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Beyond “Bad News”: The Diagnosis, Prognosis and
Classification of Lymphomas and Lymphoma
Patients in the Age of Biomedicine (1945-1995)

PETER KEATING and ALBERTO CAMBROSIO*

Prognosis and the Development of Clinical, Pathological and
Biological Classifications

Historians have long recognized that medical prognosis, along with diagnosis and treat-
ment, constitute the backbone of clinical medicine. They have observed, for example, that
even in the depths of late-nineteenth-century therapeutic nihilism, physicians did not
hesitate to prognosticate.”> Medical sociologists have recently identified an increasing
demand for prognostic information and a heightened interest in its practice. N A Christakis
has singled out the growing prevalence of chronic disease, and new forms of medical
technology, including those associated with reproduction and the new genetics, as well
as efforts directed towards cost containment as causes of this renewed interest and demand.
Confronted with this demand, clinicians have sometimes hesitated before pronouncing on
the future.? Philosophers have suggested that part of the clinicians’ reluctance to predict lies
in the fact that modern prognostic information comes from statistics about classes or groups
of patients and so does not apply directly to individuals.* The problem of prognosis is further
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compounded by the fact that even when an individual prognosis is made, it cannot, except by
definition, be easily detached from the biology of the individual or the natural history of
disease. Indeed, practitioners readily admit that “[t]he two fundamental processes in med-
icine, those of diagnosis and prognosis, are confused at times”.> As can be easily imagined,
any diagnosis produces some kind of prognosis if only that of “future uncertain”.

The intertwining of diagnosis and prognosis can be explored in many ways. No matter
how this is done, however, it must be admitted that the post-war rise of that novel epis-
temological, social and institutional fusion of biology and pathology known as biomedicine
provides the context within which these evolving relations must first be examined.® In this
paper we explore the evolution of relationships between clinical or prognostic classifica-
tions and those (mainly diagnostic) developed in adjacent areas of biomedicine such as
pathology and histology. We focus in particular on the continuing attempts since the Second
World War to relate clinical research findings to biological and pathological findings
and to develop standards that allow clinical researchers to compare across clinical trials.
Despite constant pressure from both biology and pathology to align classifications with
these external, and therefore, more “objective” standards, clinical research has attempted to
maintain its own criteria of relevance and success in the constant revision of its norms and
forms. None the less, clinical classifications have become increasingly based on biological
and pathological findings. Indeed, partly due to the increasing role played by multi-centre,
co-operative clinical trials in modern cancer therapy, independent “prognostic” classifica-
tions have emerged to organize, collate and standardize forms of information formerly
contained within diagnostic categories.

Such tensions may seem obvious from a pragmatic point of view. In addition to connecting
individual patients to larger biological and pathological categories, clinical classifications
that “stage” tumours according to their anatomic extent or spread, or that “grade” tumours
according to their aggressivity depending upon their histological appearance at biopsy,
determine therapeutic choices. In this sense, the purpose of clinical classifications clearly
goes beyond the mere articulation of the “art” of therapy with the more fundamental ““scien-
tific” categories of pathology and biology. It is equally obvious, however, that an efficient
and useful staging system is not necessarily very enlightening with regards to the pathological
mechanisms underlying the emergence and spread of the disease in question. Similarly, the
classification of diseases according to their histopathology may not be the most adequate
reflection of the molecular-biological entities at play in the process. Finally, ordering patho-
logical entities according to their biological substratum or constituents may contribute little
to their immediate clinical management. In short, there are a number of problems attendant
upon the articulation and confrontation of the various kinds of classifications.

As an illustration of these remarks, we have chosen to examine the evolution of clinical
and histopathological classifications of the lymphomas. This category includes two distinct
yet related classes of disease: Hodgkin’s disease and the non-Hodgkin’s lymphomas. These
two classes allow us to develop a comparison and show that, for example, whereas clinical
staging emerged ahead of and in some respects outside of biological and pathological

5Mary Gospodarowicz et al., ‘Prognostic factors in SFor a description of biomedicine and its specific
clinical decision making: the future’, Cancer,2001,91:  epistemic and institutional contours, see Peter Keating
1688-95, p. 1688. and Alberto Cambrosio, ‘Biomedical platforms’,

Configurations, 2000, 8: 337-87.
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theories of the spread of the disease in the case of Hodgkin’s disease, attempts to develop a
similar staging system for the lymphomas were not so successful. Given that work continues
within this enterprise, our remarks should be considered more exploratory than definitive.
We can none the less state at the outset that it is not so much that diagnosis and prognosis are
confused, as that: (1) many classifications of the same entity or person are possible depend-
ing upon the purpose of the classification, and (2) a single classification may contain both
diagnostic and prognostic dimensions. In other words, it seems that classifications respond
to multiple agendas.”

