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ABSTRACT

Fine needle aspiration biopsy was performed on twenty cases of suspected gynaecological malignancy. The indications
were two fold, firstly to confirm persistent or recurrent malignancy foliowing treatment and secondly for the primary
diagnosis of hepatic metastases. All the twenty cases were correctly diagnosed as maiignant. There was good correla-
tion between fine needle aspiration ¢cytology (FNAC) diagnoses and histological diagnoses for squamous cell carcinoma
of the cervix and mucinous and papillary serous adenocareinoma of the ovary. Endometrioid carcinoma of the ovary is
problematic and often misdiagnosed as serous carcinomas. As with histology, poonly differentiated carcinomas cannot
be classified nor can their primary sites be determined on aspiration cytology. No complications occurred as a result of
the aspiration procedure. The simplicity of this technique, markedly reduced costs and hospitalization time, a reduced
risk of trauma associated with diagnostic procedures, almost universal acceptability to patients and high accuracy are all

convincing reasons for its wider application as a diagnostic tool in gynaecologic oncology.

INTRODUCTION

Fine needle aspiration has been shown to be highly accurate
in diagnosing malignant disease of various paris of the body,
especially in lymph nodes, breast and prostate, as extensively
discussed by “Soderstrom?, Zaiicek2 and Franzen3. ks applica-
tion to gynaecologic practice initially has been confined to the
diagnosis and classification of ovarian tumours.**¢ It has since
been used for the primary diagnosis of pelvic masses and for
the detection of persistent or recurrent gynaecologic malignan-
cies following irradiation or chemotherapy with much
success.™8%101 Sevin et al” reported a reliability of 96.4% in
distinguishing between benign and malignant disease. Moriarty
et al"!, using strict criteria to assess the adequacy of their smears
{two groups of appropriate cells on two separate slides), obtain-
ed a predictive value for a positive result of 98% and a predic-
tive value for a negative result of 84%.

This repont describes our experience with 20 cases of
gynaecologic malignancy. In each instance, the cytological con-
firmation of malignancy by FNAC obviated further costly surgery
and prolongedinvestigation and helped plan further manage-
ment. It enabled chemotherapy to be commenced immediately
or palliative measures to be instituted where appropriate,
thereby relieving patient anxiety.

Today, few if any will dispute the use of FNAC to confirm
recurrent gynaecologic malignancies butits role in the primary
diagnosis of ovarian carcinomas remains controversial main-
ly because of the possibility of transabdominal tumour spread,
the difficulty in diagnosing “borderline” lesions as well as the
difficulty of typing ovarian malignancies.

MATERIALS AND METHOD

ENA Material was obtained from 20 consecutive cases of
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gynaecological malignancy at the Queen Elizabeth Hospital
from Adelaide, Australia, from 1982 to 1986,

The material was aspirated from intra-abdominal masses
{10), liver (4), skin nodules (3), lymph nodes (2) and vaginal
nodule (1). The superficial masses were aspirated withoutlocal
anaesthesia. Lignocaine 1% was used to anaesthesized the
peritoneum for aspiration of the intra-abdominal masses and
liver. :

The material was obtained using 23 or 21 gauge needles
and a 10ml syringe attached to a Cameco AB syringe holder us-
ing the technique by Zajiek.2 Four cases (cases 6, 14, 18, 20)
were performed in the Radiology Depariment under CAT or
ultrasound using a 10cm lumbar puncture needle. Case 15 re-
quired using the Franzen instrument? for aspiration of the
vaginal vault nodules. ’

The aspirated material was checked for adequacy using
the Difi-Quik staining technique (Diff-Quik Stain, Harleco, Gibb-
stown, New Jersey). The material obtained was smeared onto
glass slides and air-dried for May-Grunwald-Giemsa staining
and fixed in 95% alcohol for Papanicolaou staining.

Clinical
Age: The patients ranged from 47 to 77 years with amean of 599
years.

