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Prevalence ofHTLV-I in Zimbabwe

The letter by Emmanuel et al is of tantalising
interest but requires definitive confirmation.'
Seroprevalence studies for HTLV-I have
been conducted in different parts ofthe world
including the Caribbean,2" Papua New Guin-
ea,4 and West Africa.' An extensive survey
from Southern Africa would have enlight-
ened us further as to the global distribution of
this pathogen. Dr Emmanuel found four (out
of 900) samples to be reactive by ELISA
(Dupont), "in patients sent for HIV
exclusion". Samples from only two patients
were also positive by Serodia-ATLA test.
While the Serodia-HIV assay is used as a
confirmatory anti-HIV test, the Serodia anti-
ATLV or HTLV-I (-II) assay is indeed a
sensitive screen test but is of low specificity,
even without regard to the problems of some
cross-reaction between HIV and HTLV-I6 or
interference of ELISA reactivity from
malaria and immune complexes.78

In 1988, at the North London Blood
Transfusion Centre, we screened over 6000
individual samples using the Serodia-ATLA
kit. Out of4136 routine blood donors, 49 (1 in
80) were screen test positive when tested in
accordance with the manufacturer's criteria.
Even higher Serodia-ATLA screen test
positive rates of 1 in 50 (51:2376) were found
in samples collected for malaria antibody
testing-that is, donations from people who
come from or have travelled to areas endemic
for malaria or tropical areas. All but one,
however, were reported as HTLV-I negative
by the Virology Reference Laboratory at The
Middlesex Hospital, London, indicating the
high incidence of false positive results with
this test at the recommended screening dilu-
tions.
When reference laboratories are readily

available, the indirect immunofluorescence
assay may be used for confirmation.' We
recognise that confirmation of HTLV-I
seropositivity is, at present, still a problem.
Obviously PCR and RIPA would be outside
the range of many laboratories, especially in
developing countries, but we would like to
reinforce the following point: as is the case
with anti-HIV testing, samples reacting by
ELISA or by particle agglutination screening
tests, especially in relation to anti-HTLV,
require extensive confirmatory testing. In the
absence of such testing, the clinical impor-
tance of four samples reactive by ELISA in
Zimbabwe remains unclear.
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Arteritis of the tongue

We were interested to read the letter by
Misselevitch et al on giant cell arteritis of the
tongue associated with squamous cell carcin-
oma.' The factors they enumerate for elastic
lamina injury are also important in the estab-
lishment of fungal infection in the mouth.2
We have observed several cases of fungal
arteritis of the head and neck in patients with
cancer; such an arteritis can look deceptively
like giant cell arteritis, especially if special
stains for fungi are not used. The illustration
shows an example of a Mucor arteritis of the
head and neck in a patient with bilateral

breast carcinomas and concurrent chronic
lymphocytic leukaemia.
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Dr Boss et al comment:
The comments on our observation of giant
cell arteritis of the tongue associated with
squamous cell carcinoma are relevant at a
time when fungal diseases in the immune
compromised cancer patient are being recog-
nised more frequently. Moreover, for as yet
unknown reasons, fungi have a special affinity
for blood vessels and we have previously
encountered double fungal infestation of the
pulmonary circulation.' The bizarrely distor-
ted elastic lamellae of the arteries are a
characteristic feature of, among others,
mycotic vasculitis. In our laboratry it is
routine custom to request special stains for
acid fast bacteria and fungi whenever giant
cell granulomatous lesions are found,
whether affecting a vessel or otherwise. In the
patient we described no micro-organisms
were detected in the affected branch of the
lingual artery.

1 Stermer E, Bassan H, Oliven A, Grishkan A,
Boss JH. Massive thrombosis as a result of
triple infestation of the pulmonary arterial
circulation by ascaris, candida and mucor.
Hum Pathol 1984;15:996-8.

(v) Mucor (arrows) andgiant cells in inflamed vessel wall (Haematoxylin and eosin.)
(g) Elastica fragments in the giant cells (Elastica van Gieson.)

(f) Mucor hypha (arrow) emergingfrom a break in the elastica (Elastica van Gieson.)
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