Consider, for example, the following case of an individual diagnosed with non-
Hodgkin’s lymphoma (NHL):

I was diagnosed April 1, 1996. I had a swollen neck gland and the back of my tongue had a huge
hump on it. The ear, nose and throat doctor took a piece off the back of my tongue, sent me over for
X-rays and a CT scan (both negative by the way). I went back to the ENT doctor in two days and he
gave me the bad news: large B-cell NHL, diffuse. I then went to an oncologist friend who I had
known for twenty-five years, though not professionally. He did bone marrow studies, a spinal fluid
analysis, more CT scans, all kinds of blood work and put me to sleep for a gastroenterology look-
see ... all negative, so he staged it IIA, high grade. ... After seven CHOP [chemotherapeutic]
treatments, I had radiation to the neck area every day for four weeks. I was left with very painful yet
numb feet, and tingling in my left arm, which is still there.®

This initial diagnosis contained, in spite of its neutral presentation as a scientific observation,
a form of prognosis, which the patient termed “bad news”. As we will see, specification of
the lymphoma as “large B-cell NHL, diffuse” already says a lot about what is expected to
happen to the patient and what is expected to happen to the disease. Secondly, when such a
category of disease is ““staged” as in “IIA, high grade”, more than prognosis—for these are
indeed prognostic terms—is at stake. In order to reach such a conclusion, clinicians and
laboratory investigators necessarily undertook an exploration of the biology of the entity in
question—described, for example, its targets and its spread—thus further specifying the
diagnosis. As in the world of Laplacian physics, a complete diagnosis would result in an
exact prognosis just as an exact prognosis would presuppose a complete diagnosis.

In what follows, our discussion will include both Hodgkin’s disease and non-Hodgkin’s
lymphomas in recognition of the fact that there has been a continual evolution in the
relation between the lymphomas and the disease first described by Thomas Hodgkin in
1832. Although the name “non-Hodgkin’s lymphomas” seems to suggest that Hodgkin’s
disease is a lymphoma, the two have been treated both clinically and pathologically quite
separately since the end of the Second World War. Their divergent evolution allows us the
opportunity to make a number of comparative remarks concerning the complex relations
that exist between prognostic and diagnostic classifications, and the manifold ways in which
biomedical innovation may transform these relations.

Since the beginning of the twentieth century, Hodgkin’s disease has been defined as a
discrete histopathological entity on the basis of the presence of a giant cell known as the
Reed-Sternberg cell. The histopathological distinctiveness of Hodgkin’s disease escaped

7See Geoffrey C Bowker and Susan Leigh Star, 8 Lorraine Johnston, Non-Hodgkin’s
Sorting things out: classification and its consequences,  lymphomas: making sense of diagnosis, treatment
Cambridge, MA, MIT Press, 1999, esp. ‘Part One: and options, Sebastopol, CA, O’Reilly, 1999,
Classification and large scale infrastructures’. p. 132.
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Hodgkin himself, who worked without a microscope. Indeed, subsequent reviews of Hodg-
kin’s original seven biopsy specimens have shown that only two would today be diagnosed
histologically as Hodgkin’s disease, the others falling under the category of non-Hodgkin’s
lymphomas (NHLs) or, the great confounder of the nineteenth century, tuberculosis.’ In
recent times, however, this histopathological distinction has faded. The redefinition of the
Reed-Sternberg cells as (in most cases) B cells has effectively broken down the histological
barrier between Hodgkin’s disease and the non-Hodgkin’s lymphomas and has brought the
two together in the latest histopathological classification of the lymphomas (the REAL
[Revised European-American Lymphoma] classification). None the less, partly in recogni-
tion of its clinical specificity, and partly because of professional and institutional inertia, the
term Hodgkin’s disease is still widely used even though, as some pathologists argue,
Hodgkin’s disease should be called Hodgkin’s lymphoma.'°

