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1. For this cycle 01/2018, a total of 32 pen drives had been circulated. Twenty-eight institutions
responded by the closing date of 15 May 2018.

2. Excerpts of previously circulated information about this quality assurance program are reproduced
here:
• MSOC QAP provides a platform via the evaluation reports to compare and identify diagnostic
insufficiency based on the outcomes of submitted diagnoses and targeted diagnoses.
• In the evaluation reports of each cycle, the targeted diagnosis for each case is provided with few
related figures (for all Gynae, FNA and NonGynae cases), followed by a tabulated list of diagnoses
submitted by participating laboratories and followed by discussion and possible differential diagnoses
on some of the cases (only for FNA and NonGynae cases).
• Evaluation of performance of each laboratory is conducted by participating laboratory by comparing
own submitted diagnoses with the diagnoses provided in the evaluation reports. Evaluation of
performance shall be the responsibility of each participating laboratory.

3. Any queries regarding this final report for cycle 01/2018 (trial) could be directed to Dr. Noorasmaliza
Md Paiman, e-mail: msocqap@gmail.com.

4. The coordinator would like to acknowledge the slides contributions from Dato Dr. Norain Karim, Dr
Noor Laili Mohd Mokhtar, Dr Azlina Abd Rahman, Dr. Serena Diane and Dr. Farveen Marican Abu
Backer.

Prepared by,
Dr Noorasmaliza Md Paiman,
Coordinator for MSOC QAP.

CYCLE 01/2018 MSOC QAP
CASE 1 (GYNAE)
23 Y.O. PREMENOPAUSE, ROUTINE (LIQUID-BASED CYTOLOGY, THINPREP - CERVIX)
EXPECTED RESPONSE: LOW GRADE SQUAMOUS INTRAEPITHELIAL LESION (LSIL) AND
FUNGAL ORGANISM MORPHOLOGICALLY CONSISTENT WITH
CANDIDA SPECIES.

LSIL (nuclear enlargement, hyperchromasia
and koilocytes)

Candida species: Pseudohyphae

CYCLE 01/2018 MSOC QAP
CASE 2 (GYNAE)
55 Y.O. PROLONGED MENSES (LIQUID-BASED CYTOLOGY, SUREPATH - CERVIX)
EXPECTED RESPONSE: ENDOMETRIAL ADENOCARCINOMA

Endometrial adenocarcinoma; clinging
tumour diasthesis, neutrophils

Cluster of hyperchromatic and enlarged
endometrial cells with prominent nucleoli

CYCLE 01/2018 MSOC QAP
CASE 3 (GYNAE)
54 Y.O. PV BLEEDING (LIQUID-BASED CYTOLOGY, THINPREP - CERVIX)
EXPECTED RESPONSE: SQUAMOUS CELL CARCINOMA

Squamous cell carcinoma; Keratinized squamous cells, hyperchromatic nuclei and clinging tumour
diathesis

CYCLE 01/2018 MSOC QAP
CASE 4 (GYNAE)
46 Y.O. PV DISCHARGE (CONVENTIONAL - CERVIX)
EXPECTED RESPONSE: NILM WITH TRICHOMONAS VAGINALIS

Trichomonas Vaginalis; Gray blue dirty background and pear-shaped to oval cyanophilic organism
with pale nucleus (arrow)

CYCLE 01/2018 MSOC QAP
CASE 5 (GYNAE)
45 Y.O. POSTCOITAL BLEED (CONVENTIONAL - CERVIX)
EXPECTED RESPONSE: HIGH GRADE SQUAMOUS INTRAEPITHELIAL LESION (HSIL)

HSIL with inflammatory background

HSIL; Keratinized squamous cell

CYCLE 01/2018 MSOC QAP
CASE 6 (GYNAE)
39 Y.O. PREMENOPAUSE, ROUTINE (CONVENTIONAL - CERVIX)
EXPECTED RESPONSE: NEGATIVE FOR INTRAEPITHELIAL LESION OR MALIGNANCY (NILM)

NILM

Pseudo-koilocytotic appearance due to the
accumulation of cytoplasmic glycogen

CYCLE 01/2018 MSOC QAP
CASE 7 (FNA)
42 Y.O. MALE, RIGHT NECK SWELLING FOR 1 YEAR
EXPECTED RESPONSE: HODGKIN LYMPHOMA

Polymorphous population of cells, including eosinophils (arrow)

