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CYTOLOGY
GENERAL:
This is a very brief summary of “what to do”. More detailed information follows in the attached
Cytology Users Manual. It should be consulted for detailed and very specific information. The
following is only a quick reference resource.
Cytology interpretation is hampered by artifacts that must and can be minimized by attention to the
specimen collection and handling details described below. Do not freeze or add fixatives to
cytology specimens unless indicated. Clinical information is essential and must include pertinent
current and past history and treatment given (radiation, hormones, etc.). Cytologic interpretation
without clinical history is hazardous, violates regulatory standards, and may not be possible.
SPECIMEN IDENTIFICATION:
For NonGyn cytology specimens, the specimen container must be labeled with a numbered tag
from the Cytology requisition. It is also recommended that the patient’s name be listed on specimen
containers and submitted prepared slides as well. For GYN cytology specimens, write the patients
name on the vial – do not place any labels on a ThinPrep® vial.
SPECIMEN DELIVERY:

Send all Cytology specimens to Central Specimen Processing in the Department of
Pathology. Alert Laboratory personnel if the request is STAT.
SPECIMEN SUPPLIES:
To request cytological supplies, please contact the laboratory office at extension 23141.

CONVENTIONAL PAP SMEARS:
1.
See Section III for instructions regarding general considerations and further collection
instructions for gynecologic cytology.
2.
Write the patient’s name on the frosted end of the slide with a pencil (#2 works best).
3.
Using a plastic cytobroom to obtain ectocervical material and an endobrush to obtain
endocervical material, place both samples on a single slide and spray fix immediately (within
1-2 seconds). See detailed information in the accompanying manual.
4.
Allow the spray fixative to dry on the slide (10-15 minutes) before closing the lid of the slide
carrier. If the slide is not completely dry, it will adhere to the lid, resulting in artifact and loss
of cells.
5.
Identify the slide holder by attaching the numbered tag from the requisition. Use the
combined gynecological/nongynecological Cytology requisitions. Put the slide holder in
Laboratory specimen bag, with specimen on inside of bag, requisition in sleeve.

THIN PREP PAP SMEARS:
Principle:
Slides prepared with Thin Prep technology have a monolayer of cells, applied centrally on the slide.
The PreservCyt Thin Prep solution significantly decrease blood and inflammation, which can
obscure cells.
Solution(s):
PreservCyt – A methanol-based, buffered preservative solution designed to support cells during
transport and slide preparation on a Thin Prep Processor. Thin Prep processors are optimized for
PreservCyt, and another reagent cannot be substituted.
Storage:
The PreservCyt vials may be stored at 15-30 degrees C (59-85 degrees F). The vials do have an
expiration date on the container label, which should be monitored. Do not use the solution after the
expiration date.
Once the vial contains specimen sample, the cells are preserved for approximately three weeks at
4-37 degrees C (39-98.6 degrees F).
Transportation:
When transporting a PreservCyt Solution Vial containing cells, make sure that the vial is tightly
sealed. Align the mark on the cap with the mark on the vial to prevent leakage. Identify the
specimen container by writing the patient name on the vial.
Use the combined gynecological/nongynecological Cytology requisition. Put the specimen
container in Laboratory specimen bag, with specimen inside of bag,

Requisition in sleeve.
Proper Identification:
All PreservCyt Solution Vials containing cells must have two patient identifiers on the specimen
container one of which must either be the name or MRNl, or will be subject to rejection by
laboratory.
Interfering Substances:
The use of lubricants should be minimized prior to specimen collection; lubricants can adhere to the
filter membrane and may cause poor cell transfer to the slide.
Collection Of Thin Prep Pap Smear Specimens:
1.
2.
3.

4.
5.

See page III-7 for instructions regarding general considerations and further instructions for
gynecologic cytology.
For Thin Prep procedure, do not use glass slide(s) to smear specimen upon.
Collection of Thin Prep specimen:
A. Utilize cytobrush/cytobroom technique, rather than cytobrush/spatula (please see “Lab
Line” Attachment, III-12).
B. The tip of the arrow or spear shaped part of the cytobroom is inserted into the cervical os
until all of the bristles contact the face, rotated 5 times clockwise similar to the spatula,
and then immediately rinsed into the PreservCyt vial.
Insert the cytobrush and rotate slowly ¼ or ½ turn in one direction. Immediately rinse into the
PreservCyt vial.
Identify the specimen container by writing the patient name on the vial.
Use the combined gyncological/nongynecological Cytology requisition. Put the specimen
container in Laboratory specimen bag, with specimen on inside of bag, requisition in sleeve.

NON-GYNECOLOGICAL SPECIMENS:
Principle:
The vast majority of non-gynecological specimens, including Fine Needle Aspirates, are now
collected and prepared utilizing Thin Prep Technology. Slides prepared with Thin Prep technology
have a monolayer of cells, applied centrally on the slide, while the Thin Prep solutions significantly
decrease blood and inflammation, which can obscure cells.
Solution(s):
PreservCyt – A methanol-based, buffered preservative solution designed to support cells during
transport and slide preparation on a Thin Prep Processor. Thin Prep processors are optimized for
PreservCyt, and another reagent cannot be substituted.
CytoLyt – A methanol-based, buffered preservative solution designed to lyse red blood cells,
prevent protein precipitation, dissolve mucus and preserve morphology of general cytology
samples. It is intended as a transportation medium and is used in specimen preparation prior to
processing.
Storage:
PreservCyt Vials may be stored at 15-30 degrees C (59-85 degrees F). The vials do have an
expiration date on the container label, which should be monitored. Do not use the solution after the
expiration date.

