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with plpmg from a central source, much floor space
will be saved.6 There must, however, be 1 portable
suction unit and an oxygen cylinder available, in case
of failure of the system. Suction catheters, a mouth gag
and a sphygmomanometer should also be available at
every bed.

Other equipment to be kept in the recovery room at
all times includes: box-wood wedges (for opening
clenched jaws); oropharyngeal airways; laryngoscopes of
all sizes; endotracheal tubes and connections; positive­
pressure respiration apparatus (e.g. the 'ambu' resusci­
tator, or the Oxford inflating bellows); one or more
oxygen tents; drugs, such as stimulants, sedatives, etc.;
sterile syringes and needles; intravenous infusion sets;
sterile tracheotomy drum or pack; and sterile cardiac­
massage drum or pack.

ADMINISTRATION AND PERSONNEL

The recovery room should be the responsibility of an
anaesthetist, in close cooperation with the surgeon and,
when necessary, with a physician. A member of the
medical staff must be on the spot at all times, but the
final assessment before returning the patient to the ward
shoulo be made by the anaesthetist. Resident surgical
staff should retain contact with their patients in the
recovery room, so that a most important part of their
training is not lost.2

The nursing staff should be headed by a trained
nurse, experienced in the care of unconscious patients
and of patients recovering from recent surgery. The
head nurse should be permanent if possible, but the
remainder of her staff, both trained and student, can
be rotated through the department if necessary. There
must, however, always be at least I trained nurse on
duty in the recovery room.

Record-keeping must be of the highest standard, for

it is in the early postoperative period that so much
information can be gleaned from properly-kept records.

PROCEDURE

On admission to the recovery room each patient is
examined fully, with particular reference to: the airway;
respiration; the skin (colour, sweating and capillary-refill
time); the pulse and blood pressure; the state of reactivity;
and dressings, drains, gastric tubes, etc. All patients who
are not completely conscious should be placed in the
lateral-recumbent or 'tonsil' position.

When the patient is to be discharged, the above­
mentioned points are all rechecked and a record made
of the condition on leaving the recovery room. With
careful attention to detail these methods are bound to
contribute much towards the safety of the patient. In­
deed, it can be said with certainty that, although a
recovery room costs money, it often saves nurses and
it sometimes saves lives.

SUMMARY

The aims and advantages of postoperative recovery
rooms are discussed. A brief description is given of the
principles to be followed in the establishment of a re­
covery room, and of the management thereof. It is
suggested that steps should be taken to meet the demand
for such units in the larger South African hospitals.

I wish to thank Dr. C. S. Jones, Head of the Department
of Anaesthesia, University of Cape Town, for his helpful
advice.
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ISOLATED NON-PARASITIC CYSTS OF THE LIVER IN NEWBORN INFANTS

REVIEW AND CASE REPORT

I. M. MARKS, M.B., CH.B. (CAPE TOWN), formerly Registrar, Department of Pathology, University of Cape Town *
Reports in the literature have suggested that isolated
non-parasitic cysts of the liver, polycystic disease of the
liver and kidney excluded, are uncommon. Detailed
reviews have been presented by Munroe1o and Geist,S who
collected 193 cases from the literature. Since then nume­
rous reports have appeared, including that of Desser and
Smith: who found 8 more cases in hospital records.
Warren and PoIk,u Morgenstern9 and others have also
added to the literature. The records of the Department
of Pathology, University of Cape Town, show at least 5
more examples in adults found incidentally on postmortem
examination. It would seem that the overall incidence of
these cysts is higher than would appear from the numbers
reported in earlier years.

These cysts have been reported less commonly in the
paediatric age-group. Desser and Srnith4 found 31 examples
in the literature in children under 13 years of age, and

• ow Senior House Officer, Maudsley Hospital, London, 8.F.5.

the 8 cysts they themselves reported were all in children.
Of these, 3 were in neonates. Of Geist's series5 only 2
were in neonates. One of these was that reported by Bagot
(1892).1 It was a large cyst of the liver in an infant with
a papular eruption of syphilitic character and it caused
dystocia. Muller, quoted by Bagot, noted in an infant
a 'lymphatic tumour of the liver' weighing 4 lb., which
also obstructed labour. MollS (quoted by Geist) described
a cyst of the right lobe of the liver containing 1IO ml.
of fluid in a neonate. Thus it can be seen that these cysts
have been reported very rarely in neonates, only 6 being
on record. The following additional case is therefore of
some interest, presenting with the unusual combination of
a liver cyst with anaplastic giant cells of the foetal adrenal
cortex.

CASE REPORT

History
The mother, a coloured patient (i.e. of mixed White and
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Fig. I. Liver with the attached cyst.

non-White ancestry) \ as admitted in labour at 36 week \ ith
pre-eclamptic toxaemia. Soon after delivery postpartum haemor­
rhage necessitated manual removal of the placenta: the mother
died half-an-hour later.

