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Abstract

Filariasis is a major public health problem in $okgst Asia including India. It is transmitted hitelof culex mosquito
and most commonly caused by Wauchereria bancfodtiventional mode of diagnosis is demonstratiomizfofilaria
in peripheral blood smear and body fluid. Co-existe of microfilaria with neoplastic lesions areetrakVe present
herewith 5 interesting cases of neoplastic leswimsre microfilaria were coexistent with one caseheaf non Hodgkin
lymphoma, metastatic adenocarcinoma of supracli&ridymph node, metastatic adenocarcinoma of cahiymph
node, Infiltrating ductal carcinoma of breast, lgenphylloides tumor of breast.
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I ntroduction

Filariasis is a major public health problem in ficab
and subtropical countries and it is one of the comm
endemic disease in India. It was first reported 876

by Bancroft in Brisbane and term filarial bancroftas
given in 1977[1]. Heavily infected areas are found
Uttar Pradesh, Bihar, Jharkhand, Andhra Pradesh,
Orissa, Tamilnadu, Kerala, and Gujarat. In Indiasit
caused mainly by Wauchereria bancrofti and Brugia
malayi.

The life cycle of microfilariae is found in two Hod/an

is definitive host and female culex mosquito is
intermediate host [2]. Filariasis may produce acse
well as chronic clinical manifestations or persoaym
remain asymtomatic in endemic areas [3,4].

Conventional mode of diagnosis is demonstration of
microfilaria in peripheral blood smear and bodyidlu
Due to nocturnal periodicity of species endemic in
India, it is difficult to find microfilariae in FNAsmears.
Incidental detection of filarial organism has been
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reported in cytological smears from almost any pért
body. Microfilariae have also been reported in
association with various benign and malignant temor
[5]. Microfilariae with malignant lesions is far me
rare in cytological literature [6].

Co-existent of microfilariae with neoplastic lesibas
been described but it role in tumorogenesis is not
explained. It is considered as incidental findiBg [

Here we report 5 cases where microfilariae were
detected in routine cytology without clinical suspn

of filariasis. Out of 5 cases one was benign and fo
was malignant.

These cases were- non hodgkins lymphoma, metastatic
adenocarcinoma in left supraclavicular lymph node,

metastatic adenocarcinoma in cervical lymph node,

infiltrating ductal carcinoma of breast and benign

phylloides tumor of breast,
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Case-1

A 65 year old male presented with an enlarged deftical lynph node measuring 3x2 cm diameter ¢ aronth
duration. FNAC was done. Alcohol fixed and air driemears were stained with Hematoxylin eosin shaigh Giemsa
stain respectively. On microscopic examination ssiegere highly cellular comprising of monotonouspdirsed
population of atypical lymphoid cells. Individuairhor cells have high N:C ratio, hyperchromatic puahd prominent
nucleoli at places along with scant cytoplasm. Smakso revealed microfilariae with tumor cells gihiwas identified
as microfilariae of W. bancrofti, based on its elueristic cytomorphology that is sheathed larvaa tail tip free from
nuclei [Fig- A and B]. A diagnosis of Non Hodgkihgmphoma with microfilariae of W. bancrofti was nead
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FNA smears reveals microfilariae coexistent withpiastic lesiongA) (B) Non Hodgkin’s lymphoma[H&E stain, X100,
X400], (C) (D) Metastatic adenocarcinoma [PAP stain, X100, X4Q@&), Infiltrating ductal carcinoma of breast[H&E
stain, X400],(F) Benign phylloides tumor of breast [H&E stain, X100]
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Case-2

A 48 year old male presented with an enlargedsigfiraclavicular lymph node was of size 3x3 cm diamef 3 months
duration. FNAC was done. Alcohol fixed smears wstained with Hematoxylin eosin stain and Pap st&n.
microscopic examination smears were highly cellgtamprising of malignant epithelial tumor cellsaarged in acinar
pattern, groups as well as lying singly in hemagitidbackground. Individual tumor cells have rouadowal nucleus,
high N:C ratio, vesicular nuclei with prominent femi and scant amount of cytoplasm. Smears alseated
microfilariae with tumor cells which was identifiegls microfilariae of W. bancrofti, based on its releteristic
cytomorphology that is sheathed larvae with tgilftee from nuclei [Fig- C ]. A diagnosis of Metaist adenocarcinoma
in supraclavicular lymph node with microfilariae\Wt bancrofti was made.

Case-3

A 70 year old male presented with an enlarged tigipier cervical lymph node was of size 5x4 cm diemef 2 months
duration. FNAC was done. Alcohol fixed and air drigmears were stained with Hematoxylin eosin staich Giemsa
stain respectively. On microscopic examination ssixshows malignant epithelial cells disposed irstets as well as
lying singly and forming acini in necrotic haemaagdic background. Individual tumor cells are plegphic, high N:C
ratio, vesicular nuclei with occasional prominenicleoli and scant to moderate amount of cytoplaSmears also
revealed microfilariae with tumor cells which waemtified as microfilariae of W. bancrofti, basedits characteristic
cytomorphology that is sheathed larvae with tag free from nuclei [Figure D]. A diagnosis of Meiatsc
adenocarcinoma in cervical lymph node with miceofde of W. bancrofti was made.

