
PARASITOLOGY CASE HISTORY 20 (HISTOLOGY) 
(Lynne S. Garcia) 

A 68-year-old woman presented with mild fever, dry cough with wheeze, and 
chest pain. Chest X-ray revealed massive pleural effusion. A presumptive 
diagnosis of malignant effusion was made and pleural tap was done. The fluid 
was thick, turbid, and hemorrhagic. The following images were seen.  

 

Left:  H&E x 100; Right upper/right lower H&E x 400 

               

• Based on these images, what is your diagnosis?   

Scroll Down for Answer and Discussion 

Answer and Discussion of Histology Quiz #20 

 

On cytology, smears showed microfilariae in a background of mixed 
inflammatory infiltrate. There was coexistent adenocarcinoma in this case of 
microfilaria diagnosed on pleural fluid cytology. 

Comments on the Method: 

Fine-needle aspiration cytology (FNAC) as well as fluid cytology are rapid 
diagnostic tools that aid in the early diagnosis of parasitic infestations. 
Aspiration of clear fluid from a subcutaneous nodule, the presence of acellular 



tissue fragments, and amorphous necrotic background on cytology should 
include the possibility of a parasitic infection. Thorough examination and 
proper clinical correlation in case of visceral cystic lesions reduce the role of 
invasive surgeries since these lesions are often cured with medical 
management and respond very well to antiparasitic therapy. In cases 
complicated by malignancy, cytology plays a major role in the diagnosis of 
these conditions. 

Comments on the Infection: 

Filariasis is a major public health problem in subtropical and tropical countries 
like India. Filariasis is caused by nematodes Wuchereria bancrofti and Brugia 
malayi and transmitted by the bite of Culex mosquito. Most patients are 
initially asymptomatic and following repeated episodes of inflammation and 
lymphedema develop chronic swelling and elephantiasis of the legs, arms, 
scrotum, vulva, and breasts. This case of filariasis was caused by W. 
bancrofti. Microfilaremia and eosinophilia are common in the acute phase, but 
eosinophils are not necessarily seen in the lesions of filariasis. Microfilaria can 
be detected in the thyroid, breast, salivary glands, lymph nodes, urine, skin, 
soft tissue, epididymis, and effusion fluids. 

 
Comments on Diagnosis: 

The finding of microfilariae in tissue fluids could be secondary to lymphatic 

obstruction or secondary to damage due by inflammation, trauma, or stasis. 

There are a few cases in the literature that report the coexistence of 

microfilariae with neoplastic lesions such as squamous cell carcinoma of 

maxillary antrum, carcinoma of the pharynx, follicular carcinoma of the thyroid, 

carcinoma of the breast, carcinoma of the pancreas, carcinoma of the gall 

bladder, transitional cell carcinoma of the bladder, metastatic melanoma to the 

bladder, seminoma of undescended testis, leukemia, meningioma, and 

craniopharyngioma. The presence of microfilaria in metastatic lymph nodes 

could be due to transmigration of microfilaria along with metastatic tumor 

emboli. Larvae may be present in the vasculature and seen on cytology 

following rupture of vessels during aspiration, especially in highly vascular 

tumors. Most of these cases harbor infection and remain silent and cytology 

can be an effective tool for the detection of such silent carriers helping in 

disease eradication. 

 



Images of Wuchereria bancrofti from blood films are seen below: 

 

   
Note the head space on the left (clear space between the head nuclei and the 

end of the head – note the sheath (arrow); note the tail nuclei run all the way 

to the tip of the tail – also note the sheath (arrow).  The sheath is the remnant 

of the egg case around the microfilariae. 
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