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TABLE IV. PREGNANCY IN WHICH ANTIBODIES WERE fiRST
DEMO. STRABLE

1st 2nd 3rd 4th 5th
14 218 165 64 19

6th 7th 8th 9th Total
II 5 3 1 500

Chances of survival. The factors influencing the
prognosis having been described, it remains to con
sider how these have worked out in practice. It
is now accepted that with proper antenatal care and
prompt investigation and treatment of the baby the risk
of neurological sequelae is negligible. Survival therefore
rm:ans the survival of a normal child and the figures
illustrated in Table V summarize our results in a series
of 400 cases treated over a period of 10 years. The

TABLE V. RESULTS OF EXCHANGE TRANSFUSIO OF
400 BABIES

Number Survived Died Mortality
%

Europeans .. 265 244 21 7·9
Bantu 135 126 9 6'7
Tolal 400 370 30 7'5

COMPARATIVE FIGURES

Newcastle, England 1948-1957a .. 652 605 47 7·2
Western Australia 1951-1954b .. 164 150 14 8·2
Sydney, Australia 1950--196Oc 223 194 29 13·0
USA 1953-1958d :: 519 481 38 7·3
USA 1949-1961e .. 285 251 34 11·9

a. Walker, W. (1958): Vox Sang. (Basel), 3, 336.
b. KelsaU, G. et af. (1957): Lancet, 2,1255.
c. McBride, W. G. (1961): Med. J. Aust., 1,403.
d. BoW, T. R. J. and van Westphal, M. C. (1960): Pediatrics, 26, 745.
e. Harris, L. E. et al. (1962): Proc. Mayo Clin., 37, 574.

mortality is increased by the inclusion of cases referred
late for investigation and treatment, but is about 4% in
patients investigated by our services and treated according
to our pre-arranged advice and plans. We recently com
pleted a series of 100 consecutive cases without a death.

Compared with the representative overseas figures shown
our results are very gratifying, especially when it is
remembered that the exchange transfusions were carried
out as a 24-hour service by one team in 25 different
hospitals and maternity homes spread over a radius of
45 miles. It is felt that no further significant reduction
is possible and before embarking on a further pregnancy
sensitized patients should reconcile themselves to a 2 - 4%
risk of neonatal death and a 12 - 15 % risk of stillbirth if
the antibody titre is high. Foetal loss due to stillbirths
remains the crux of the Rh problem and no practical
solution to this aspect is to be anticipated in the fore
seeable future. For this reason we consider further preg
nancies to be contraindicated where the husband is
homozygous Rh-positive and the wife has been sensitized,
especially if such sensitization has been partly due to an
incompatible blood transfusion in the past and if the titre
is high.

SUMMARY

A brief review is given of the part played by the South
African Institute for Medical Research in blood-group
research and blood transfusion.

Our experience of haemolytic disease of the newborn
is analysed and some conclusions are drawn from the
investigation of more than 250,000 European and Bantu
patients and the exchange transfusion of 400 babies.

The influence on prognosis of race, ABO blood groups,
sex and weight is described.
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THE MORPHOLOGY OF MALIGNANT TUMOUR CELLS IN
SEROUS EFFUSIONS

SARAH KLEMPMAN, Cytology Unit, Department of Histopathology, South African Institute for Medical Research,
Johannesburg

Pleural and ascitic fluids make up approximately 15 - 20%
of the total number of specimens examined by the diag
nostic cytology unit of the SAlMR. In patients suspected
of harbouring a malignant tumour, the identification of
cancer cells in the effusion confirms the presence of a
neoplasm and indicates the prognosis. Where the cause
of the effusion is obscure, the positive smear establishes
the diagnosis. Although this aspect of cytology has not
the significance of female genital cytology in detection
and subsequent eradication of malignancy in its earliest
stages, it is of value as a diagnostic procedure.

METHODS

FresWy aspirated fluid is submitted to the laboratory
immediately, where five smears are prepared from the

sediment of the centrifuged specimen. Two are stained
with E.A. 65, O.G.6,1 two with May-Grtinwald Giemsa,~

and one with acridine orange3 for fluorescence microscopy.
If a coagulum is present it is fixed in Bouin's fixative

embedded in paraffin, sectioned and stained with
haematoxylin and eosin.

MORPHOLOGY

Metastatic tumours of the serous membranes account for
the majority of malignant effusions. Primary malignant
tumours, the diffuse mesotheliomas, occur far less fre
quently. From either source cancer cells exfoliate into
the accumulating fluid, which forms an excellent medium
for their continued growth.
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Metastatic Tumours

Adenocarcinoma

This is the commonest metastatic tumour, and two
distinct patterns are recognized:

I. The malignant cells occur in aggregations or clusters
as morulae, and acini (Fig. 7). The distinctive feature is the
presence of large cytoplasmic vacuoles (Figs. I - 6) which
displace the nuclei, often compressing them, forming
signet-ring cells. The nuclei show chromatin irregularity
and distinct nucleoli. The cytoplasm may be basophilic
or eosinophilic. In the aggregations mitoses may be noted.
This presentation was found in adenocarcinoma of the
gastro-intestinal tract, and uterine, pulmonary and ovarian
adenocarcinoma. In mammary carcinoma the cells are less
frequently vacuolated and more often occur as clusters and
sheets of medium-sized and small undifferentiated cells.
Fronds of malignant tissue desquamated from the tumour
occasionally occur in ovarian papillary adenocarcinoma
specimens.