Case4

A 48 year old lady presented with gradually inchegigainless left breast lump for 1 month. Theres wa history of

nipple discharge. Breast examination revealed #x4ized nodule in left upper outer quadrant withl defined margin,

firm in consistency, mobile, the overlying skin wiedurated. FNAC was done. Alcohol fixed and aiedrsmears were
stained with Hematoxylin eosin stain and Giemsan staspectively. On microscopic examination smesdrswing a

malignant epithelial neoplasm disposed in sheetk cinsters as well as lying singly in a hemorrhaggckground.

Individual tumor cells are pleomorphic, have higiCNatio, vesicular chromatin, inconspicuous tosmecuous nucleoli
and moderate amount of amphophilic cytoplasm. Milendae are also lying in the background [Fig- B]diagnosis of

infiltrating ductal carcinoma of breast with filasis was made.

Case-5

A 21 year old female presented with slowly growingp in left breast for 4 month duration. Breasaraination
revealed lobulated mass measuring 8X7 cm on sithpwt skin retraction, firm in consistency, mobdlng with no
lymphadenopathy. FNAC was done. Blood mixed mdtespirate. Alcohol fixed and air dried smears wstegned with
Hematoxylin- eosin stain and Giemsa stain respelgtitOn microscopic examination Smears were cellodenprising
of ensheathed microfilariae having tail tip freenfr nuclei and dispersed cells with bare oval andnpl spindle nuclei
along with occasional ductal epithelial cells imwerahgic background [Fig- F]. A diagnosis of benghylloides tumor
of breast with filariasis was made.

Discussion

Bancroftian filariasis is infection by the filariaorm and funniculitis. Eosinophilia and microfilaremia are
Wuchereria bancrofti which causes disease by blocking common in acute phase [3]. Our cases was a
lymphatic vesseldV. bancrofti is responsible for 90.0% retrospective, microfilariae in peripheral bloodesm
cases of filariasis and is found throughout thepitr® (PBS) was not possible to evaluate. However, alesenc
and sub-tropical areas world wid@ther uncommon of microfilariae in PBS does not exclude filarial
filarial worm are Brugia malayi and Brugia infection [8]. Chronic stage of filariasis is chetarized
timori[2]. Filariasis produce wide spectrum of clinical by lymphadenopathy, lymphadema, hydrocele, and
manifestations. The acute phase is characterized by elephantiasis [3].Some infected individuals remain
fever,lymphangitis, lymphadenitis, epididymo-orchitis, asymptomatic throughout their life in endemic zones

They are traditionally called as “endemic norm§&g
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In our study none of the patients were clinically
suspected of filariasis; clinically they presenteih
breast lump (2 cases), lymphadenopathy (3 casés) wi
clinical suspicion of neoplastic lesion. So thesses
come in pathology department for doing fine needle
aspiration cytology. A review of literature reveals
incidental detection of filarial organism has been
reported in cytological smears from almost any pért
body. Microfilaria have been detected in breast
aspirates [9] lymph node aspirates [10] thyroidrasps
[11] salivary gland aspirates [12] soft tissue rneddi3]
bone marrow aspirates [14] brain aspirates [15p lun
aspirates [16] pleural fluid [17] pericardial flujd8],
ascitic fluid [19] urine samples [20] cervicovadina
smears, ovarian cyst fluid [21].

Literature reveald microfilariae associated withi@as
neoplastic lesions include non hodgkin’s lymphoma,
transitional cell carcinoma of bladder, follicular
carcinoma of thyroid, seminoma of undescendedstesti
hemangioma of liver [5], breast carcinoma [22],
metastatic  adenocarcinoma  [23], meningioma,
intracranial hemagioblastoma, Fibromyxoma, squamous
cell and undifferentiated carcinoma of uterine oerv
[24]. In our case series, microfilariae associatth
neoplastic lesions included non hodgkins lymphoma,
metastatic adenocarcinoma in lymph node, infiltigti
ductal carcinoma of breast, benign phylloides tuwior
breast. Association of filariasis with neoplasmsfien
seen although the role in tumorogenesis is contstale

It has been suggested in a few reports that filaria
organism may be involved in tumorogenesis by
releasing certain toxic mediators or by chronic
mechanical irritation at the sites of infestatiof). [
Circulating microfilaria obstruct the lymphatics dan
blood vessels. Due this obstruction extravasatibn o
lymph and blood occurs leading to release of
microfilariae. Such obstruction which leads to aslke of
microfilariae may be aggrevated by mechanical
blockage by neoplasms or traumatic conditions [20].

Conclusion

In our case series shows that detection of mieadie

in neoplastic lesion is incidental finding. Role of
microfilariae is not known in tumorogenesis, satliier
studies should be conducted in this contest. Clarefu
screening of cytologic smears should be done for
detection of coexistent microfilariae with othemigm

or malignant lesion to detect the hidden burden of
microfilarial disease especially in tropical coynlike
India and to provide accurate treatment.
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