Primary tumour: Seventeen cases had a previous biopsy
proven malignancy. All but one had a pirmary in the female
genital tract (ovary 10, endometrium 3, cervix 3). The exception
(case 17) had a previously resecled rectosigmoid carcinoma,
now presenting with metastatic vaginal vault modules.

The remaining three cases were advanced ovarian
malignancy diagnosed on clinical grounds.

Recurrent/Metastatic tumour; The recurrent or metastatic
gynaecological malignancies most frequently presented as
intra-abdominal masses (11 out of 19 cases). They also
metastasized to the lymph nodes, liver and skin

Results

Accuracy of diagnosing malignancy: Aspiration cytology
confirmed the presence of malignancy in all the 20 cases. There
was no false negative cases.

Accuracy in typing malignancy: An initial diagnosis was
made on the aspirated material alone [Table 2]. Subsequently
this was compared with the histological sections obtained at
previous operations in 17 cases.

The cytological diagnosis of metastatic squamous cell car-
cinoma was straightforward.

375



BUIOUIDIRD0USPE JNEISEIS JaAr N MEBAQ 2, L9 0C
BLUOUIDNEDOUS PR JEISEISIN 1817 iIN MEerD 29 ‘BL
BLICU|DIBO0USPE DNBISEISIN 18717 N RenQ ¢, 174 ‘g1
BLIOUI2IBI0USDE JJEISEIa N sa|npou Jjnea |euiben, BUICUIDIBI0USPE Paielua.ayip AjSIeIapo . prowbisoay 59 yit
BUIOCUIDIBI0USPE PatelusIayip Aj1ood SSEUW |BULLOpJe-BIL) BLIOUIDIED PIOUIBWIOpUS palenuaalip Aliocd AenQ 95 9
BLIOOIESOUIDIBY) 3|NPOU [jem [BULWIOPAY Jnown ueus|np paxiu jusubiiep Aeap 4] ‘Gl
BLIOUIDIED {|92 183]0 DNEISBIN JET BLWIOUI2IBD 183 JBd|D) Aenp 2s bl
BUICUIDIROCUapR Snosas Auelided SSeW |BulWopge-eau| BUWIOURIRIOUIPEISAY Snolss Aefjided Aenp 65 £l
BUwiouIeIcUape SNouas Aelided SSEeL [Bullopge-enu| BLIOUIDIED0USPRISAY snoles Auefjided Aeap G9 i !
BlwIoUpescuape snolas Aeded SSBuW jeuilwopdge-enu| BLIOUIDIBI0USPEISAD snouss Jueded AeaQ 15 gl
BWOUDIED0USPE SNOISS AEjded SSBIU [BURLOpgE-B.U] elIOUOIROUBPELSAD Snosss Aeided Aenap 65 Ot
BLUOURIED0UBPE S$Nolas AuB|ided ssew [eulwopdqe-enu| ewIouiIBI0UaPEISAT snoses Aeided Aeap 65 B
BUWIGUISIBIOUSPE SNOUONIA SSeW [euiLLopge-enu| BLIOUIZIRD0USPEISAZ SNOUIDN Y AenQ =% ‘8
BLIOWIIBI0USPEISAD SNOUNA SSEW |BUiLLOpde-enu| BLIOUINIRZO0USPEISAD sSnoudnjy Aen) 0L Vi
elIoWDIRI0USPE pajenualaylp Acod SSEW |BUiLLOpJe-eu| 1l opeIb ‘ewouinIes [eaLsWopUs wnpawopuy LS 9
BUIOUIOIEZ0USPE paleluaIsyip Apocd SSEW [BUILLIOPGE-BIILY {]] 9pesB “BuwIouIoes BHIWOopUT wnuswWopug 99 g
BUIOUIDIBIOUBPE v.ﬁmzcmhmt_u Apcod apou [euinbur y 1] @peid “ewounied feuswopuyg wnuswopug 22 t
BUWICUIDIES |50 SNowenbs JIEISEIS SSEU [BUjLIOPgE-BAY| BLIOUIDIED |52 SNowenbg X|A180) s 1)
BUWOUIDIES (|52 SNowenbs opeiselapy S3INPOU UIYS [EINIGUINLISH BUWOUIDIED [[80 snowenbg X180 Y 2
BLIOUIDIBY |[30 snowenbs onelselsiy apou Je|naepesdns BWOWIAIED [|80 sNowenbg X1A180) &5 ‘L
sisoubelp DNVNL aug sisoubeip |eoiBojoisiH aug 814 'ON
aby aseD
ANownj oNjejsea y/IualLINdey Jnowny Atewssld )