The present histopathological unity is, however, of recent origin. There have been long-
standing and persistent differences in the clinical classifications used to manage Hodgkin’s
and NHL patients. Before turning to these differences, let us first note that there has been an
evolution in the kinds of clinical classifications used in the field of cancer in general that
corresponds to the rise of post-war clinical research. The first and oldest classifications were
based on the clinical descriptions of disease that had accumulated since the eighteenth
century and that correlated anatomic and clinical findings in the form of clinical
“pictures”."! The “pictures” offered not only a symptomology of the disease and a semio-
tics for its diagnosis, but, in describing the natural history or course of the disease, provided
a prognosis that was generally rather bleak. Since the end of the Second World War and the
advent of large-scale chemotherapy, various schemes that determine predictive stages in a
disease’s progress and prognostic indices (composed of a variety of biological and patho-
logical indicators) have replaced the original clinical pictures as sources of prognostic
information. Moreover, given that cancer now rarely goes untreated, clinicians often prefer

See R N Poston, ‘A new look at the original cases
of Hodgkin’s disease’, Cancer Treat. Rev., 1999, 25:
151-5. For previous reviews, see H Fox, ‘Remarks on
the presentation of microscopical preparations made
from some of the original tissue described by Thomas
Hodgkin, 1832’, Ann. Med. Hist., 1926, 8: 3704,

W St C Symmers, ‘The lymphoreticular system’, in
W St C Symmers (ed.), Systemic pathology, vol. 2,
Edinburgh, Churchill & Livingstone, 1978, pp.
504-892; K Lennert, ‘Die Beziehungen von Hodgkin-
und non-Hodgkin-Lymphomen’, Arzneim-Forsch./
Drug Res., 1987, 37: 255-9.

10 A committee of experts, many of whom had been
involved in the formulation of the 1994 REAL
classification, working for the WHO recently failed to
reach a conclusion on this score. Pathologists on the
committee felt that the term Hodgkin’s disease should
be abandoned in favour of Hodgkin’s lymphoma.
Other members of the committee felt the change
“unnecessary”. See N L Harris et al., ‘The World
Health Organization classification of neoplastic
diseases of the hematopoietic and lymphoid tissues.
Report of the Clinical Advisory Committee, Airlie

House, Virginia, November, 1997°, Ann. Oncol, 1999,
10: 1419-32, p. 1430. For the evolving relations
between Hodgkin’s and non-Hodgkin’s lymphomas,
see N L Harris, ‘The many faces of Hodgkin’s disease
around the world: what have we learned from its
pathology?’, Ann. Oncol., Supplement, 1998, 9:
S45-856; Karl Lennert, ‘Borderlands of pathological
entities’, in Ian T Magrath (ed.), The non-Hodgkin’s
lymphomas, 2nd ed., New York, Oxford University
Press, 1997, pp. 133-67, esp. 133-7; Elaine S Jaffe and
Konrad Mueller-Hermelink, ‘Relationship between
Hodgkin’s disease and non-Hodgkin’s lymphomas’,
in P M Mauch et al. (eds), Hodgkin’s disease,
Philadelphia, Lippincott, Williams and Wilkins

1999, pp. 181-93.

! Beginning with Sydenham (among others), see
Knud Faber, Nosography in modern internal medicine,
New York, Paul B Hoeber, 1923, and Owsei Temkin,
‘The scientific approach to disease: specific entity
and individual sickness’, in A C Crombie (ed.),
Scientific change, London, Heinemann Educational,
1963, pp. 629-47. In the seventeenth century and the
revival of clinical description, the anatomo-clinical
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the term “treated history” over “natural history”.12 Prognosis, in other words, has been
separated from diagnosis even though, as previously noted, knowledge of one generally
entails knowledge of the other.

The most widespread of the aforementioned staging schemes in the field of cancer is the
TNM (tumour, node, metastasis) system. Although, for anatomical reasons, the TNM
system cannot be used to stage lymphomas, its extra-clinical origin does bear mention.
Not originally intended to direct treatment management, the TNM system grew out of
French wartime efforts to develop a nomenclature for a public health enterprise known as
the Permanent Cancer Survey. Organized by the National Hygiene Institute, the Survey set
out in 1943 to create a cancer register, including all cases of the disease treated in cancer
centres. Initial results showed, however, that uniform categorization of the cancers was
consistently compromised by the fact that the same “histological” cancer could be regis-
tered under a variety of names depending upon the anatomical extent of the disease. To
overcome the proliferation of entities based on anatomical extent, Pierre Denoix, director of
the project, proposed standardization in reporting of the latter.'* Denoix developed this
standardized system throughout the 1950s, at the end of which it was adopted by the
International Union Against Cancer for tumours of the breast and larynx, and then became
an international standard.'*

While the clinical classification of the lymphomas participated in this overall evolution
from picture to stages, it did so in its own way. By the time the TNM system had been widely
adopted in the 1960s, clinical researchers had already developed staging schemes and
clinical classifications for the lymphomas. It is to these that we now turn.

