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Fine needle aspiration cytology in cancer diagnosis
Is quick, cheap, and accurate when used appropriately

Fine needle aspiration cytology (FNAC) entails
using a narrow gauge (25-22G) needle to collect
a sample of a lesion for microscopic examina-

tion. It allows a minimally invasive, rapid diagnosis of
tissue but does not preserve its histological architec-
ture. In some cases this limits the ability to make a
definitive diagnosis. As with any invasive procedure
there are risks, and as with all diagnostic tests involving
sampling and interpretation, important diagnoses can
be missed. False negative results and occasional
complications of the technique have been reported as
proof that it is “useless and dangerous.”1 However,
accuracy and complications need to be compared with
robust published data about alternative techniques
before abandoning fine needle aspiration. Clinicians
require clear communication with the cytopathologist
to ensure that the procedure is appropriate for the
question being addressed and that both understand
the answer in the same terms. The rapid diagnosis pos-
sible with fine needle aspiration can shorten or avoid
hospital admissions, and speed a patient’s route to an
appropriate specialist. In one study examining the
impact of a FNAC service on the management of
patients, the savings exceeded the cost of the service by
a factor of four.2 Used sensibly, aspiration cytology
offers a relatively cheap, quick, and accurate tool for the
diagnosis and follow up of cancer.3

Published series of FNAC show a wide variation in
diagnostic accuracy and complication rates.4 This
reflects the efficacy of the technique for the particular
site being sampled and the expertise of those taking
and examining the samples. Specimens taken by
individuals who use the technique only occasionally
are often of poor quality.5 A study of 5226 fine needle
aspiration samples taken from the six commonest sites
by cytopathologists and clinicians showed inadequate
rates of 15-30%, depending on the site, for all
aspirators but an overall rate of 12% when the sample
was taken by a cytopathologist.6

Cytology is not the same as histology. The
published literature contains an abundance of case
reports describing diagnosis after fine needle aspira-
tion of various rare conditions. Although some
unusual diseases have characteristic appearances that
an expert cytopathologist may recognise, many
reports of more subtle diagnoses represent retrospec-

tive assessment of the cytology once a histological
diagnosis is known or cases where the final diagnosis
was one of a list of possibilities raised by the cytology.
Professionals using fine needle aspiration need to
have a realistic approach to what is achievable. The
cytopathologist should indicate the degree of cer-
tainty when offering a diagnosis, making clear when a
clinical or radiological correlation is required and
when histological confirmation is necessary. The clini-
cian should recognise when fine needle aspiration has
narrowed down the possibilities and when the diagno-
sis has been confirmed. This is particularly important
when FNAC is used to make a primary diagnosis of
malignancy.

In symptomatic breast disease, FNAC used
alongside clinical and radiological assessment allows
rapid, inexpensive, and accurate diagnosis.3 However,
review of published series has shown that core biopsy
with histology is more sensitive and specific than fine
needle aspiration in diagnosing most impalpable
radiological lesions.7 Histology facilitates the diagnosis
of benign lesions, allows assessment of whether
carcinoma is invasive or in situ, and gives some indica-
tion of grade and subtype of carcinomas.

Thyroid nodules are common; most are part of
the spectrum of nodular goitre. FNAC offers direct
sampling and identification of the minority that are
definite or probable malignancies and those that are
follicular neoplasms, which require surgery with full
histological assessment to exclude malignancy. Fine
needle aspiration is most sensitive at detecting
anaplastic (almost 100%) and papillary (around 90%)
carcinomas.8–10 Although FNAC has greater accuracy
in identifying tumours than alternative imaging or
biochemical methods, it misses 5-10% of cancers.
Even so, its incorporation into the diagnosis of
thyroid nodules reduces the requirement for excision
by at least 25% and doubles the yield of cancer in
those that are excised. Core biopsy is more traumatic
and has not been shown to increase accuracy of
diagnosis.

