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Dr Juneja and colleagues reply as follows:

We are surprised that Dr Cazzola should
have found the conclusions confusing,
despite our attempt to be as objective as
possible. As mentioned, the cases in our
study were classified according to the FAB
proposals.' Accordingly, any case of a
myelodysplastic syndrome with > 5%
blasts in the marrow would be classified as
refractory anaemia with excess of blasts. It
is also mentioned in the FAB proposals
that ringed sideroblasts may be seen in
refractory anaemia with excess of blasts
and no limit on their percentage has been
laid down unlike that for acquired
idiopathic sideroblastic anaemia.
Moreover, it has been shown that the per-
centage of marrow blasts and not the
ringed sideroblasts is the more important
factor that correlates with prognosis in the
myelodysplastic syndrome.2 It is, therefore,
important that the cases of myelodysplastic
syndrome with excess (¢ 5%) marrow
blasts irrespective of the percentage of
ringed sideroblasts be classified separately
and not included in the group acquired
idiopathic sideroblastic anaemia, the cases
of which according to the FAB proposals,
have a normal (<5%) marrow blast count.
Likewise it may not be justified to classify a
case of myelodysplastic syndrome with
20-30% marrow blasts and 30% ringed
sideroblasts as acquired idiopathic siderob-
lastic anaemia. All these points are discus-
sed in greater detail in our second article3
which will be published shortly.
We also wish to point out that Cazzola et

al4 defined the cases of refractory anaemia
with excess of blasts on the basis of the

percentage of marrow blasts and prom-
yelocytes (10-30%), whereas we defined
these on the basis of the percentage of
blasts only, in the marrow (5-20%) and in
the peripheral blood (<5%), as in the FAB
proposals. Therefore, the diagnostic
criteria in the two studies were not identi-
cal. Even if we take the criteria of the blasts
and promyelocyte together for defining
refractory anaemia with excess of blasts, as
in the study by Cazzola et al, we still find
eight cases which have >30% ringed
sideroblasts and 19 cases which have >5%
ringed sideroblasts.

Like Cazzola et al, we appreciate the dif-
ference between the intermediate (or ferri-
tin) and the ringed sideroblasts and only
cells meeting the criteria of five or more
Prussian blue positive granules covering
one-third or more of the circumference of
the nucleus were included, in our study.
We agree that the recent FAB proposals

are a step forward, but we feel that they
should not be modified until there is
sufficient evidence to the contrary.

SK JUNEJA
M IMBERT

H JOUAULT
F SIGAUX
C SULTAN

Service Central
d'Hematologie-lmmunologie H6pital Henri

Mondor-94010 Creteil France

References

l Bennett J, Catovsky D, Daniel M-T, Flandrin
G, Galton DAG, Gralnick MR, Sultan C.
Proposals for the classification of the
myelodysplastic syndromes. Br J Haematol
1982;51:189-99.

2 Coiffier B, Adeleine P, Viala JJ, et al. Dys-
myelopoietic syndromes: a search for prog-
nostic factors in 193 patients. Cancer
1983;52:83-90.

Juneja SK, Imbert M, Jouault H, Scoazec J-Y,
Sigaux F, Sultan C. Haematological features
of primary myelodysplastic syndromes at
presentation: a study of 118 cases. J Clin
Pathol 1983;36:1129-35.

Cazzola M, Barosi G, Berzuini C, et al. Quan-
titative evaluation of erythropoietic activity
in dysmyelopoietic syndromes. Br J
Haematol 1982;50:55-62.

Evidence for polymorphism of transferrin
receptors in human skin

It was with considerable interest that we
read the paper on transferrin receptors in
human tissues by Dr Gatter and colleagues
in the May 1983 issue.' In light of the poss-

ible importance of these receptors we feel
it is important to communicate that our
findings in normal skin with the use of
monoclonal anti-transferrin receptor sera
and immunofluorescence methods are at
variance with those of Gatter et al. They
reported transferrin receptor-positive cells
in the basal layer of the epidermis using
four monoclonal antibodies to transferrin
receptors studied with the aid of the
immunoperoxidase technique.
Using cryostat sections of normal full-

term human placentae as the control tissue
for normal human skin, we have carried
out experiments which fulfil the necessary
criteria for the demonstration of transferrin
receptors.2 These are: (a) direct
immunofluorescence with the use of tet-
ramethyl rhodamine isothiocyanate conju-
gated goat antihuman transferrin;3 (b)
direct immunofluorescence, as above, fol-
lowing preincubation with 50 p.1 of 2-5
mg/ml transferrin in phosphate-buffered
saline (PBS);4 and (c) indirect
immunofluorescence by using the
immunoglobulin (Ig) fraction of rabbit
antihuman transferrin and fluorescein con-
jugated sheep antirabbit Ig.5 These reac-
tions were consistently negative in normal
skin.
The monoclonal antibody OKT96 has

been well characterised as recognising
transferrin receptor.7 In none of our exper-
iments did this antibody react with cryostat
sections of skin when used with fluorescein
isothiocyanate conjugated goat anti-mouse
IgG. However linear positivity was found
uniformly on the syncytiotrophoblastic
plasma membranes of chorionic villi (Fig-
ure).

It is apparent that several monoclonal
antibodies which recognise transferrin
receptors differ in their patterns of reactiv-
ity. For example 83/25 reacts with T, B and
non-T, non-B cell lines8 and OKT9 prefe-
rentially recognises acute lymphoblastic
leukemia T cells.9 In addition it has been
shown that L5- 1 primarily reacts with eryt-
hroid precursor cells.'0 It is possible that
the transferrin receptor is a family of struc-
turally related but antigenically and func-
tionally distinct molecules much as was
suspected as a result of studies of breast
adenocarcinoma cells.5 This is borne out by
the present observations which show that
monoclonal OKT-9 antibody does not rec-
ognise basal cells in human skin, but the
monoclonal antibodies to transferrin recep-
tors used by Dr Gatter and colleagues gave
a quite different result. Barring some type
of unforeseen technical artefact, we inter-
pret these results as being another manifes-
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