2. Discrete isolated malignant cells (Figs. 8 - 10) con
stitute the chief cellular component. In size they are
similar to the mesothelial cell or somewhat larger. The
cell membrane is clearly outlined, the large nucleus is
central or eccentric, the chromatin irregularity is variable
and there is a prominent nucleolus. The cytoplasm is
basophilic or eosinophilic with the Papanicolaou staining.
It may contain fine vacuoles, a single vacuole compressing
the nucleus, or it may be homogeneous. This pattern was
noted in adenocarcinoma of pulmonary, colonic and
ovarian origin, but far less frequently. Distinguishing these
cells from active mesothelial cells may prove difficult.

Squamous Carcinoma
Since this tumour metastasizes far less frequently to

serous membranes, the occurrence of cancer cells In

associated effusions is less common.
The large cells have dense hyperchromatic nuclei with

eosinophilic cytoplasm (Papanicolaou method); the eosin
ophilia may be intense. The nuclei exhibit pleomorphism.
The cells occur singly (Fig. 11), in groups (Figs. 12 and
13), in large and small sheets (Figs. 14 and 15) and oc
casionally in pearl formation (Fig. 16).

Malignant Lymphoma

The striking feature is the marked celiularity of the
smear (Figs. 17 - 19), owing to the excessive number of
small cells forming tight groups in some areas and spread
evenly in others. The small lymphocytes have scanty
basophilic cytoplasm and deeply staining nuclei. The
immature forms are large, the nucleus occupies almost the
entire cell and there is a faintly basophilic cytoplasmic
rim. Many cells are distinctly outlined, but in others cell
margins are not evident.

]n a malignant lymphoma of the stem-cell type, the
entire population consists of primitive fragile cells with
large nuclei, some of which display prominent nucleoli
(Fig. 20) and a rim of faintly staining basophilic cyto
plasm. Mitoses are numerous.

Reticulum-cell Sarcoma
The number of reticulum cells varie greatly. Usually

they are discrete and single (Fig. 21), but small groups

may occur. Mature and pnmltlve forms are present. ]n
the mature form (Figs. 22 and 23) the cells have distinct
outlines, the nuclei are large and contain definite nucleoli,
and the cytoplasm has a delicate basophilia. The primitive
cell (Figs. 24 and 25) has scanty cytoplasm, the nucleus
is round or irregular and the nucleoli are large and
prominent. The chromatin network is that of an immature
cell.

Undifferentiated Malignant Cells
Anaplastic malignant cells occur as single elements,

clusters and sheets (Fig. 26). The principal feature is the
nuclear pleomorphism. Mitoses may be plentiful, reflecting
the active proliferation. Since cell differentiation is absent,
identifying criteria cannot be applied. Therefore attempts
to classify the cell type are virtually useless.

Primary Tumours

Malignant Mesothelioma
The morphology of cells derived from malignant

mesothelioma resembles that of benign mesothelial cells,
but the malignant cells have abnormal nuclei with pro
minent nucleoli. The cells occur singly as well as in groups.
They vary in size and many are multinucleated. In a recent
specimen (Figs. 27 - 29) aggregations of granular material
were noted in the cytoplasm. This was particularly
apparent in the Giemsa preparations. The possibility of
this being hyaluronic acid could not be ascertained, since
special techniques were not performed.

DISCUSSION

The identification of unequivocal malignant cells in
effusions is reported as a positive smear. Distinctive
features exhibited by the cells, and the 'patterns of arrange
ment, permit classification of the preparations into the
recognizable cell types, e.g. adenocarcinoma or lymphoma.
However, correlation with the site of the primary tumour,

Figs. 1 - 3. Differentiated adenocarcinoma. Clusters of large
vacuolated cells (Papanicolaou, Giemsa, acridine orange).

Figs. 4 - 6. Differentiated adenocarcinoma. Clusters of small
cells, some showing cytoplasmic vacuoles (Papanicolaou,
Giemsa, acridine orange).

Fig. 7. Adenocarcinoma. Acini consisting of small malignant
cells (haematoxylin and eosin).

Figs. 8 - 10. Discrete, single-cell adenocarcinoma (Papanicolaou,
Giemsa, acridine orange).

Figs. 11 -16. Squamous carcinoma (Papanicolaou, Giemsa,
haematoxylin and eosin).

Figs. 17 - 19. Malignant lymphoma. Numerous small immature
cells of the Iymphocyte series. Histology showed lymphosar
coma (Papanicolaou, Giemsa, acridine orange).

Fig. 20. Stem-cell lymphoma. ote the mitotic figure (Giemsa).