‘| aigEL

S1INS3y




Table 2.
CORRELATION BETWEEN FNA CYTOLOGICAL AND HISTOLOGICAL CLASSIFICATION

Case
No. FNA Classification Previous Histological Classification

1. Squamous cell carcinoma Squamous cell carcinoma

2 Squamous cell carcinoma Squamous cell carcinoma

3. Squamous cell carcinoma Squamous cell carcinoma

4, Poorly differentiated adenocarcinoma Endometrical carcinoma grade il

5. Poorly differentiated adenocarcinoma Endometrical carcinoma grade il

6. Poorly differentiated adenocarcinoma Endometrical carcinoma grade Il

7. Mucinous adenocarcinoma Mucinous cystadenocarcinoma

8. Mucinous adenocarcinoma Mucinous cystadenocarcinoma

9. Papillary serous adenocarcinoma Papillary serous cystadenocarcinoma
10. Papillary serous adenocarcinoma Papillary serous cystadenocarcinoma
1. Papillary serous adenocarcinoma Papillary serous cystadenocarcinoma
12. Papillary serous adenocarcinoma Papillary serous cystadenocarcinoma
13, Papillary serous adenocarcinoma Papillary serous ¢cystadenocarcinoma
14, Clear cell carcinoma Clear cell carcinoma
15. Carcinosarcoma Malignant mixed Mullerian tumour
6. Poorly differentiated adenocarcinoma Poorly differentiated endometrioid
17 Metastatic Adenocarcinoma Nil
18. Metastatic Adenocarcinoma Nil
19. Metastatic Adenocarcinoma Nil
20. Metastatic Adenocarcinoma Nil

For ovarian carcinomas, the mucinous, papillary serous
and clear cell carcinomas were correctly typed. Definitive
histological typing became increasingly difficult as the tumour
become less differentiated, such that poorly differentiated
carcinomas could not be further classified2. Endometrioid
carcinoma proved to be particularly problematic and were
incorrectly classified as poorly differentiated.

Aspiration of the liver confirmed metastatic adenocar-
cinomain allthreeinstances butitwas notpossible o pinpoint
the exact primary site of the tumour although the morphological
appearances were compatible with an ovarian primary.

DISCUSSION

In South Australia, invasive carcinoma ofthe endometrium, cer-
vix and ovary combined accounted for 13.1% of all malignan-
cies in women, second only to breast carcinoma (253 ) in
1985. It was responsible for 12 6% of all deaths due to malignan-
¢y in women, again second only to breast carcinoma {20.8%).

About 75% of all patients with ovarian cancer are diagnos-
ed and treated only after metastases have occurred. In view of
the magnitude of the problem there is an urgent need for a quick,
inexpensive and reliable method of obtaining a tissue diagnosis,
firstly for a primary diagnosis in the presence of clinical
metastases and secondly to monitor recurrences or relapses
aftertreatment. In this respect, FNAC has been used with much
success.

The overalt accuracy of differentiating benign from malig-
nant ovarian tumours is good, ranging from 90% to 9594679
Sevine et al” demonstrated the high accuracy in predicting the
histologic picture of various lesions. Oftheir 48 aspiration con-
taining malignant cells, their FNAC diagnosis was different from
the histological diagnosis in only 1 case. Kuellgren et al*8° and
others found good cytological-histological correlation in their

REFERENCES

attempt at classifying ovarian cancers on aspirates.
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