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Editorial   CEO Dr Karen Wood

Welcome to the 2009 spring edition of Aotea 
News. With the year nearly ended, I am reflecting 
on the sustained efforts of the practice in 2009 

in helping deliver the right results at the right time to your 
patients.

Our recent referrer survey shows that 97 percent of respondents 
rate Aotea Pathology’s overall service as very good or excellent, 
up from 87 percent last year, a result we will be working hard to 
match in 2010.

Providing laboratory services is complex and often time-
critical. Ensuring that everyone – collection staff, couriers, office, 
analytical lab staff and pathologists, are providing a quality 
and co-ordinated service is a core requirement and a constant 
logistical responsibility for Aotea. An example is the use of 
intraoperative frozen sections, which must reach us quickly, and 
be processed and reported on promptly, with an accurate or at 
least safe practical working diagnosis. 

The turn-around time for test results is a key measure of 
performance. The referrer survey suggests that overall you 
approve of our service level, but we can see further room for 
improvement, and will continue to work on this.

Keeping on top of technological and professional knowledge 
and development in a modern pathology practice is crucial. Our 

staff, at all levels, are encouraged and supported to continuously 
develop their capabilities, to encourage initiative and keep 
our services at a high standard. Our graduate development 
programme, in-house Aotea lecture series and support for CPD 
assists this priority. 

A major quality innovation has been the implementation of the 
electronic Real Time Audit system, designed to catch and alert us 
to medical data entry errors. This required significant resource, 
but the results have been worthwhile, reducing errors and saving 
staff time.

Thank you for working with us in 2009, and we look forward to 
continuing – and looking to improve on – that work in 2010.

We will all enjoy a short break in warmer weather. May I draw 
attention, with the arrival of summer, (written in hope so far) 
to our upcoming edition of Inside Aotea, our newsletter for 
patients, which has information on skin biopsies, and some tips 
on preventing solar damage.  We hope it may be of use in your 
practices.

Best wishes for the festive season and New Year.

Thank you for your feedback and support for 
our services

By Vicki McKnight, Quality and Safety Manager

Our recent referrer survey has found that 97 percent of practitioner respondents 
rate Aotea Pathology’s overall service as very good or excellent.

This compares with 87 percent in 2008 and 74 percent in 2007.

Coincidentally, it is also the same as our patient survey where 97 percent of 
patient respondents gave Aotea Pathology’s overall service a rating of very good 
or excellent.

It’s a very strong result and one that we will be working hard to achieve again 
in 2010.

We are also looking carefully at the suggestions you made for improvements 
to our service. And, as a first step, you will find with this newsletter stickers with 
easy contact details for:

•	 pathologists
• 	 house-calls
• 	 results
• 	 the laboratory

Thank you to all who returned the survey and for your valuable feedback. As 
a small gift for your efforts we offered 20 copies of the “Handbook for the 
Interpretation of Laboratory Tests (4th edition)” .
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How to assess if a patient with lymph 
node enlargement requires fine needle 
aspiration

Peter Bethwaite 
Lead Cytopathologist

In community pathology practice, most requests 
for fine needle aspiration (FNA) consultations 
are for patients with lymphadenopathy. 
Evidence-based good practice assessments 
now question what role, if any, FNA has in their 
work-up.

Below are some guidelines to help you assess if a patient should be 
referred for FNA.

There are three clinical scenarios to consider.

Scenario 1

• 	 Patients with a previous diagnosis of malignancy (usually head 
	 and neck cancers, breast cancer or malignant melanoma) who 
	 present with lymphadenopathy and the clinical questions is, 
	 “Does this adenopathy represent metastatic disease?”

	 Recommendation

	 In these situations, FNA of the node or nodes is a quick, cheap 
	 and highly sensitive test that can usually replace an open 
	 lymph node biopsy.

The two other scenarios are less straightforward.

Scenario 2

• 	 Patients with a strong clinical suspicion of malignant 
	 lymphoma, either Hodgkin’s disease (HD) or non-Hodgkin’s 
	 lymphoma (NHL).

	 These are usually patients with very significant painless lymph 
	 node enlargement (usually greater than 20mm) often in 
	 groups of nodes. Constitutional symptoms (fever, night 
	 sweats, weight loss etc) may or may not be present and there 
	 may be no inciting causes for their adenopathy.

FNA of these patients, especially in combination with ancillary testing, 
as discussed below can lead to diagnosis of “atypical lymphoid 
population suspicious / highly suspicious for lymphoma”.

However, the FNA diagnosis does not significantly benefit these 
patients for the following reasons:

−	 The FNA was instigated because of a strong suspicion of 
	 lymphoma anyway.

−	 HD and NHL represent a very heterogeneous group of 
	 malignancies with considerably different treatment and 
	 prognosis across the spectrum. Accurate subtyping and 
	 hence treatment depends on special studies usually  
	 conducted on fresh lymph node tissue, not on FNA material.

− 	 FNA assessment may lead to delays in obtaining fresh lymph 
	 node tissue or, more seriously, may make subsequent 
	 examination of fresh tissue impossible due to the risk of nodal 
	 infarction.

− 	 FNA has a very poor sensitivity for the diagnosis of low grade 
	 NHL and most subtypes of HD.

	 Recommendation

	 The recommendation for this scenario is that, with a clinical 
	 suspicion of lymphoma, referral for formal lymph node biopsy 
	 is preferred to FNA in the initial workup.

Scenario 3

•	 The third scenario is patients with minor degrees of 
	 lymphadenopathy usually less then 15mm in size and where 
	 referral for FNA is simply a reflex action.

	 These patients are often concerned on discovering 
	 physiological shotty nodes in the neck or groin region or single 
	 occipital or jugulodigastric nodes. Alternatively there may be 
	 adenopathy at multiple sites with a clinical history suggestive 
	 of viral infection such as EBV.

	 Because of the sensitivity issues surrounding FNA and 
	 lymphoma diagnosis, morphologic assessment is usually 
	 combined with sophisticated, and therefore expensive, flow 
	 cytometric examination of cell suspension samples to improve 
	 accuracy. The combined cost to the funder or patient can often 
	 exceed $500 which seems hard to justify on clinical grounds.

	 Recommendation

	 It is recommended that practitioners are cautious in referring 
	 these patients for early FNA.

	 Consider:

	 − 	 carefully excluding potential causes for the 
		  lymphadenopathy through clinical examination and the  
		  use of viral (EBV, CMV) and toxoplasma serology.

	 − 	 reassurance of the patient that shotty and small nodes are  
		  normally physiological or reactive and do not, in the first 
		  instance, require complex investigations.

	 − 	 that most physiological and reactive lymphadenopathy 
		  will show evidence of subsiding over a 6 to 12 week period 
		  and that watchful waiting can be a powerful approach.

	 However, adenopathy that persists or progresses after a three 
 	 month follow-up is certainly worthy of consideration for FNA.

Talk to us for case-by-case information

Aotea Pathology regularly receives clinically inappropriate requests 
for FNA examination of enlarged lymph nodes. In such situations 
the pathologists will often send the patient away after examination 
without performing the FNA procedure.

We hope these guidelines are of use in assessing when to refer for FNA, 
and please remember 
that  Aotea Pathology 
cytopathologists are 
very happy to discuss 
individual cases with 
referrers. Feel free to 
call Drs Bethwaite, 
McCafferty or Wood 
with any questions or 
concerns.
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