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Abstract 
A study of FNAC of Lymphadenopathies” was taken up with objectives of studying the cytological 
features in lymphadenopathy and categorize them with respect to aetiology, age, sex and site of 
occurrence. Histopathological correlation of FNAC findings was done, wherever possible. 
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Introduction  
Lymphadenopathy is one of the common clinical presentations of patients. It has a varied 
aetiology which varies from an inflammatory process to a malignant condition [1-8]. Fine 
Needle Aspiration Cytology (FNAC) is an accurate, simple and an easy diagnostic technique 
in evaluation of the causes of lymphadenopathy, and the reports can be made available 
within an hour that will form the basis of treatment, reduce the number of surgical 
procedures and unnecessary surgical intervention [9-14]. A study of FNAC of 
Lymphadenopathies” was taken up with objectives of studying the cytological features in 
lymphadenopathy and categorize them with respect to aetiology, age, sex and site of 
occurrence. Histopathological correlation of FNAC findings was done, wherever possible. 
 
Aims and objectives 
To study the role of FNAC in Lymphadenopathies. 
 
Materials and methods 
Thirty cases were studied in the Department of Pathology, Kanachur Institute of Medical 
Sciences, FNAC was done for the diagnosis of soft tissue tumors and reported. 
 
Inclusion criteria 
Only soft tissue tumors 
Exclusion Criteria 
Patients on chemo or radio therapy. 
Inflammatory diseases were not included. 
Infections were not included. 
 
Results 

 
 

Graph 1: FNAC Diagnosis
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Table 1: Sex Distribution 
 

Male 14 
Female 16 

 
Table 2: Age distribution 

 

Mean age Std deviation 
43.87 years 16.28 years 

 
Table 3: FNAC Diagnosis 

 

Reactive lymphadenitis 09 
Suppurative Lymphadenitis 3 

Granulomatous lymphadenitis 13 
Benign others 01 

NHL 01 
Adenocarcinoma (Metastasis) 02 

HD 01 
 

Discussion 
FNAC as a first line screening method has been 
recommended in suspected malignancy. The presence of 
granulomata in an aspirate may indicate the presence of a 
neoplastic process. The background cell population needs to 
be scrutinised if a malignant lymphoma is suspected. 
Granulomata may be encountered in both Hodgkin's disease 
and non-Hodgkin's lymphoma, particularly T-cell 
lymphoma [4]. Hodgkin's lymphoma is characterised by the 
classic Reed-Sternberg cells in a background of sarcoid-like 
granulomata, reactive lymphoid cells and occasional 
eosinophils [5-7]. Occasionally, lymph nodes containing 
metastatic carcinoma may also show features of 
granulomata. Previous reports have been described in 
metastatic nasopharyngeal carcinoma, seminoma and 
malignant melanoma [8, 9]. Histologically, non-caseating 
granulomata composed of epithelioid histiocytes with 
multinucleated giant cells are seen, but these can be 
indistinguishable from granulomatous inflammation from 
other causes. A series by Khurana et al [10]. Highlighted the 
difficulties encountered in making a definitive diagnosis of 
malignant neoplasm that mimics, or occurs, in association 
with granulomata. 
Granulomatous inflammation found in lymph nodes 
draining carcinomas is a recognised phenomenon [10-12]. Such 
phenomenon are reported in pulmonary small cell 
carcinoma, [13] malignant melanoma, [9] papillary thyroid 
carcinoma, [14] gastric carcinoma, [15] and 
Rhabdomyosarcoma. This has been suggested to be either a 
response to necrotic material [12] or an immunological T-cell 
mediated hypersensitivity reaction to cell surface 
antigens. However, the precise mechanism is largely 
speculative as the exact tumour or host factors that enable 
such a response remain unknown.  
A suspicious clinical history of TB (pyrexia, night sweats, 
recent travel to endemic areas, No previous BCG 
vaccination) coupled with positive aspirate, blood, sputum 
or urine tests for AFB and good response to anti-
Tuberculous therapy supports the diagnosis of TB. One 
disadvantage is the inherent delay in culture result, but it is 
anticipated that as polymerase chain reaction and other 
amplification techniques become more common, detection 
time for the organism will shorten, improving the value of 
FNA in clinical practice. The typical FNAC features of 
toxoplasmosis include the presence of follicular hyperplasia 

with secondary germinal centres rich in macrophages, 
presence of groups of epithelioid cells and presence of 
monocytoid histiocytes have been previously described. A 
combination of FNA features with positive serological 
testing and history of animal contact, as in the two patients 
here, gives the diagnosis of toxoplasmosis and thus avoids 
unnecessary surgical excision. 
Sarcoidosis is a disease of unknown aetiology that can be 
characterised by the histological hallmark of epithelioid 
non-caseating granulomas, usually accompanied by 
multinucleated giant cells. The World Association and Other 
Granulomatous Diseases (WASOG) diagnostic criteria for 
sarcoidosis include that granulomata present in two or more 
organs with no agent known to cause a granulomatous 
response identified. Although there is no single gold 
standard test, the important role of FNAC in histological 
diagnosis and its underutilisation was highlighted by 
Tambouret et al. We agree with the authors that FNAC used 
in conjunction with clinical findings, radiological and 
laboratory investigations can be a cost effective method. 
 
Conclusion 
Lymphadenopathy is one of the commonest clinical 
presentations of patients, attending the outpatient 
Department and inpatient departments. Etiology varies from 
an inflammatory process to a malignant condition. FNAC 
diagnosis will help the clinician to confirm or exclude the 
clinical differential diagnosis made at first visit of the 
patient to the OPD. Speedy cytological diagnosis helps the 
clinician to further plan the treatment. Fine Needle 
Aspiration Cytology (FNAC) is an accurate diagnostic 
technique in diagnosing Etiology of lymphadenopathies. It 
is simple, easy technique and reports can be made available 
within an hour. 
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