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Those of you who regularly sail the cytological seas will inevitably hit the occasional rock of indecision.  In these cases there is really no substitute for experience and self-audit, but learning from the experience of others can be useful.

In 1988 in our laboratories, there were 609 (3.5%) cervical smears reported as showing “borderline nuclear abnormalities” from a total of 17500 examined.  The working definition of a borderline abnormality was that recommended by the BSCC in their published guidelines – those cases where a continuous range of nuclear abnormalities occur from minor changes that are usually associated with inflammatory conditions, and which are essentially believed to be benign, through to more striking nuclear abnormalities that correlate with CIN.

Whilst it is accepted that the source of such cellular abnormalities are usually squamous cells, it is perhaps worth noting that this is not always the case.  A careful study of the 609 smear reports to ascertain the exact origin of the aberrant cell type revealed quite a mixed bag.

Abnormalities of squamous origin were the most common, and were characterised by cells that showed minor nuclear deviations (i.e. disproportionate nuclear enlargement without Hyperchromasia, together with some mils degree of nuclear membrane abnormality).  These changes were often associated with degenerative or reparative processes and were most striking in metaplastic epithelium.  Specific cytopathic effects due to virus infections, notably Herpes simplex and the human Papilloma types, were also the cause of cytological indecision.  Inflammatory changes due to trichomonas, candida albicans, actinomycetes, and Chlamydia infections were also included in this category.  On occasions, marked menopausal atrophy also caused abnormalities, especially when combined with poor preservation and drying artefacts.  This was a particularly rich vein of problematic smears.  Iatrogenic effects such as tissue damage and repair as a result of treatment by laser ablation, loop diathermy and cold coagulation; together with systemic chemotherapy for malignant disease also caused quite severe cellular derivations, as did sampling artefacts associated with the use of the endocervical brush.

In addition to squamous variants, endometrial abnormalities accounted for a small proportion of borderline abnormalities, particularly in those patients fitted with intra-uterine contraceptive devices.  Vacuolation and degenerative cell groups, together with cells showing some of the features associated with adenocarcinoma, were not uncommon in these groups of patients.  Careful appraisal of the patients’ clinical history is considered to be mandatory in these cases.

Endocervical atypia was also reported on occasions, and it was the cell group architecture that gave rise to questionable glandular abnormality in most cases, rather than any abnormality of the individual endocervical cell.  This diagnostic area is now proving to be particularly troublesome, especially to the inexperienced screeners. 
