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Through the years the adenomatoid tumour has suffered
many vici itudes in it nomenclature, ranging from
mesothelioma and adenomyoma, to lymphangioma and
others. Although aegeli' first described the tumour in
1912, it was not until 1945 that Golden and Ash2 reponed
15 cases, described their pathological appearances,
emphasized the benignity of the tumour and suggested the
name 'adenomatoid tumour' - a term descriptive rather
than hi togenetic. At that time the origin of the tumour
was in doubt, and many suggestions concerning its histo
genesis were propounded. Current feeling is that it is
probably derived from Wolffian or Mullerian vestiges,
most likely the latter, since the sites in which the tumours
are observed are consistent with the sites of the Mullerian
vestiges in the male and female but not with the Wolffian
vestiges in the female.

For a detailed description of this tumour. the reader is
referred to the articles by Golden and A h,2 and Rankin.3

The adenomatoid tumour is a benign neoplasm found,
in the male, usually in the epididymis or in association
with the tunica vaginal is; and in the female in the ovary,
fallopian tubes and body of the uterus. The tumour con
sists of interlacing cords of polygonal cells and duct-like
tructures lined by flattened or cuboidal epithelial-like

cells. Many of these cells are vacuolated, but tbe contents
of these vacuoles and tbe duct-like structures have not
been identified. The stroma consists of loose connective
tissue, cellular fibrous tissue, or dense collagenous tissue.
Smooth muscle is usually seen in the tumour, particularly
at the periphery and often in abundance, but it is possible
that this smooth muscle is part of the surrounding struc
tures, rather than a part of the tumour itself. Usually
seen in adulthood, this tumour is exceedingly mre in
adolescence or childhood, and (to date) only one case has
been reported in a neonate.4

The ca e we report appears to be the second adenomatoid
tumour in a neonate to be described. The patient was a new
born African male infant. At operation the tumour appeared
to be in the left testis and was approximately the size of a
walnut. It was apparently limited by the tunica vagina lis
externally, while the epididymis itself looked normal. The site
is, therefore, somewhat unusual. The specimen received con
sisted of a portion of a greyi h-white tumour, measuring
approximately a centimetre in diameter. Hi tological sections
showed the typical feature of an adenomatoid tumour (Fig. I).

t the Soutb African Institute for Medical Research,
over the last 6 years, 21 adenomatoid tumours have been
diagnosed (Table I). Of these, 9 were in females and 12 in
males. In the males all the tumours appeared to have
been as ociated with the testi and epididymis, but in-
ufficient information precludes a more accurate localiza

tion. In the female, 3 of the tumours were located in the
fallopian tube and the remainder in the body of the
utem . A suspiciou lesion in the ovary was reviewed, and
since there wa some doubt about its identity, it has been
excluded from thi erie.

Before 1955, the diagnosis of adenomatoid tumour was
not made, and re-examination of sections reported as
'mesenchymoma', 'unusual fibroma', etc., showed that
none of these were in fact adenomato id tumours.

The adenomatoid tumour would appear to be the most
common benign lesion occurring in the epididymis and

TABLE 1. ADENOMATOID TUMOURS DIAGNOSED AT THE SAfMR,
1955 - 1961

No. Age (years) Sex Race Site
1 35 Male Bantu Epididymis
2 56 Male White Epididymis
3 42 Male Bantu Epididymis
4 48 Male Bantu Epididymis
5 ? Female White Uterus
6 48 Female White terus
7 ewborn Male Bantu Testis
8 50 Female While Uterus
9 54 Female White Uterus

10 24 Female While terus
Jj 38 Male Banru Epididymis
12 30 Male White Epididymis
13 42 Female White Fallopian tube
14 40 Male White ? Testis
15 29 Male White Epididymis
16 33 Female White terus
17 40 Female White Fallopian tube
18 31 Male White Testis
19 33 Male White Epididymis
20 58 Male White Epididymis
21 30 Female Bantu Fallopian tube
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fallopian tube, and in the myometrium it is e ond only
to fibromyomata.

UMI\tA.Ry

The econd case of an adenomatoid tumour in a neonate
is reported, and 21 additional cases are recorded.
. We wi h to express our appreciation to the medical taff of

the Him Mi ion Ho pital, orthem Tran vaal, for permi ion
to publi h thi ca e, and to Mr. M. Irich of the uth

fri an Institute for Medical Rear b for the photograpb.
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PREVENTABLE ILLNESS I CHILDRE *
H. I ELSON. M.A., M.D., D.P.H., D.T.M., Medical Officer of Hea/th, Pretoria

From these figures we see that there has been a great
improvement in the Bantu rates as well. They are, however,
stiLI very high and indicate unsatisfactory health conditions.

When we look at the overal1 picture we find that the average
infantile mortality rate for al1 races in Pretoria for 1959 is
2'08. and if we really want to compare the health of our

population as a whole with that of any other place, we must
judge and be judged by this total rate.