The infant was limp and cyanosed at birth, and was gi en
oxygen. A large flabby abdomen was noted. The infant died
two-and-a-half hours after birth.
Filldill/?s Gl A IItopsy of Infant

The infant's weight was 3,044 g. and the length 49 cm. The
abdomen was enlarged and flabby. There was a large caput
>uccedaneum, partial bilateral talipes equinovarus and short
metatarsals of the little toes.

[i"er c\"St. The cause of the enlarged abdomen was a huge
laxly-filled. reddish-brown cyst. 13 cm. in diameter. hanging
from the posterior surface of the right lobe of the liver
(Fig. I). It lay anterior to the intestine, its wall being

foelal adren31 cortex showing numerous

Origin of The CysT
The site of origin of the cyst is speculative. It may have

originated in the liver capsule, or in hepatic ti sue beneath
the capsule, growth being in the line of least resistance
outwards the huge size of the cy t causing great disten­
sion and thinning of the wall. This may explain the canty
bile ducts and absence of liver cells in the wall compared
with those noted in other cases. The liver capsule ur­
rounded the cyst and therefore, though the fundus of the
gallbladder was contiguous with the cyst wall, the gall­
bladder could not have given ri e to the cy t.

The histogene is of the cy t may have been from an
intrahepatic bile duct, the bilirubin in the cy t fluid being
compatible with this po ibility. Other structure from
which it could have arisen are lymphatic, venou , arterial
or capillary va cular channel. but the imple tructure of

DtSCUSSION

numerous giant cells in most of the foetal cortex though none
was seen in the definitive cortex. They were mostly in the inner
areas of the foetal cortex and showed pronounced nuclear and
cytoplasmic anaplasia. In these areas there were also numerou
normal cells. The giant cells were large. up to 6 times the
diameter of normal cells. and were distributed in heet,
clumps and isolated individual cells. The nuclei were hyper­
chromatic. with well-defined borders, and their chromatin wa
distributed in a granular and linear network. Their shape wa
u ually round or oval. often irregular. The nuclei were large
in relation to the cytoplasm. A few cells had up to 5 nuclei.
and many of the nuclei contained slightly eo inophilic
inclusions up to half the size of the nucleus. The cytoplasm
was similar to that of the normal cells. but in ome there
were numerous clear vacuoles, most marked round the nucleus.
The small, thin, definitive cortex contained no lipoid. Some
extramedullary haemopoiesis was noted in the innermost
portion of the gland.

The other organs were normal on histological examination.

medullary haemopoiesis with some increa e in portal conne ­
li e tissue.

The thyroid howed absent colloid and increa ed collagenou
tis ue intralobularly and between the acini. In the pancrea
the islet of Langerhans were prominent and some extra­
medullary haemopoiesi was present.

The adrenal gland (only I was sectioned for histology) con­
tained striking anaplastic giant cells (Fig. 2). There were

" ,.,.., 1

contiguous with that of the fundus of the gallb~adder. It
weighed 300 g.. its bulk being nearly twice that of the liver.
which weighed 154 g. A leash of blood vessels ran over the
,urface of the cyst from its hepatic attachment. It base was
a triangular area of tbe posterior surface of the liver above
the fundus of the gallbladder. A small amount of liver tissue
was present in that part of the wall of the cy t which was
in contact with the liver. The cyst, which was unilocular.
ontained 285 ml. of yellow-brown fluid as well as an off­

white coagulum which had been visible through the wall of
the cyst. After the fluid had been removed, the cyst-wall was
seen to be smooth, reddish and translucent.

C.\"St fluid. Chemical estimation of the fluid was as follows:
Van den Bergh. negative; bilirubin, 1·2 mg. per lOO ml.
(mainly indirect); cholesterol, 26 mg. per 100 ml.; alkaline
pho phatase, 2·7 Bodansky units; proteins, albumin, 2·0 g.
per 100 m!.. globulin 4·1 g. per 100 ml. '0 crystals were
een in the fluid on microscopy.

Other organs. The liver, apart from the cyst, was normal.
a were the gallbladder and bile ducts. The adrenals (9 g.) had
a normal foetal appearance. The thyroid howed a marked
generalized enlargement - 2 - 3 times normal, but unfortu­
nately was not weighed. The other organs showed no special
features.
Histology

At the cyst"s origin the liver substance tailed off gradually
into the cyst wall with no epithelial lining. The wall consisted
of 3 ill-defined layers. In the middle there was loose connective
ti sue containing canty bile ducts and many sinu oid . The
outer and inner layers con isted of scanty flattened cells in
onnective tissue. The wall of the fundu of the gallbladder
va contiguou micro copically with that of the cy t in one
mall area. The liver el ewhere showed very active extra-
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the liver. The occurrence of both these conditions in this
case is thought to be purely coincidental.
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the cyst does not favour this origin. The first suggestion
seems the most likely.

The absence of any epithelial lining is worthy of com­
ment. Very .little active secretion could have occurred, yet
the laxly-distended cyst contained 285 ml. of fluid.