The Diagnosis and Prognosis of Hodgkin’s Disease

Pathological and clinical classifications, although overlapping, were indeed distinct. In
order to understand the contrast between the two kinds of classification, we begin with the
classifications developed by pathologists for Hodgkin’s disease. In the immediate post-war
period, three types of Hodgkin’s based on the cellular appearances in stained tissue samples
were recognized.'®> These were not hard and fast distinctions: in an extended series of
biopsies conducted at the US Army Institute of Pathology, R Philip Custer and William G
Bernhard noted that less than 25 per cent of cases fell into a single histopathological
category, indicating considerable fluidity between the three types.'® Custer and Bernhard
concluded that not only were divisions within the diagnosis of Hodgkin’s artificial, but that

method is often said to have been perfected in early-

nineteenth-century Paris. See Caroline Hannaway and

Ann La Berge (eds) Constructing Paris medicine,
Amsterdam and Atlanta, Rodopi Editions, 1998.

125¢e for example, Gospodarowicz et al., op. cit.,

note 5 above, p. 1691.

13See Marie Ménoret, ‘The genesis of the notion
of stages in oncology: the French permanent cancer
survey (1943-1952)’, Soc. Hist. Med., 2002, 15:
291-302.

14UICC Committee on Clinical Stage
Classification and Applied Statistics, Clinical
stage classification and presentation of results,
malignant tumors of the breast and larynx,

Paris, International Union Against Cancer, 1958.
See in general, Leslie H Sobin, ‘TNM:

principles, history, and relation to other

prognostic factors’, Cancer, Supplement, 2001, 91:
1589-92.

15These are the divisions presented by
H Jackson and F Parker, Hodgkin’s disease and
allied disorders, New York, Oxford University
Press, 1947.
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lymphatic tumors’, Am. J. Med. Sci., 1948, 216:
625-42, p. 633.
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the lymphomas as a whole blended into each other to such a degree that “a rigid sub-
classification of lymphatic tumours is artificial and confusing”."”

In the first decade of the twentieth century, clinicians had also sub-categorized Hodgkin’s
into a series of clinical pictures.'® By the eve of the Second World War, further clinical work
had subdivided these “pictures” according to several courses of evolution. Following the
French specialists, Paul Chevalier and Jean Bernard, the Swiss radiotherapist René Gilbert
had delineated four varieties of evolution.'® Their diagnosis demanded considerable clinical
acumen for they were combined with a further eleven different lymphatic and extralym-
phatic forms. Experts in radiotherapy such as Gilbert”® believed that these clinical variants
precluded any possible standardization of treatment. When combined together with the
problem of shifting histopathology, Gilbert, unsurprisingly, had this to say about standar-
dization just before the outbreak of the Second World War:

By its polymorphism and by the great variation in its evolutionary features in different cases . . . the
disease presents great diagnostic and therapeutic difficulties. Its treatment cannot be standardized; it
must always be adapted to each particular case and, on the part of the treating physician, requires
much clinical sense.”!

None the less, standardization is precisely what happened in the post-war period.

Lloyd F Craver, physician at the Sloan-Kettering Memorial Hospital in New York and
one of the administrators of the first cancer chemotherapy trials conducted with nitrogen
mustard just after the war, took the first step in the standardization process. For clinical trial
purposes, he organized the multiple clinical pictures into three classes of disease:
(I) localized; (II) regional (above or below the diaphragm); and (III) generalized, the latter
having been singled out for nitrogen mustard therapy.?? To go from classes to stages,
however, required a further step. In a series of papers published in the 1950s and now
regarded as “classics”,2> Vera Peters at the Toronto General Hospital subtly transformed

7 bid., p. 641.

