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ABSTRACT:-  
AIM:. Fine needle aspiration (FNAC) is a widely accepted, rapid diagnostic procedure and has been routinely 

used for all palpable masses.FNAC of liver is extremely safe procedure, simple and almost non- invasive 
procedure for diagnostic as well as prognostic purposes1.2..With the introduction of ultrasonography (US) and 

computerized axial tomographic (CAT) scanning many space occupying lesions (SOL) of the liver are 

accurately localized and have made FNA from the targeted site easier. Primary carcinomas of liver either as a 

single mass or multiple mass have facilitated several passes (4-6) at the same sitting and good cellular smears 

which can be studied by routine May Grunwald Geimsa (MGG) stain, Haematoxylin-eosin and Papanicolaou’s 

stain and any other special stain if necessary.4,6The purposive sampling of 80 cases of FNA of the liver lesions 

were done atsiddhartha government general hospital, Vijayawada from June 2016 to July 2018. In the present 

study of 80 cases of FNAC liver. 45cases were non-neoplastic lesions. 29 cases were male and 16 cases were 

females. Age group varied from 11 years to 74 years and males were nearly twice more frequently affected than 

females.The study is supported by needle biopsies and cell block studies are analysed with the review of 

literature. 
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I. INTRODUCTION 
 Fine needle aspiration(FNA) technique has been used as a means of a simple and rapid method of 

diagnosis since 1927 by Dudgeon and Patrick in United Kingdom, Martin in 1934 at Memorial Hospital in 

USA.Their study of categorizing began with the most commonly found cytologic feature of HCC continued 

with the least common of the variables. commonest cytological features were: 

Polygonal cells with central nucleus-94.3% 

1. Malignant cells separated by capillaries-94.3% 

2. Granular, well defined cytoplasm-91.4% 

3. Larger nucleoli-85.7% 

4. Endothelial cells surrounding tumour cells-77.1% 
5. Intranuclear cytoplasmic inclusions -71.4% 

6. Polymorphonuclear leukocytes (PMN)-68.6% 

7. Small cytoplasmic vacuoles-68.6% 

8. Multinucleated tumour giant cells-45.7% 

9. Large cytoplasmic vacuoles-37.1% 

10. Intracytoplasmic bile-34.3% 

11. Eosinophilic intra cytoplasmic inclusions-14.3% 

12. Basophilic intracytoplasmic inclusion-11.4% 

Out of thirteen cytologic variable the presence of polygonal cells with central nuclei, malignant cells separated 

by capillaries and intracytoplasmic bile were the most likely criteria to distinguish HCC from metastatic 

tumours. 
 

II. MATERIALS & METHODS: 
 FNAC study of eighty cases of liver disease were undertaken in the patients admitted to government 

general hospital, Vijayawada from June 2016 to July 2018.A prospective and retrospective study of these cases 

who showed signs of jaundice, other hepatocellular failure, enlarged liver including the patients who needed 

ultrasonography/scanning were selected for a purposive sampling by FNA/guided FNAC.Forty cases of chronic 
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liver disease like chronic hepatitis, cirrhosis, fatty change and unexplained hepatosplenomegaly were studied by 

blind aspirations. Forty-one FNAs of solitary or multiple space occupying lesion in liver were carried out 

through US guidance and four CT guided aspirations for deep seated lesions. 
 For aspiration technique 23G disposable needles of varying length depending on the depth of the 

lesion, connected to 10ml disposable syringe were used. The aspirations smeared on clean glass slides. A 

minimum of 4-6 smears were prepared and stained with H&E stain and 2 air dried for MGG stain. 

 After excluding the contraindications for liver biopsy procedure such as bleeding diathesis by 

coagulation profile , gross ascites, chronic passive congestion, haemangioma of liver and hydatid cyst, biopsy 

procedure was carried out in 16 diffuse liver pathology and 7 HCC where cytologic diagnosis was inconclusive. 

Biopsy study undertaken for a confirmative diagnosis.   
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III. OBSERVATIONS 
 In the present study of 80 cases of FNAC liver. 45cases were non-neoplastic lesions. 29 cases were 

male and 16 cases were females. Age group varied from 11 years to 74 years and males were nearly twice more 

frequently affected than females. Out of 30 primary malignant tumours 23 were males,7 were females varied in 

the age group from 14 years to82 years with the peak incidence of 41 years to 71 years. 

 Five cases of metastatic lesions, the age group affected was between 30 years to 65 years and all were 

males. Blind aspirations are carried out in 40 diffuse parenchymatous liver disease cytological diagnosis and 

histological confirmation is tabulated. 

