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staining had prognostic significance that was
independent of Gleason grade, using all the
cases studied.
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Drs Sheaff, Martin and Baithun comment:
We appreciate the interest shown by Dr Fur-
ness in our paper. We feel, however, that table
1 may resolve any misunderstandings that
may have arisen with regard to Gleason
scoring/grading, PhCG expression and prog-
nosis. In fact table 1 clearly states the
distribution of Gleason grade allocations
within the ,hCG positive group, and it is evi-
dent that despite small numbers of cases,
even the better differentiated groups had
poor clinical outcome and not all metastases
or deaths that occurred in this study were in
the high grade group. We did perform statis-
tics on the 80 patients as a whole (data not
originally presented) and found that PhCG
expression and prognosis were closely linked
(p < 0.002). This supports our statement,
namely that PIhCG expression identifies a
group of patients with poor prognosis irre-
spective of histological grade. This does not
mean that fihCG expression is entirely
independent of histological grading (Gleason
grading in particular) or that the latter is not
clinically useful, but simply suggests that
,BhCG expression may give valuable addi-
tional information when assessing treatment
options with regard to further management.

Current guidelines for sampling the
cervix in hysterectomy specimens are
appropriate

Guidelines for sampling the cervix in a
hysterectomy specimen removed for non-
malignant conditions recommend two mid-
line blocks, one taken from the anterior lip
and another from the posterior lip.'-' The
purpose of examining these random histo-
logical sections is to detect previously unsus-
pected cervical intraepithelial neoplasia
(CIN). In a study examining 100 cervical
cone biopsy specimens, taken as part of treat-
ment of CIN, Heatley identified CIN at
either the anterior or posterior midline
positions (12 and 6 o'clock) in 94% of cases,
with a higher grade of CIN and at a higher
frequency than from lateral aspects.4

In contrast to Heatley, we assessed the
guidelines by examining actual hysterectomy
specimens. The hysterectomies had been
performed for non-malignant conditions at
two centres between February and Novem-
ber 1995. Cervical cytology screening was
routine (at two yearly intervals, or more
frequently as required) at the Adelaide Wom-
en's and Children's Hospital (WCH) but was
not at the Universiti Kebangsaan Malaysia
(UKM), Kuala Lumpur. Blocks of the cervix
were taken from the 12, 3, 6, and 9 o'clock
positions. We identified CIN in one of 72
cases from WCH and three of 40 cases from
UKM. CIN was high grade in three cases and
low grade in one and was found in the ante-
rior or posterior blocks exclusively in three

cases or in either midline block with involve-
ment in a lateral block in one case, but none
was found in a lateral block exclusively.
Our study was discontinued at this point as

these results verify the findings of Heatley
and the current guidelines for sampling of the
cervix in hysterectomy specimens.
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Dr Heatley comments:
Drs Mayers, Rahman and Khong are to be
congratulated for undertaking this study, in
two centres in presumably different popula-
tions, which confirms the validity of sampling
the uterine cervix at the 6 and 12 o'clock
positions in hysterectomy specimens. Their
results also highlight the continued validity of
cervical screening given the lower incidence
of CIN lesions in the screened compared
with the unscreened population.

Specificity ofplasma cell antibody VS38

In their paper on VS38 staining in melano-
cytic lesions, Shanks and Banerjee' mention
positive staining in a single case of clear cell
sarcoma of soft tissue. We have also noted
positivity in a wide range of melanocytic
lesions with this antibody and have noted
strong positivity in a further case of clear cell
sarcoma occurring in the vicinity of the ankle
joint.

This latter finding is not unexpected as
these tumours are regarded as soft part
melanomas. However, the situation may be
different with other antibodies showing unex-
pected positivity in malignant melanoma.
Although the KP- 1 antibody also stains many
melanomas, we were previously unable to
demonstrate corresponding positivity in any
of seven clear cell sarcomas.2
We have also noted striking positivity with

VS38 in benign schwannoma and would cer-
tainly agree that, as with KP-1, VS38 is best
used as part of an antibody panel.
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Staining of 137 sarcomas, 48 Lymphomas, 28
carcinomas, 7 malignant melanomas and 8
cystosarcoma phyllodes. Virchows Arch 1994;
424:635-40.