Diagnosing metastatic or recurrent malignancy by
FNAC generally has a high specificity and sensitivity.3 11

Many lymph nodes and other metastatic sites are read-
ily accessible, and the ability to match the new lesion
with the previous primary reduces the opportunity for
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error. However, in diagnosing metastases with no
known primary, such as liver metastases as a first pres-
entation, consideration should be given to the need for
histological material. Cytology is ideal for confirming
metastasis from a clinically or radiologically suspected
primary site and distinguishing between limited
alternatives such as small cell or non-small cell lung
cancer. However, if there is no indication of a possible
primary site, core biopsy facilitates more thorough
assessment of a tumour’s architecture and immunohis-
tochemical profile, allowing better prediction of origin
and prognosis. The trauma and risks of biopsy are
greater than for fine needle aspiration,11 and we need
to consider for each patient which technique is most

suitable and how the result of any invasive test would
alter management.

Used appropriately FNAC remains a powerful tool
in the diagnosis and management of patients with
malignancy. A realistic approach to what is achievable,
with clear communication between clinician and
cytopathologist, is vital.

Derek E Roskell consultant pathologist
(derek.roskell@orh.nhs.uk)
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Department of Cellular Pathology, John Radcliffe Hospital, Oxford
OX3 9DU
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The future of psychotherapy in the NHS
More evidence based services are taking shape to meet growing demand

The demand for psychological therapies in Brit-
ain has never been greater,1 yet their claim on
scientific legitimacy and therefore on public

resources has never been under greater scrutiny.2 w1-w4

At a meeting held by the UK Council for Psycho-
therapy in November 2003 to address the future of
psychotherapy in the NHS, the clearest messages were
conflicting ones—that although the taxpaying public
demands increased access to psychological therapies
and the government espouses both patient choice and
user centred services,1 the evidence on the efficacy and
cost effectiveness of the many different psychothera-
pies is patchy. Randomised trials cover only a limited
number of treatments, and many treatments remain
unevaluated in relation to many conditions.3 Exclusion
rates of 40-70% of presenting patients limit their gen-
eralisability to the treatment seeking population,4 and a
dearth of long term data, data on quality of life, non
experimental evidence, user perspectives, and evidence
of the generalisability to NHS practice of studies
carried out in other settings hampers rational purchas-
ing decisions. Little is known about equity of access to
therapy across socioeconomic or ethnic groups, and
with neither a career structure nor a pay scale of its
own, psychotherapy is not even formally recognised as
an independent profession. The result is a lottery for
patients and piecemeal and ad hoc arrangements for
recruitment and supervision of staff.

One of the key obstacles has been a conflict of cul-
tures. The narrative based hermeneutic culture of post-

Freudian psychotherapy and the empirical culture that
dominates medicine have proved reluctant bedfellows.
Theoretical differences are reinforced by longstanding
political antagonisms and resentments. Analytic thera-
pists in particular have been defensive and suspicious
in the face of the evidence culture as though the very
idea of objective scrutiny represented a hostile
intrusion into a quasi sacred private world.w5 Cognitive
behaviour therapy has done much better at embracing
the need for evidence and the requirements of
purchasers. As a result its strong research and dissemi-
nation strategy has found favour with service providers
and research funding bodies lost in a jungle of conflict-
ing claims and vested interests, regardless of whether it
is the most effective for any given indication.5

Real difficulties exist in providing meaningful
evidence on psychotherapies.w6 Although research is
legitimately and necessarily a public activity, much of
what is most important in psychotherapy is legiti-
mately and necessarily private.w7 As with surgical
research, factors related to the individual practitioner
and patient are probably at least as important a part of
the “active ingredient” as the modality of therapy.6 w8

Individual, patient related factors such as coping style
may also be influential. A meta-analysis of 16 trials
showed that self reflective and introspective individuals
seem to benefit more from insight oriented therapies

Additional references w1-w13 are on bmj.com

Editorials

BMJ 2004;329:245–6

245BMJ VOLUME 329 31 JULY 2004 bmj.com

 on 18 A
pril 2024 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.329.7460.244 on 29 July 2004. D
ow

nloaded from
 

http://www.bmj.com/

