnosis at the

time of operation a total or "near total"
thyroidectomy would seem to be more ap-
propriate to the pathology of these tumours.
Clinical recurrence in the opposite lobe after
lobectomy is, of course, much less than might
be expected,-3 but it does not follow from
this clinicopathological conundrum that lobec-
tomy is the proper operation. The risk may
be small, but in an individual patient there
is no way of knowing whether a focus of
carcinoma left in the opposite lobe will
remain latent or develop into a clinical re-
currence. There may be arguments based
on the risk of hypoparathyroidism for advo-
cating "near total" in preference to total
thyroidectomy, but the rationale for preserv-
ing most of the opposite lobe-all but a very
small flake-rather than removing most of it
is not apparent.-I am, etc.,

P. ATKINS
Thyroid Clinic,
David Lewis Northern Hospital,
Liverpool
I Winship, T., Cancer, 1967, 20, 1815.
2 Clark, R. L., Ibanez, M. L., and White, E. C.,

Archives of Surgery, 1966, 92, 23.
3 Tollefsen, H. R., and DeCosse, J. J., American
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SIR,-Your recent leading article on this
subject (10 November, p. 310) was excellent
until the penultimate paragraph, where I
feel that the treatment advocated leaves much
to be desired.

Firstly, the work of Russell et al.1 has
shown that in 87-5% of thyroids in which
a carcinoma (of any histological type) has
developed there is a spread either across the
midline or to pericapsular lymph nodes of
the opposite side. Thus only a total thy-
roidectomy can have any real hope of
eradicating the disease surgically. To
advocate total thyroidectomy if nodes are
positive but not otherwise is surely illogical.

Secondly, while the problems of giving an
opinion on frozen section are great, I do not
feel that the inability of a colleague to give a
firm opinion on every occasion should mean
that one never asks him to give one at all.
If on frozen-section biopsy the nodule is
found to be malignant then the proper
operation can be carried out at once. The
main risk of total thyroidectomy is bilateral
recurrent nerve palsy, and this matter has
been amply discussed elsewhere.3 The use
of a nerve stimulator should obviate this
danger and thus the proper operation can be
performed.4 5

Finally, I am amazed that no mention is
made of radioisotopes in the treatment. To
wait until palpable masses are present is
surely to wait too long when small, impalp-
able nodes or other secondaries from
differentiated carcinoma can be destroyed
simply, by non-invasive means, and without
risk to the patient.
This is not the place for a full discussion

of the treatment of this relatively rare
disease; but your leading article must prompt
those interested in carcinoma of the thyroid
to make a plea that the treatment advocated
be the most complete that modern resources
allow in order to give our patients the best
prognosis. The biological behaviour of the

differentiated form of this disease is lethargic
-but we need not copy this.-I am, etc.,

PAUL RosswIcK
St. George's Hospital,
London S.W.17
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Anaesthetic Safety Devices

SIR,-I suppose that it is a sign of the times
that Drs. H. T. Davenport and B. M. Wright
(10 November, p. 357) and others should
spend time and money inventing anaesthetic
safety devices. What is wrong with staying
with your patient? If, as sometimes is
inevitable, you have to leave him briefly,
then all you need do is to depute some-
one with the faculties of sight and speech
to watch the flowmeters and, if there is any
change in their position, to shout. This
method served me well for 43 years.-I am,
etc.,

FOLLIOTT SANDFORD
Chislehurst, Kent

Operator-anaesthetists in Dentistry
SIR,-I have in the past, with certain
provisos, supported' the practice of the
dentist giving his own anaesthetics, having
previously advanced evidence2 suggesting
that this practice was not a cause of deaths.
It seemed that their probable cause in nearly
every case was the head-up position of the
patient, and I gave reasons for thinking that
bringing in a second practitioner to give the
anaesthetic was unlikely to lessen the risk.
The only remedy, I concluded, was to
abandon the head-up position.

Studies of subsequent fatalities have sub-
stantiated this view, which was put forward
in April 1966. During the ensuing 31 years
there were 15 deaths in the dental chair.3
In 12 of the cases the anaesthetic was given
by a second practitioner, eight of whom
were specialist anaesthetists. Of the latters'
patients, all but one were young and healthy
and in every case the operation was brief
and trivial. During the next three years
(1970-2) there were a further 13 deaths in
Britain,4 10 of them with a second practi-
tioner, six of whom were specialist anaes-
thetists. All their patients were young and
healthy and the operations were brief and
trivial. Thus even with specialists giving the
anaesthetics there were more of these
tragedies than with operator-anaesthetists,
and this despite the fact that specialist
administrations are outnumbered almost two
to one by operator-anaesthetist administra-
tions.5 It would seem that the much argued5
and widely publicized danger in the dentist
giving his own anaesthetics has been ex-
aggerated.

Nevertheless, I no longer support this
practice. When doing so previously, I
stipulated,' amongst other provisos, that
there should be in attendance at least two
chairside assistants of suitable status and
training and that the patient should be
treated lying down. These provisos have not
always been met, and fearing that what I
regard as inadequate care of the patient may
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