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Thyroid Scanning

SIR,-The appearance, within a month, of
a leading article on "The Solitary Thyroid
Nodule" (10 November, p. 31) and a clear
survey of the "Clinical Diagnosis of Thyroid
Cancer" (Messrs. M. D. Staunton and W.
P. Greening, 1 December, p. 532) calls for
comment on their differing advice regarding
the scanning of the thyroid. The first, having
reviewed the incidence of cancer in solitary
nodules, considers that "it should be possible
to predict with some accuracy today what
lesions ought to be removed surgically" and
goes on to state that "the thyroid should
be scanned, and if the nodule is solitary
and 'cold' that is probably a firm indication
that surgery is indicated" (our italics). The
second quotes Werner's' statement that "iso-
tope scanning has achieved no high degree
of predictability in the diagnosis of thyroid
cancer." The hope and the fact are stated.

Will a thyroid scan diagnose a nodule to
be solitary? Let us assume that the resoultion
of a scanner or gamma camera is such that
it will pick up "cold" areas in the thyroid
down to 0-5 cm diameter. What effect does
a nodule of 0-4 cm, which may be palpable,
have on this approach? Does or does not the
presence of an undetected nodule 0.4 cm
across invalidate the concept of the solitary
nodule? Multiplicity of nodules does not ex-
clude cancer. Surely if there is sufficient
clinical suspicion of cancer to warrant re-
questing a scan, there is sufficient clinical
suspicion to demand histological examination
of that gland, whatever the scan shows.

In defence of the scan it may be argued
that the discovery of a "cold" nodule (90%
of the total according to Messrs. Staunton
and Greening) will save an operation on a
"hot" nodule. A truly "hot" nodule is auto-
nomous and, if it is not already causing
hyperthyroid function (diagnosable by the
relevant blood tests), it will probably grow
to do so. Surgery here is the treatment of
choice at least up to the age of 45.
What then is the place of thyroid scan-

ning? It is to be used when there is a mass
outside the usual position of the thyroid

that could be thyroid tissue-the retrosternal
mass; the thyroglossal cyst that may contain
the patient's only thyroid tissue; the lingual
thyroid; the possibly functioning metastasis
of a thyroid cancer. Let us use our best
resolution and our techniques of computer
analysis of scans for the case where at the
patient's presentation there is in the neck
"an enlarged node with no obvious mass in
the thyroid gland."

Let us once and for all agree that the
presence of a mass or masses in the thyroid
is no longer the reason for scanning thyroid
tissue. Let us be aware that the thyroid scan
is in danger of being misused as a substitute
for careful clinical palpation of the gland
and its environment. Careful examination
matters in the clinical diagonsis of thyroid
cancer, and suspicion of cancer should lead
directly to histological confirmation. Alter-
natively, shall we conclude that the thyroid
scan (as are so many diagnostic tests) is

being used to prolong the time so necessary
for the decision-making process, or as some-
thing extra for a visiting consultant to re-
quest as another patient-bed-day slips by?

It is now so easy to suggest and send a
request to a diagnostic department that seri-
ous reflection on how the result is likely to
affect the clinical management, the time off
work of the patient, and the economics of
the Health Service may be short-circuited.
As evidence of lack of reflection, the filling
up of a request form accurately and with re-
levant information has become a literary ex-
ercise involving such a high degree of con-
centration and manual labour that it appears
to be beyond the ability of so many.-We
are, etc.,

KEITH BRITTON
PETER ELL

Institute of Nuclear Medicine,
Middlesex Hospital Medical School,
London W.1

Werner, S. C., in Thyroid, ed. S. C. Werner and
S. Ingbar. New York, Harper and Row, 1971.

Coma and Convulsions Associated with Vincristine Therapy

SIR,-We read with interest the recent article
(10 November, p. 335) by Dr. J. A. Whit-
taker and others describing three cases of
reversible coma after vincristine therapy.
During the past six years we have seen five
children in whom otherwise unexplained
coma and convulsions occurred during or
shortly after their first course of treatment
with vincristine. Four of these children were
receiving therapy for acute lymphatic leuk-
aemia and the fifth child for nephroblastoma.
Their ages ranged from three to 11 years.
In each child the episode of coma with num-
erous convulsions occurred 2-10 days after
a vincristine injection. In two children it
was after the second injection, in two after
the third, and in one after the fourth weekly
injection. The dose given was 1-5 mg/m2 in
three cases and 2 mg/m2 in two. Examination
of the cerebrospinal fluid showed no signifi-
cant abnormality in four of the five cases, but

the E.E.G. was very disorganized in the four
cases in which it was recorded. Electrolyte
estimations in three cases showed no changes
suggestive of inappropriate secretion of anti-
diuretic hormone. The period of coma lasted
from 24 hours to seven days and all the
children recovered completely from the epi-
sode. One child was given further vincristine
injections, restarting 11 days after the con-
vulsive episode, and had no subsequent re-
action.

If our experience is typical it would sug-
gest that these neurological complications of
vincristine are by no means as rare as the
reports in the literature suggest. The inci-
dence is difficult to estimate, but we treat
approximately 25-30 new patients with vin-
cristine each year and have seen this com-
plication five times in six years. It is im-
portant to be aware of this possibility in
patients receiving vincristine as otherwise
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