18See for example, Kurt Ziegler, Die Hodgkinsche
Krankheit, Jena, G Fischer, 1911. Karnofsky has
analysed the relationship between these pictures and
present-day stages in David A Karnofsky, ‘The staging
of Hodgkin’s disease’, Cancer Res., 1966, 26: 10904,
pp. 1090-1.

19See René Gilbert, ‘Radiotherapy in Hodgkin’s
disease (Malignant Granulomatosis): Anatomic
and clinical foundations; governing principles;
results’, Am. J. Roentgenol. & Rad. Therapy, 1939, 41:
198-241, p. 204. The Chevalier and Bernard
classification of the forms of evolution can be
found in P Chevalier and J Bernard, La maladie de
Hodgkin (lymphogranulomatose maligne), Paris,
Masson, 1932.

20Gilbert is generally credited with having put
radiotherapy of Hodgkin’s disease on the map in the
inter-war period. Henry Kaplan, for example, credited
Gilbert with having invented enlarged field radiation
techniques; viz. irradiation of the entire lymph node
chain rather than the specific area of involvement.
As Gilbert did use control, post-war radiotherapists
imbued with the notion of a clinical trial had “a
tendency to dismiss his apparently superior results as

being due to case selection”. Henry S Kaplan, ‘The
radical radiotherapy of regionally localized Hodgkin’s
disease’, Radiology, 1962, 78: 553-61, p. 553. See
also, Maurice Tubiana, ‘Development of the concept of
Hodgkin’s disease as a curable illness: the European
experience’, in Mauch et al. (eds), op. cit., note 10
above, pp. 234.

2L Gilbert, op. cit., note 19 above, p. 198.

2Lloyd F Craver, ‘Recent advances in treatment
of lymphomas, leukemias and allied disorders: the
Bulkley lecture’, Bull. N. Y. Acad. Med., 1948, 24:
3-25, p. 12. See also, D P Slaughter and L F Craver,
‘Hodgkin’s disease; five year survival rate; value of
early treatment; notes on four cases of long duration’,
Am. J. Roentgenol. Rad. Therapy, 1942, 47: 596-606.
This, in turn, was an expansion of Dorothy Reed’s 1902
stages (Stage I: lymph node enlargement, Stage II,
progressive cachexia). D M Reed, ‘On pathological
changes in Hodgkin’s disease with especial reference to
its relation to tuberculosis’, Johns Hopkins Hosp. Rep.,
1902, 10: 133-96.

2 Saul A Rosenberg, ‘Development of the concept
of Hodgkin’s disease as a curable illness: the American
experience’, in Mauch er al. (eds), op. cit., note 10
above, pp. 47-57, on p. 47.
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Craver’s classes>* by evaluating her population of patients treated at the Toronto General in
terms of the factors that correlated with five- and ten-year survival rates. The most sig-
nificant prognostic factors turned out to be extent of anatomical involvement upon pre-
sentation of disease or, in other words, Craver’s classes. Unlike the latter, however, Peters’
articulation of the classes with survival data enabled her to specify three stages based not
only on presentation of the anatomic extent of disease, but also on response to treatment. For
example, Peters defined stage one as more than “involvement of only one lymph node
region or a single lesion elsewhere, with no constitutional symptoms’’; indeed, she went on
to show that the five-year survival rate following radiotherapy was approximately 88 per
cent. Unlike the classes, then, the stages were correlated with treatment history and could
thus be construed as “truly” prognostic.

The stages thus overlapped with but were not identical to the clinical pictures or classes. In
particular, Peters went on in the same paper to use the stages in a comparison of two forms of
irradiation therapy; one with and one without prophylactic radiation. In other words, Peters
made uniform therapy possible—impossible, we recall, according to Gilbert—by dividing
the disease into stages and putting patients into the stages rather than drawing increasingly
complicated “forms” in an attempt to gather patients into a complex series of “pictures” >
More than a description, stages set out prescriptions or rules for therapeutic intervention.