Reed Sternberg (RS) cells; classic binucleated and mononuclear Hodgkin cells (arrow)

CYCLE 01/2018 MSOC QAP
Submitted Diagnoses by Participating Institutions

Number

Hodgkin lymphoma
Hodgkin lymphoma likely mixed cellularity subtype
Malignant Cell Seen, Lymphoma (Large Abnormal Lymphoid Cell)
Unable to rule out a lymphoproliferative disease. To do cell block and further
immunohistochemical staining
Malignant Cell Seen, Lymphoma (Large Abnormal Lymphoid Cell)
Lymphoproliferative lesion consistent with lymphoma

23
1
1
1
1
1

DISCUSSION
The cytologic hallmark is the Reed-sternberg cell, a large, multinucleated cell with huge inclusion-like
nucleoli. Mononuclear variants are often present, together with a mixed population of inflammatory cells
that includes lymphocytes, plasma cells, eosinophils, neutrophils and histiocytes.
FNA samples with conspicuous eosinophils should be carefully screened for RS cells, particularly in a
young patient with marked lymph node enlargement.
Differential diagnosis of Hodgkin Lymphoma:
•
•
•
•
•

Reactive lymphoid hyperplasia
Infectious Mononucleosis
T cell rich large B cell lymphoma
Anaplastic Large Cell Lymphoma
Metastatic Nasopharyngeal Carcinoma

References:
1. Elsevier (2014). Cytology Diagnostic Principles And Clinical Correlates (4th Ed.). Edmund S.
Cibas, Barbara S. Ducatman
2. World Health Organization. (2017). WHO classification of tumours of Haematopoietic and
Lymphoid Tissues. (Revised 4th Ed.). Internat.Agency for Research on Cancer.

CYCLE 01/2018 MSOC QAP
CASE 8 (FNA)
37 Y.O. FEMALE, ANTERIOR NECK SWELLING FOR 1 YEAR
EXPECTED RESPONSE: FOLLICULAR NEOPLASM

Highly cellular aspirate composed of uniform follicular cells arranged in crowded clusters and
microfollicles. There is no colloid seen in the background.

Microfollicle pattern, round nuclei of similar size. Skeletal muscle fragment (arrow), may misinterpret as
colloid.

CYCLE 01/2018 MSOC QAP
Submitted Diagnoses by Participating Institutions

Number

Follicular Neoplasm
Suspicious of Follicular Neoplasm
No malignant cell seen

23
4
1

DISCUSSION
The hallmark of the Follicular neoplasm specimen is the presence of a significant architectural
alteration in the majority of the follicular cells, in the form of crowded and overlapping follicular cells,
most of which are arranged as microfollicles. Microfollicle designation must be limited to crowded, flat
groups of less than 15 follicular cells arranged in circle that at least two-thirds complete. The follicles
tend to be relatively uniform in size. In some cases, crowded follicular cells form ribbons of overlapping
cells (trabeculae) can also be observed.
Cytologic preparations are moderately or markedly cellular. Follicular cells are normal sized or enlarged
and relatively uniform, with scant or moderate amounts of cytoplasm. Nuclei are round, slightly
hyperchromatic, sometimes with granular chromatin, with inconspicuous nucleoli. Nuclear atypia is not
diagnostic of malignancy. It is important to recognize that rare macrofollicle fragments (variably sized
fragments without overlap or crowding) as well as some background colloid may be present in Follicular
neoplasm specimen.

References:
1. Elsevier (2014). Cytology Diagnostic Principles And Clinical Correlates (4th Ed.). Edmund S.
Cibas, Barbara S. Ducatman
2. Springer Science. (2010). The Bethesda System For Reporting Thyroid Cytopathology,
Definitions, Criteria and Explanatory Notes. (1st Ed.). Syed Z. Ali, Edmund S. Cibas .

CYCLE 01/2018 MSOC QAP
CASE 9 (NONGYNAE)
75 Y.O. MALE, PLEURAL EFFUSION (PLEURAL FLUID)
EXPECTED RESPONSE: METASTATIC SMALL CELL CARCINOMA

Numerous small malignant cells are dispersed as isolated cells and arranged in clusters and chains.
Nuclear smudge (arrow) can also be appreciated.

Small malignant cells are molded together in clusters, become crescent shaped and angulated as they
wrap themselves around one another (nuclear molding).