Confidentially, death and the doctor

The recent article by James and Leadbeatter'
raises issues which extend beyond the nar-
rowly medical.
The Tasmanian Court of Appeal in

"Pawsey" held by majority that a patient
ceases to be a patient at the moment of death.
Although this is a Commonwealth case and
arose out of Australian Health Insurance
Legislation, the Court did not specifically
limit its views of the patient/death issue to the
context of that legislation.

Despite views to the contrary, and indeed
UK legislation, "Pawsey" may provide a nice
point for further argument. In any event, the
trial judge's reasons and those of the appeal
judges make for a very stimulating read.
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Peritoneal involvement by rectal cancer

Several points emerge from the paper by
Shepherd et al' which deserve comment. The
first is the observation that the staging system
described by Astler-Coller9 and the Austral-
ian Clinico-Pathological Staging (ACPS)
system' suffer because of their sequential
nature as they do not address the possible
prognostic influence of local spread beyond
the bowel wall in cases where there is lymph
node involvement. This is not strictly correct.
The most significant contribution made by
the Astler-Coller system was to emphasise
the importance of direct spread of tumour in
cases with lymph node metastases by subclas-
sifying them into stages C 1 and C2 according
to the presence of spread beyond the muscu-
laris propria. Furthermore, when tumour is
demonstrated histologically in a surgical line
of resection (in practice almost always the
circumferential line) the ACPS system classi-
fies the tumour as stage D irrespective of the
lymph node status. Thus, local spread may
displace lymph node metastases as a determi-
nant of stage in this system.
The second point is that the authors state

that there has been little attention to the
prognostic importance of peritoneal involve-
ment in colorectal cancer. In the clinico-
pathological staging system used in the
on-going prospective study of colorectal can-
cer at Concord Hospital, which began in
1971, provision is made for separately classi-
fying stage B tumours in which there is direct
spread to involve a free serosal surface.4 Our
experience has been that this substage
includes only a small proportion of stage B
tumours (6%) but is associated with a signifi-
cantly poorer survival. In a subsequent analy-
sis on patients with stage C tumours, free
serosal surface involvement emerged not only
as a comparatively common finding (17%)
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but also as a major independent determinant
of prognosis, second only in potency to apical
lymph node involvement, among the range of
pathology variables studied.5

Because of the difficulties inherent in
creating a staging system which addresses all
of the prognostically important aspects of
tumour spread and is acceptable to all who
have an interest in the subject, we now think
that there is a case for a simple approach to
staging with only three categories based on

the presence or absence of lymph node
metastases and the presence or absence of
known residual tumour appropriately de-
fined.6 Most would now accept that these two
variables are likely to remain the most impor-
tant stage related determinants of prognosis.
We hold the view that further prognostic
stratification using histological, clinical and
other variables should be guided by the
results of multivariate analyses performed
separately for each of these three stages. The
reasons for this approach are, firstly, that we
have found that the importance of prognostic
variables may be strongly influenced by stage7
and, secondly, it offers flexibility within a

simple static staging system which can

accommodate advances in our knowledge of
prognostic variables.
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Dr Shepherd comments:

I was delighted with the interest shown by the
ACPS group in our paper on peritoneal
involvement in rectal cancer. We have long
felt the ACPS staging system to be among the
more valuable of the staging systems in use

for colorectal cancer in that it combines many
of the most useful prognostic parameters
with a Dukes-type staging system and it is a

great shame that the system is not more

widely promoted and used in the Northern
hemisphere.'

Perhaps I could respond to each of their
comments in turn. Firstly, I would accept
that both the Astler-Coller and ACPS

systems do have advantages over other
systems in giving more weight to certain
aspects of local spread independent of lymph
node status. Nevertheless, in neither of these
systems are the problems of a sequential sys-

tem totally obviated. Astler-Coller Cl cases

(lymph node metastases with local spread
confined to the bowel wall) should be identi-
fied as a specific group as these tumours have
a much better prognosis than Dukes C
tumours in both rectal2 and colonic3 cancer. I
would also accede to the view that the ACPS
system identifies that very important group of
patients with mesorectal margin involvement
in rectal cancer with a high likelihood of local
recurrence and a poor prognosis.4" However,
both of these patient groups are relatively
small (in our own rectal cancer series of 334
patients Astler-Coller Cl cases account for
only 3.9% of the total whilst patients with
mesorectal margin involvement account for
10.8%). I believe that Newland and col-
leagues have to accept that there is a much
larger group of patients with relatively exten-
sive mesorectal spread but without spread to
involve the mesorectal margin (in our own

series 39.2%) in whom that spread (or
perhaps other factors such as peritoneal
involvement or extramural venous spread)
may ultimately determine prognosis rather
than the presence of an occasional lymph
node metastasis and that such patients may
not be identified accurately in either the
Astler-Coller or ACPS systems.