An additional consequence of Peter’s scheme was that, by reporting treatment results in
terms of clinical classification, she described the evolution of the disease under specific
therapeutic regimes; a “treatment history” as opposed to a “natural history”. Peters’
approach not only constituted a decisive step in the standardization of treatment but
also overcame the initial obstacle to that standardization, the cloudy picture presented
by the somewhat fluid pathology. Peters’ scheme also showed the “clinical” classification
to be superior to the “pathological” classification in terms of prognosis. In particular, she
concluded as a result of her findings that “the pathological picture is a very necessary,
indeed the only proof of the diagnosis, but in establishing the prognosis it acts as a valuable
aid, but is not as conclusive as the clinical factors” 2% Robert Lukes, who in 1954 had become
head of the Lymphatic Tumor Division at the US Armed Forces Institute of Pathology,
recognized this novelty in Peters’ method when, reviewing previous histopathological
classifications in the early 1960s, he wrote:

The application of a clinical staging method by Peters to survival studies in Hodgkin’s disease and
in the evaluation of the effectiveness of radiation therapy without regard to histologic classification
presented a new analytic approach.27

24See M Vera Peters, ‘A study of survivals in
Hodgkin’s disease treated radiologically’, Am. J.
Roentgenol., 1950, 63: 299-311; M Vera Peters and
K C H Middlemiss, ‘A study of Hodgkin’s disease
treated by irradiation’, Am. J. Roentgenol., 1958,

79: 114-21.

25 As Gianni Bonadonna has noted in a recent
appreciation of Peters’ work, the latter went beyond the
clinical simplification and improved treatment:
“Important from many points of view were the initial
publications by Peters, who, with Gordon Richards,
between 1928 to 1953, used a treatment plan very
similar to that of Gilbert. First, she reported treatment

results according to a three-stage clinical classification
that also included the presence or absence of systemic
symptoms. By doing this, she started a new era of
rational emphasis on diagnostic evaluation and
treatment reporting based on the anatomic extent of
involvement.” Gianni Bonadonna, ‘Historical review
of Hodgkin’s di Br.J. H tol., 2000, 110:
504-11, on p. 10 out of 16 from download.

26 peters, op. cit., note 24 above, p. 307.

27Robert J Lukes, ‘Relationship of histologic
features to clinical stages in Hodgkin’s disease’, Am. J.
Roentgenol., 1963, 90: 944-55, p. 944.
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Indeed, inverting the pathology-clinic hierarchy, Lukes went on to use Peters’ stages to
evaluate clinically the histopathological classification “established on the basis of the
author’s [Lukes’] experience with over 3,000 cases of Hodgkin’s disease while Chief of
the Hematopathology Section of the Armed Forces Institute of Pathology from 1954—
1962”.%% Lukes’ comparison showed his histological types to be distinctly superior to
previous pathological classifications in so far as, when correlated with the clinical stages,
they dissipated much of the fluidity that had been associated with the histopathological
subtypes.”?

In addition to the advances in radiotherapy, the role of chemotherapy was considerably
enhanced during Lukes’ tenure at the US Armed Forces Institute of Pathology. Initial
experiments with nitrogen mustard carried out in the late 1940s by researchers like Craver
at Sloan-Kettering were greatly expanded in 1955 with the formation of the co-operative
clinical trials groups organized by the National Cancer Institute (NCI) to conduct large-
scale, multi-institutional stage two and stage three clinical trials. The programme grew
exponentially for the first ten years, recruiting 1,000 clinicians and 16,000 patients in over
250 institutions in the largest clinical cancer trials ever seen.*® Promising results with the
leukaemias and the lymphomas had led C Gordon Zubrod, the head of the programme
at the NCI, to create a series of task forces in 1963 specifically targeting the leukaemias
and the lymphomas.

The development of clinical trials abroad, and the emerging variability in the application
of staging criteria in Hodgkin’s disease, suggested the need for a standard international
classification system. Thus Peters’ staging system and Lukes’ new histopathological sub-
types were showcased at two international symposia on Hodgkin’s disease held in 1965, one
in Paris®' and one in Rye, New York. At the Paris meeting, Lukes’ system shone through in
a negative manner when an international panel of three pathologists, including Lukes,
reported the results of a blind examination of 395 biopsies from six different hospitals.
The experts concluded that, although the criteria for the diagnosis of Hodgkin’s were more
or less internationally equivalent, competing sub-classifications added little in terms of
prognostic information and that, in this respect, Lukes’ system would be preferable as an
international standard.>

The proposals presented in Paris in February were resubmitted to the Rye symposium in
September 1965. Here, an international committee proposed the adoption of a slightly
modified version of Peters’ system subsequently known as the Rye classification.>

2 1bid., p. 947.

21bid., p. 955. Lukes compared his own
classification explicitly with that developed by
Jackson and Parker, op. cit., note 15 above.

These numbers