These cysts so far have been of no clinical importance
in neonates except when of great size, when they have
caused Q,bstructed labour.

Association with Giant Cells in the Foetal Adrenal Cortex
Giant cells were first noted by Kampmeier6 in the

adrenal cortex of foetuses aged 2 - 4 months. In recent years
they have been studied by several authors.2•3•7 They appear
to b~ related to cells found in the' adren:il glands of
normal foetuses. Under certain circumstances these c"ells
remain conspicuous until a few months after birth, and
very rarely may be present many years later.7 No effect
can yet be ascribed to them, and there is no evidence in
favour of a neoplastic or viral origin of these cells. Their
fate is a mystery. .

They have not hitherto been associated with a cyst of

SUMMARY

The literature on isolated non-parasitic cysts of the liver
is briefly reviewed, the rarity of reports of these cysts
in neonates being noted. An additional case is described
in a neonate, where the unusual combination of a liver
cyst with anaplastic giant cells in the foetal adrenal cortex
was found. The combination is thought to be coincidental.

I should like to thank Prof. J. G. Thomson and Dr.
C. J. Uys of the Department of Pathology, University of
Cape Town, for their helpful advice, and Dr. M. Berman for
the photographs.

--LIVE POLIOVmUS VACCINATION CAMPAIGN

A campaign has recently been launched in the main centres
of South Africa to vaccinate individuals in susceptible
age groups with attenuated live poliovirus. This follows
decisions taken at the Fifth International Poliomyelitis Con­
gress held in Copenhagen in July this year.

The vaccine which is being used is the Sabin attenuated
live virus, which has already been used to vaccinate more
than 80 million people in various countries. The Congress was
satisfied that this vaccine is safe and effective and it is expected
that it will offer a life-long immunity.

At present only Type I vaccine is being released by the
Poliomyelitis Research Foundation. Second and third feedings
of Types I, II and III will be available in April and May 1961.
The age groups considered susceptible are all Europeans up
to the age of 30, and all non-Europeans up to school-leaving
age. The difference lies in the natural immunity which has
been shown to occur at an earlier age in the non-European

population. Should enough vacc.ine be available, persons out­
side these age limits will be vaccinated.

The vaccine is being supplied to local authority health
departments in bulk. It requires most careful deep-freeze refri­
geration and handling and will be administered in sweets to
all age groups over 1 year (children under 1 year of age will
receive syrup).

Because of the difficulties of handling, it is not being issued
to general practitioners in the present campaign. All practi­
tioners are asked, however, to encourage their patients to
avail themselves of the opportunity of receiving this vaccine
if they fall within the age groups to be vaccinated.

In the meantime, the public health authorities advise that
the use of the Salk formalin-inactivated vaccine be continued,
at least until Types IT and ill of the oral live vaccine become
available.

ASSOCIATION NEWS

RAILWAY MEDICAL OFFICERS' GROUP (M.A.S.A.)

VERENIGINGSNUUS

SPOORWEGDOKTERSGROEP (M.V.S.A.)

NOTICE OF ANNUAL GENERAL MEETING

Notice is hereby given that the Annual General Meeting of the
RMO Group will be held at Medical House, Esselen Street,
Johannesburg, on Wednesday, 16 November at 2 p.m. sharp.

Agenda
1. Minutes of the last Annual General Meeting (circularized).
2. Matters arising out of minutes and confirmation of

minutes.
3. Annual Report of the Hon. Secretary-Treasurer.
4. The Chairman's report on negotiations with the Central

Sick Fund Board.
5. To receive and adopt Audited Statements of Account for

period 9 September 1959 - 30 September 1960.
6. Office bearers of the Group for year 1960 - 1961.
7. Resolutions from Branch Sub-Groups.
8. General.

M. Cohen
Eresekretaris-Te.rourier

KENNISGEWING VAN ALGEMENE JAARVERGADERING

Kennis geskied hierby dat die Algemene Jaarvergadering van
die Spoorwegdoktersgroep te Mediese-gebou, Esselenstraat,
Johannesburg, op Woensdag 16 November 1960 om 2 DID.
presies gehou sal word.

Agenda
1. Notule van die vorige AIgemene Jaarvergadering (uitge­

stuur).
2. Sake wat spruit uit die notule en bekragtiging van

notule.
3. Jaarlikse verslag van die Eresekretaris-Tesourier_
4. Voorsitter se verslag van onderhandelinge met die

Sentrale Siekefondsraad.
5. Aanbieding en aanvaarding van ge-ouditeerde Rekening­

state vir die tydperk 9 September 1959 - 30 September
1960.

6. ~psdraers van die Groep vir die jaar 1960 - 1961.
7. Besluite van Tak-Sub-Groepe.
8. Algemeen. .

Judithweg 66
Emmarentia
Johannesburg
15 Oktober 1960

M. Cohen
Hon. Secretary-Treasurer66 Judith Road

Emrnarentia
Johannesburg
15 October 1960