CYCLE 01/2018 MSOC QAP

Cell cannibalism:
Diagnostic marker of malignancy.

Submitted Diagnoses by Participating Institutions

Number

Metastatic Small cell carcinoma
Metastatic Adenocarcinoma
Metastatic Carcinoma
Metastatic Neuroendocrine Tumour
Metastatic non-small cell carcinoma
Positive for malignant cells
Mesothelioma

11
10
2
1
1
2
1

DISCUSSION
Small cell carcinoma of the lung, despite its predilection for widespread metastases, causes a pleural
effusion in less than 3% of patients.
The tumour cells are relatively small, with diameter approximately two to three times that of small
lymphocytes. Cytoplasm is scant. The nuclei are dark and have finely granular chromatin texture
(speckled); nucleoli are inconspicuous. Nuclear molding is very characteristic for small cell carcinoma.
Karyorrhexis is common.
The differential diagnosis includes lymphoma and adenocarcinoma. Cytomorphologically, the cells of
Small cell carcinoma are distinguished from Lymphoma (usually in singly dispersed cells) by their
tendency to form clusters. The cells of Adenocarcinoma are mostly having moderate to abundant
cytoplasm, some with vacuolation containing mucin. Immunohistochemistry can be helpful to
differentiate with those differentials.
Reference:
1. Elsevier (2014). Cytology Diagnostic Principles And Clinical Correlates (4th Ed.). Edmund S.
Cibas, Barbara S. Ducatman

CYCLE 01/2018 MSOC QAP
CASE 10 (NONGYNAE)
5 Y.O. MALE, KNOWN CASE OF BURKITT’S LYMPHOMA (CEREBROSPINAL FLUID, CSF)
EXPECTED RESPONSE: LYMPHOMATOUS INFILTRATION, BURKITT’S LYMPHOMA.

Mitosis (thick arrow) and apoptotic cell (thin arrow)

Vacuolated cytoplasm

CYCLE 01/2018 MSOC QAP
Submitted Diagnoses by Participating Institutions

Number

Lymphomatous infiltration, Burkitt's Lymphoma
Malignant lymphoid cells seen / Lymphomatous infiltrates
Malignant cells seen / Positive for malignancy.
Malignant cell seen (blast cell)
Malignant cells seen, consistent with hematolymphoid infiltration
Atypical hematolymphoid / Atypical lymphoid cells.
Atypical lymphoid cells consistent with leukemic infiltration
Lymphomatous or leukemic infiltration
Malignant cells seen likely blast or lymphoid cells
Blast Cells seen; Suggestive of Acute Myeloid Leukemia
Leukemic infiltration / Leukemia
Metastatic lymphoma to the brain
Bacterial acute meningitis

2
9
3
1
1
3
1
3
1
1
1
1
1

DISCUSSION
The sensitivity of CSF cytology for detecting malignant cells is about 60%, but sensitivity depends on
several factors. First and foremost, a positive CSF sample will occur only if a malignancy actually
invades into a ventricle or the subarachnoid space.
Its sensitivity depends on:
•
•
•
•

The number of specimens examined
The volume of fluid submitted
The extent of leptomeningeal disease
The site from which the sample was obtained (lumbar vs cisterna magna)

Leptomeningeal metastasis occurs in 5% to 10% of patients with non-Hodgkin Lymphoma.
Leptomeningeal involvement is more common than parenchymal brain involvement by lymphoma.
DLBCL, Burkitt, and Burkitt-like lymphomas have an especially high affinity for CNS. In Burkitt’s, CSF is
involved in 20% to 30% of cases at presentation. On the other hand, some lymphomas, eg: Hodgkin
Lymphoma and Small Lymphocytic Lymphoma are almost never seen in CSF. Cytomorphology of
Lymphoma in CSF are dispersed cells, larger than normal lymphocytes, irregular nuclear contours,
abnormal chromatin and prominent nucleolus. For Burkitt’s lymphoma cells, small cytoplasmic vacuoles
can be appreciated.
The differential diagnosis is a reactive lymphocytosis caused by meningitis. A reactive lymphocytosis is
composed of a heterogenous population of small, mature lymphocytes as well as larger, activated, socalled atypical lymphocytes. The distinction from lymphoma, however, is not always straight forward.
Reference:
1. Elsevier (2014). Cytology Diagnostic Principles And Clinical Correlates (4th Ed.). Edmund S.
Cibas, Barbara S. Ducatman