On the other hand, we must assess the Bantu infantile mor
tality rate in its correct perspective. There are very many
countries in the world wbich still have an infantile mortality
rate much bigher than our Bantu, and if we analyse statistics
for ocio-economic groups of White people living under imilar
<:onditions to our Bantu, even in the most civiJized countries
in the world, Wi: find that their infantile mortality rates
approximate thos;: of our Bantu.

However, no country can be ati fied if only one ection
of its population is healthy. lt i more than a moral obligation
to make ure that every child - irre pective of creed, colour
or race - ha a. good a start in life a po ible, and is pro
tected again t preventable illnes, tarvation and death.

If a large number of infants die in the fir t year of their
lives, there mu t also be a large number who, although they
survive, must receive some setback which i likely to impair
their physical or mental health temporarily or permanently,
and this holds good for White and Black.

It is an indi putable fact that mo t infantile deaths are
prevent~ble; it has also been proved that the rates vary accor
ding to the socio-economic position of the different ootions of
the community. Among wealthy people infantile mortality
rate are low; as the economic po ition deteriorates so the
infantile mortality rate rises.

Preventive Mea>sures
The live of many babies have been aved by preventive

medicine pure and simple. Antenatal, child-welfare and similar
clinics have done much to reduce infantile mortality.

We cannot, however be sati fied with the extent of our
preventive and other medical mea ures. A great deal more
can be done in South Africa and, where these ervices are
still inadequate, as much as possible mu t be done to extend
them. But there is a limit to what can be done by sucb
measures alone, and in spite of the best po ible preventive
medical ervices we still lose hundreds of babies unnecessarily
every year. When the socio-economic level becomes uch that
there are inadequate nutrition, housing and other social ameni
ties, pure medical science can prevent only a certain number
of deaths.

Dr. eudorfer-Redlich, Austria's representative on the United
ations Children's Fund, reported a hort while ago (1960)

that 'there are about 900 mill.ion children in the world, about
600 million of whom are hungry and sick, children for whom
the world doe not accept the simple responsibility of providing
food and reasonable care'.

SOCIO-ECONOMIC FACT'ORS

If the population is divided into socio-economic groups the
importance of money becomes evident.

To try and find out what part the economic factor plays, we
investigated the circumstances of 2 groups of White people in
Pretoria some years ago. In group I were people with an
income of over £700 a year. that is, the 'better-off cia s.
Group 1I included the 'sub-economic' persons with an income
under £200 a year.

The investigaticns in each group were, apart from incomes,
made without any election. and families were picked at ran
dom. In each group the histories of all children born alive
were followed up for the year 1944, 194- and 1946** to deter
mine how many children died in each group within the first
3 years of their lives. A comparable investigation on a much
bigger scale was also undertaken in Great Britain some years
ago.

In the Pretoria survey 236 live birth were inv tigated in
group I (i.e. familie with an income of over £700 per annum).
The mortality rate wa 30 pe( 1,000 (comparable rate for

• From an .address delivered at a meeting of the 'u.rsery School Asso-
cl.lion of uth Africa. Bloemfonlein, 5 July 1961.

•• The value of the pound sterling was of course greater in the years
1944, 1945 and 1946 lh.n il is now.
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Australi. .. . .
England and W.les
Holland .. .. ..
Uniled SUlles of America
South Africa (Europeans)

European ..
BanlU

In the first few years of the lives of children, their chances of
urvival increase as they grow older. The mo t dangerous period

is the first day or ('\vo, then the first week, then the first month,
then the first year, and so on until they are about 5 years old.

The greatest toll is taken during the first year of life. Tbis
-death rate is known as the infantile mortality rate and is the
record of the number of infants who, out of every 1,000 live
births during any particular year, die in the first year of their
lives.

Throughout the whole civilized world a great deal has been
<lone to bring this rate down, as can be seen from the following
comparative table, wbich gives the infantile mortality rate for
ome countries over the last 22 years. I have chosen these

<:0untries becaus<: conditions in them are comparable with
those pertaining to the White population of South Africa:

1935 1942 1957
102 40 21·7
57 49 24·7
40 40 18·8
52 37 26·2
63 48 27·7

From these statistics it wil1 be noted that the European
infantile mortality rate in South Africa compares reasonably
well with those of other countries. These figures do not include
non-Whites, for whom the infantile mortality rates are very
high.

While we can be satisfied with the progress wbich has been
made in saving the lives of so many infants, there are still a
number of deaths wbich are preventable and should be pre
vented.

In dealing with preventable iUnesses and deaths in children,
I am confining myself to Europeans, because the non-European
problem is one wbich should be tackled on its own.

lt is, however, important for us to look at ome Bantu rates
as wel1 for the sake of comparison. As an example I have
taken Pretoria figures because accurate statistics for the whole
Bantu population of South Africa are not available, and I
think Pretoria's figures are typical of our larger urban areas.
Even the Pretoria figures are not quite correct, and should
probably be somewhat lower. For the sake of comparison I
bave taken figures for the same years as those shown in the
previous table:

INFANTILE MORTALITY RATES FOR fRETORlA

1935 1942
51 47·34

347 329