Fig!.. 21 - 25. Reticulum-cell sarcoma (papanicolaou, Giemsa,
acndme orange).

Fig. 26. Sheet of undifferentiated small cells (haematoxylin
and eosin).

Figs. 27 - 29. Differentiated malignant mesothelioma cells
(Papanicolaou, Giemsa, acridine orange).
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i.e. ovary, stomach or breast, is invariably less accurate.
Tentative suggestions may be proposed, but exact deter
mination is not always possible. This finding conforms
with the difficulty of interpretation of histological sections
of some metastatic tumour. Similarly, undifferentiated
malignant cells which may be derived from sarcoma, less
common varieties of carcinoma, and other miscellaneous
tumours, present as anaplastic malignant tumours in
histological section. Again it may not be possible to arrive
at a definite conclusion, in spite of the use of special
techniques.

The negative smear does not necessarily exclude
malignancy. An effusion associated with a malignant
tumour may occur in the absence of serosal metastases.
Fibrin covering the tumour may prevent the exfoliation
of cells into the fluid, or the tumour may not shed
malignant cells. These factors, or the inability to recognize
the cells as malignant, account for the 'false' negative
result. In suspected cases further specimens should be
examined.

The problem smears have atypical ceLls on which a
definite opinion cannot be expressed. Proliferating meso
thelial cells with active nuclei and increased cytoplasmic
RNA synthesis, which occur in congestive cardiac failure,
pulmonary infarction, virus pleurisy and cirrhosis of the
liver, may simulate malignant cells. The cytological picture
of malignant lymphoma may be difficult to differentiate
from a tuberculous effusion in which there are many
immature lymphocytes. These conditions are responsible
for false-positive reports. In conjunction with all the
available data further specimens should be examined in
an attempt to provide a final diagnosis.

As regards staining techniques, the cytologist relies on

the particular method with which he has had most
experience. Papanicolaou preparations provide excellent
nuclear detail upon which the diagnosis of malignancy
is primarily based. In acridine orange and Giemsa tech
niques there is a greater concentration of cells in the
smears. Immature cells in the malignant lymphomas and
reticulum-cell sarcomas are more easily typed with Giemsa
stains. Fluorescence microscopy reduces the screening
time, particularly in the negative smear. It has proved help
ful in distinguishing malignant cells from atypical meso
thelial cells in some cases. Both the morphology and stain
ing characteristics must be considered in assessing the cells.
In obvious smears each technique provides confirmatory
evidence. In the problem smear the various methods may
contribute additional information and facilitate diagnosis.
Degenerate material is generally unsatisfactory.

SUMMARY

Exfoliative cytology applied to serous effusions is of
definite value as a diagnostic adjunct. Preparations from
the specimens are stained with Papanicolaou, May
Griinwald Giemsa, and acridine orange stains. Distinctive
features permit classification of the preparations into
recognizable cell types. Correlation with the site of the
primary tumour is less exact. Active and immature cells
in chronic inflammatory and proliferative conditions may
be confused with malignant cells. The various staining
techniques confirm and facilitate diagnosis.

I wish to express my thanks to Miss D. Weintroub for her
assistance and to Mr. M. Ulrich for the photography.
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REGIONAL VARIATIONS IN THE FREQUENCY OF BANTU OESOPHAGEAL
CANCER CASES ADMITTED TO HOSPITALS IN SOUTH AFRICA

A. G. OElTLE, Cancer Research Vnit of the National Cancer Association of SOlllh Africa, South Afriran
lnstitllle for Medical Research, Johannesburg

In a number of centres in Africa it has become apparent
that cancer of the oesophagus, once a rare disease in the
Bantu, is now very common. References to this increase
are all of later date than 1950, as evidenced in South
Africa by a succession of reports from the TransvaaI,l'~

East London,3 Natal.' Johannesburg,5,6 Durban,? and the
Transkei s Therefore, in 1961, the Executive of the ational
Cancer Association of South Africa requested the Cancer
Research Unit to determine to what extent this trend was
general throughout this country or whether it was confined
to specific regions.

Materials and Methods

Permission having been obtained from the Directors of
Hospital Services in the four provinces, a questionnaire
was circulated in July 1962 to superintendents of those
South African general hospitals listed in available

registers.*9,JO This requested current information on the
number of beds available for Bantu patients, records of
cases of cancer of the oesophagus by race and sex, whether
the disease was thought to be common and, if so, whether
any cause was suspected. Details of the diagnostic pro
cedures were not asked for.

The results are open to many errors, resulting from
such varied causes as failure to distinguish Bantu from
other non-White patients, misdiagnosis, counting of
admissions rather than cases (and so failing to distinguish
re-admissions), poor recording of diagnoses (e.g. by diag
nosis on admission rather than on discharge), and multiple
registration of cases where patients have been admitted
to several hospitals in succession. The results are presented,
nevertheless, because they confirm experience from other
sources. such as histological series from diagnostic labora-

" Omitting mine hospitals, and including nursing homes con
cerned with non-V/hile patients.


