
Letters to the Editor

Is it time to rethink "high risk" labelling?

In 1978 the "Howie" Code of Practice1 for
the prevention of infection in clinical labora-
tories and post mortem examination rooms
recommended that specimens and request
forms from patients known or thought to be
suffering from infections with micro-
organisms in Categories Bl and B2 should
be marked, "danger of infection." In 1985
the Advisory Committee on Dangerous
Pathogens (ACDP) in its interim guidelines2
on acquired immune deficiency syndrome
(AIDS) also recommended that specimens
from patients with AIDS or PGL should be
identified with a warning label or colour
code in compliance with the containment
measures laid down in the guidelines.
Both recommendations presupposed that

such patients can be readily identified but do
not take account of potential hazards, of
whatever degree, from specimens not so

readily identified. By implication specimens
fall into two broad categories; high risk and
others (presumably lower risk). We now

know that in our population about 1 in 800
people are carriers of hepatitis B antigen.
With HTLV-III virus the pool of infected
persons is unknown, although there is
evidence3 that there has been a five fold rise
over a period of 26 months in the numbers
of British homosexual and bisexual men at-
tending a London clinic who have antibody
to HTLV-III, with at least 2600 homo-
sexuals in London already having been ex-
posed to the virus; and most of these would
have been symptomless. The potential num-
bers are clearly much greater if sexual con-

tacts and children born to parents who are

known risk factors for example, bisexuals,
haemophiliacs, or intravenous drug abusers
and those with links with subSaharan
Africa-are included.
Adherence to the view that certain speci-

mens can be labelled high risk becomes irra-
tional when presented with this situation.
The rational response would be to abolish
the current categorisation of specimens and
to maintain scrupulous attention to good
laboratory practice, not least of which
would be the avoidance of self inoculation,
rather than the adoption of containment
measures, which seem to be irrelevant to the
prevention of infections transmitted in
blood or body fluids in clinical laboratories.
The advent of HTLV-III virus infection into
our community presents us with an oppor-
tunity to rethink our approach to the label-

ling and handling of specimens based on

scientific sense rather than emotive non-

sense. Any other course perpetuates the
myth that safety in laboratories depends on

a label.
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Arteritis of the epididymis

I read with interest the paper by Womack
and Ansell on arteritis of the epididymis.i
The authors are, however, incorrect in asser-
ting that this phenomenon has not been pre-
viously reported. Arteritis of the epididymis
occurring as an isolated event has been de-
scribed on at least two previous occasions,23
both in the American journal, Urology. It is
most important in these cases that full
screening for collagen disease is done and
that the patients are adequately followed up,
because lesions in both testis and epididymis
are very common in the systematised form
of polyarteritis nodosa. In 1960 Dahl et al
reported gonadal disease in 38 of 44 men

with systemic polyarteritis nodosa examined
at necropsy.4 Epididymal lesions were

present in 25 of the 37 patients in their series

for whom epididymal sections were avail-
able for examination. Only two patients,
however, had had epididymal signs on clin-
ical examination. Scrotal tenderness, how-
ever, has been reported as the initial
complaint in systemic polyarteritis nodosa.5
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Drs Womack and Ansell reply as follows:

We thank Dr Burnett for his interest and
comments. We apologise for not having ac-
knowledged two previous reports of granu-
lomatous necrotising arteritis that were
apparently confined to the epididymis.'2
Our discussion3 was primarily concerned

with the possible mechanisms of aetiology
and pathogenesis of isolated arteritis of the
epididymis. This condition seems to be a
clinicopathological entity distinct from
polyarteritis. Although epididymal lesions
are not uncommon in polyarteritis, once sys-
temic disease has been excluded clinically it
is reasonable to suppose that arteritis is
confined to that site and that-no further
treatment is required.
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Fine needle aspiration cytology: experience
with a cell block technique

We agree with the views of Dr Mutch' on
the relative safety of fine needle aspiration of
lung lesions. Surprisingly, therefore, the use
of this technique remains confined to a lim-
ited number of centres in the United King-
dom. This may in part be explained by the
lack of appropriately trained people to inter-
pret this type of material. Tao-etal argued
that the conventional criteria of malignancy,
which are generally accepted by cytologists
and histopathologists, may be inadequate
when dealing with specimens of fine needle
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Fig. 1 Protocolfor preparation of aspirated material.

aspiration.2 To overcome such difficulties
and to make these specimens more readily
interpretable by histopathologists Kar-
nanchow and Bouin3 modified and devel-
oped a plasma embedding "cell block"
technique. We used this method in a pre-
liminary study of lung fine needle aspirates
and report our experiences and results to
date.
We received aspirates yielding diagnostic

information from a total of 54 patients. Fig.
I summarises the protocol used for the pro-
cessing of the aspirate. The plasma em-

bedding method used was that described by
Karnanchow and Bouin3 with minor
modifications. Briefly, aspirated material
was expelled into a tapered centrifuge tube
containing 5 cm3 10% buffered formol sa-
line. This was centrifuged at 200 g for five
minutes and the pellet resuspended in
05 cm3 plasma to which 05 cm3 throm-
boplastin was added. The resultant clot was
then processed in the conventional manner
and embedded in paraffin wax or epoxy
resin.

Aspirates from nine patients (16-6%)

were considered to be reactive. Five sub-
sequently underwent thoracotomy, which
provided the following diagnoses: seques-
tered lung (1), simple lung cyst (1), tuber-
culoma (2), and pulmonary abscess (1). In
the remaining four patients treatment with
antibiotics resolved the changes noted at
chest x-ray.
Ten cases (18 5%) had cytological fea-

tures indicative of malignancy, and 35
(65%) were regarded as malignant. The his-
tological subtypes in the malignant group
were as follows: squamous carcinoma (15),
adenocarcinoma (2), small cell anaplastic
carcinoma (8), large cell anaplastic car-
cinoma (5), metastatic renal carcinoma (1),
and unclassifiable carcinoma (4).
One of the benefits of using the plasma

embedding method is the greater ease with
which immunohistochemistry and electron
microscopy can be performed. It has been
suggested that the presence or absence of
keratin, carcinoembryonic antigen,4 and
neuron specific enolase' may help to dis-
tinguish between the histological subtypes of
lung carcinoma; and we routinely used these
antibodies on our fine needle aspiration
specimens. The presence of neurosecretory
granules on electron microscopy is thought
to be a useful marker for small cell ana-
plastic carcinoma4: these were seen in one of
our specimens in which the subtype was un-
certain on cytological grounds (Fig. 2).
We believe that the use of the plasma em-

bedding method may enable more wide-
spread use of fine needle aspiration and by
using electron microscopy and immu-
nocytochemistry, may enhance the yield of
diagnostic information from such biopsies.
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Fig. 2 Neurosecretory granules in fine needle aspiration
from lung embedded in epoxy resin. x 40500.
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