Secondly, I fully accept that the ACPS
classification does include serosal involve-
ment (and this was clearly incorporated into
our paper) and that the authors have shown
its relatively strong independent prognostic
influence in node positive cases. The ACPS
group may be interested in our own data on

colonic cancer (in a series of 643 patients) in
which peritoneal involvement is the most
powerful independent prognostic parameter
over and above lymph node involvement and
extent of local spread (manuscript recently
submitted for publication). In our colonic
cancer series, involvement of a free serosal
surface occurs with much greater frequency
than in the ACPS series (currently 55.8% of
all colonic cancer cases). The difference
between our figures and those of the ACPS
may reflect the combination of colonic and
rectal cancer in their study7 and perhaps the
definition and means of identification of such
involvement.
One conundrum of colorectal cancer prog-

nostication, from which the ACPS series and
classification is not immune, is the conjoining
of colonic and rectal cancer in staging
systems and prognostic assessment. For
example, the prognostic influence of local
spread in rectal cancer (particularly to the
mesorectal resection margin) is very different
from that of extramural spread in colonic
cancer, particularly to the serosal surface. I
have no problem with Newland et al's
suggested approach to future prognostication
but I would make an appeal for the separate
prognostic analysis of rectal and colonic can-

cer or perhaps, more logically, separate
analysis of cancer originating below and
above the peritoneal reflection.
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Cytodiagnostic urinalysis of renal and
lower urinary tract disorders. Schumann
GB, Schumann JL, Marcussen N. (Pp 200;
£125.00.) Igaku-Shoin. 1995. ISBN 0-89640-
243-6.
The authors of this textbook/colour atlas

believe that cytodiagnostic urinalysis is a new,
front line, cost effective, and non-invasive
urine test that can detect urinary tract disor-
ders accurately, especially renal diseases. I
was intrigued to learn more about this useful
new test. However, the authors have been
performing cytodiagnostic urinalysis since
the early 1980s, so it can hardly be described
as new. Interestingly, nearly all the references
are by one or more of the authors.

Cytodiagnostic urinalysis involves dipstick
testing of a urine sample, a macroscopic
description and a microscopic analysis ofcyto-
spun, Papanicolaou stained sediment by a
urinoscopist(!) including a quantitative as-
sessment ofwhite cells, erythocytes, casts and
renal epithelial cells and the detection of viral
inclusions, other infections, crystals and
malignant cells. A detailed proforma is com-
pleted, including a diagnostic summary.

It is, therefore, a complete urine test
conducted in the cytology laboratory but it
involves duplication of functions usually per-
formed in separate settings for example,
dipstick testing, cell counts.

Cytodiagnostic urinalysis is extolled as an
accurate means of diagnosing types of
glomerular and renal tubular disease. How-
ever, in clinical practice urine cytology is used
as an adjunct in the diagnosis of acute renal
disease and is not a substitute for renal
biopsy. Identifying dysmorphic erythocytes
and red blood cell casts is valuable for distin-
guishing glomerular bleeding from lower
tract bleeding. This is perhaps best and most
promptly performed by the nephrologist,
using phase contrast microscopy, rather than
by the laboratory. The authors believe that
cytodiagnostic urinalysis is accurate and use-
ful for diagnosing renal transplant rejection,
yet the references given are from 1964 to
1977. Urine cytology has largely been super-
ceded by fine needle aspiration or needle
biopsy of the transplanted kidney and for
monitoring, ultrasound or isotope scans are
now widely used.
The greatest use for urine cytology is in the

detection of malignant cells, yet there is just
one brief chapter about cytodiagnostic uri-
nalysis and urothelial neoplasia.

This book is clearly written and well
illustrated, but it is uncritical and over

695

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jcp.bm

j.com
/

J C
lin P

athol: first published as 10.1136/jcp.49.8.694-d on 1 A
ugust 1996. D

ow
nloaded from

 

http://jcp.bmj.com/