 

SL.NO DISEASE FNAC CELL BLOCK BIOPSY 

1. No significant 

pathology 

02 - - 

2. Chronic hepatitis 08 - 05 

3. Tuberculosis* 01 - 01* 

4. Fatty change 07 - 03 

5. Alcoholic liver 

disease 

06 - 02 

6. Cirrhosis** 10 -     04** 

7. Myeloid 

Metaplasia 

01 - - 

SL.NO DISEASES FNAC CELL BLOCK BIOPSY 

8. Dysplasia 04 - 02 

9. Amyloidosis* 01 01* - 

 Total 40 01 16 

 

NON NEOPLSTIC CYSTIC SPACE OCCUPYING LESIONS 

SL.NO DISEASES FNAC BIOPSY 

1. Pyemic abscess 03 - 

2. Hydatid disease 02 - 

 Total 05 - 

**Biopsy not done because of danger of fulminant complications. 

 

SPACE OCCUPYING LESIONS -PRIMARY TUMORS 

SL.NO DISEASE  FNAC CELL BLOCK BIOPSY 

1. Hepatocellular 

carcinoma(HCC) 

Well differentiated 

HCC 

Moderately 

differentiated HCC 

Poorly differentiated 

HCC 

Clear cell variant 

HCC 

Small cell variant 

HCC 
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01 
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2. Angiosarcoma  01 - - 

 Total  30 07   

 

 Among  cases cited above the diagnosis of well differentiated HCC were difficult to differentiate from 
cirrhotic regenerating nodule cytologically in 3 cases. Biopsy procedure was carried out which showed the 

features of well differentiated HCC, with cells arranged in thick trabecular and acinar pattern and these cells 

showed increased nuclear-cytoplasmic ratio with prominent nucleoli and intracytoplasmic bile. 
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SPACE OCCUPYING LESIONS- METASTATIC TUMORS 

SL.NO DISEASES FNAC CELL BLOCK BIOPSY 

1. Metastatic 

adenocarcinoma 

   

 Git 03 02 - 

 pancreas 01 - - 

2. Lymphoma 01 01 - 

 Total 05 03  

Since the lesion was very deep seated in the liver with pancreatic mass, biopsy could not be done. 

 

IV. DISCUSSION: 
 A total of eighty liver aspirates were performed from June 2016 to July 2018. In present series 40 cases 

of chronic liver diseases with palpable / enlarged liver were preferred and repeat aspirations were done in 8 

cases. Among diffused parenchymatous lesions cytological diagnosis was possible in 24 out of 40 cases giving a 

positive rate of 60 percent. 

 The diffused parenchymatous lesions like chronic hepatitis (3 cases), tuberculosis (1 cases), fatty 
change(4 cases),alcoholic liver disease (4 cases) cirrhosis (6 cases), dysplasia (2) ,Myeloid metaplasia(1cases), 

amyloid (1 cases), and with no significant pathology (2 cases) were accurately diagnosed cytologically gave the 

cytological positivity for non-neoplastic diffused lesions.16 needle biopsy study of inconclusive cytological 

study gave a final histological diagnosis in chronic hepatitis (5 cases), fatty change (3 cases), alcoholic liver 

disease (2 cases), cirrhosis (4 cases), dysplasia (2 cases). 1 case of tuberculosis and amyloidosis liver also 

showed the same lesions on biopsy and cell block study respectively, confirming the cytological study.5 cases of 

non -neoplastic space occupying lesions, diagnosed by US guidance and on FNAC study showed 3 cases of 

pyemicabscess and 2 cases of hydatid disease giving a cytological positivity of 100 %. Biopsy not needed as 

cases are contraindicated for study.From the study of 35 malignant tumours of the liver, a few diagnostic 

difficulties were encountered while reporting FNAC of the liver.  

 

V. CONCLUSION: 
 FNAC of liver is an extremely simple and safe procedure, only one case developed haematoma which 

was drained through US guidance. For diffused enlargement of liver FNA was diagnostic in 24 out of 40 cases 

giving an accuracy rate of 60 percent. 16 (40 percent) biopsies were needed for confirmative diagnosis in 

doubtful and inconclusive cytological diagnosis. Both the techniques together gave a specificity of 100 

percent.There were 5 non neoplastic cystic lesions in the liver like pyemic abscess(3 cases) and hydatid cyst (2 

cases) diagnosed cytologically.30 primary malignant lesions were cytologically diagnosed, differentiated and 

graded cytologically. biopsy was done in two cases to differentiate well differentiated HCC  from regenerating 

cirrhotic nodules as both resembled remarkedly and thus biopsy was complimentary for a final diagnosis of 

HCC. The malignant lesions gave a better cytological sensitivity of 80 percent and biopsy confirmation was 
needed in 20 percent. FNAC study a histological confirmation together gave a specificity of 100 percent.Five 

cases of metastatic tumours were cytologically diagnosed and they presented with localized lesions at the time 

of hospitalization. 

 It is not necessary to perform both FNAC and biopsy procedures, though histopathological study is 

scientific bases of FNAC “LIVER BIOPSY AND CYTOLOGICAL STUDY ARE COMPLIMENTARY TO 

EACH OTHER”. 
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