Once the PreservCyt vial contains specimen sample, the cells are preserved for approximately
three weeks at 4-37 degrees C (39-98.6 degrees F).
CytoLyt specimen containers may be stored at 15-30 degrees C (59-85 degrees F). Once a
specimen sample has been collected, cells in CytoLyt solution are preserved for 8 days at room
temperature; however, for best results, transport specimen immediately to the laboratory for
processing.
Transportation:
When transporting a PreservCyt Solution Vial or CytoLyt specimen vial containing cells, make sure
that the vial is tightly sealed. Align the mark on the cap with the mark on the vial to prevent
leakage. Identify the specimen container by writing the patient name on the vial and/or attaching
the numbered tag from the requisition. Use the combined gynecological/nongynecological Cytology
requisition. Place the specimen container in Laboratory specimen bag, with specimen inside of
bag, requisition in sleeve.
Proper Identification:
All PreservCyt or CytoLyt Solution Vials containing cells must have an identification label and/or
patient name on vial, or will be subject to rejection by laboratory.
Collection of Thin Prep Non-Gynecological Specimens:
1.
2.
3.

4.

See page general considerations for Nongynecological cytology specimens for further
instructions regarding
For Thin Prep procedure, do not use glass slide(s) to smear specimen upon.
Collection of Thin Prep specimen:
A. Fine Needle Aspirates (FNA): Collect sample, deposit and rinse directly into 30ml of
CytoLyt solution.
B. Mucoid Specimens (may include respiratory or gastrointestinal specimens): Collect
specimen, deposit and rinse directly into 30ml of CytoLyt solution.
C. Body Fluids (may include serous fluids, urinary and spinal fluids): Collect body fluids
fresh. Do not add liquid or solid anticoagulants.
D. Superficial brushings and scrapings (may include oral cavity, nipple secretions, skin
lesions and eye brushings): Collect and deposit the specimen directly into PreservCyt
solution vial.
E. Sputum: Collect Fresh.
Identify the specimen container by attaching the numbered tag from the requisition.
Use the combined gynecological/nongynecological Cytology requisition. Put the
specimen container in Laboratory specimen bag, with specimen inside of bag,
requisition in sleeve.

FINE NEEDLE APIRATES (FNA):
Call the Cytology Laboratory at extension 23128 to arrange for the assistance of a cytotechnologist,
if necessary.
Not all situations can be anticipated. If in doubt, please peruse the accompanying, more detailed,
Cytology Users Manual (page 6) or call the Cytology Laboratory at extension 23128. After hours,
please contact the pathologist-on-call.

CYTOLOGY SPECIMENS
GENERAL CONSIDERATIONS
Introduction and definition:
Cytology or Cytopathology can be defined as the study and diagnosis of disease processes by
examination of spontaneously exfoliated cells or cells forcibly removed by scraping, brushing, or
aspiration. The correlation of clinical information and morphologic features results in the
recognition of an abnormality and frequently leads to a specific impression. Cytopathology cannot
and should not be practiced without pertinent clinical information such as data on last menstrual
period, radiation, chemo-therapy, hormone treatment, results of previous cytologic examinations or
tissue biopsies and so forth. Definitions of terms commonly used in gynecologic cytology are
located at the end of this manual.
Methodology:
Thin prep cytology – The cell sample is immediately placed into solution, either PreservCyt or
CytoLyt, for preservation and transportation.
Conventional cytology – The cell sample is applied to glass slides by smearing or
cytocentrifugation. The cells are immediately fixed (within a few seconds) with a 95 to 99% ethyl
alcohol solution used as an immersion fixative or spray fixative.
The most commonly applied stain is the Papanicolaou Stain, although cytology is not restricted to
one stain and may use others such as Hematoxylin and Eosin, Wright’s Stain (a Romanowsky
stain) and many of the histochemical stains commonly employed in tissue pathology. The slides
are then completely screened by a qualified cytotechnologist who is trained in the recognition of
cellular abnormalities.
Quality Control:
A cytotechnologist and a pathologist jointly examine all nongynecologic preparations and all
abnormal gynecologic samples. Clinical histories are reviewed and previous cytologic specimens
and tissue biopsies are examined if indicated. Cell block material, which consists of cells trapped
in a fibrin clot processed as tissue is always examined by a pathologist. Nongynecologic slides are
usually divided between two cytotechnologists for screening. A minimum of 10% of unremarkable
gynecologic cases (Pap smears) are rescreened by qualified cytotechnologists; additionally, all
cases with a history within one year of LGSIL and within 5 years of HGSIL are rescreened. All
cytopathologists and cytotechnologists participate in continuing medical education, and there is an
active program of quality control monitoring, including Cytology Proficiency Testing.

Consultation:
Difficult diagnostic problems are frequently the subject of intradepartmental consultation among
several cytopathologists who are also available to consult with the attending physician anytime.
Cytology Requisitions:
One cytology requisition, which combines gynecologic and nongynecologic samples, is currently in
use. See page III-19 for an example of the requisition. Older requisitions should be discarded but
can be used if the new requisition is not available.
Information Required on Cytology Requisitions:
·
·
·
·
·
·

·
·
·
·
·

·

·
·
·
·
·

Patient’s Name
Date of Birth
Registration number
Ordering physician/client information
Date of Collection
Specimen type, source
Conventional pap smear: mark “GYN”, then Cervical or Vaginal
Diagnostic conventional pap smear: mark “GYN DX”, then Cervical or Vaginal-circle
correct diagnostic code
Thin prep pap smear: mark “GYN TL”, then Cervical or Vaginal
Diagnostic Thin prep pap smear: mark “GYN TLDX”, then Cervical or Vaginal-circle
correct diagnostic code
Mark correct Non-Gynecologic Sample specimen box or write in FNA site or other
specimen type.
Pertinent Clinical history:
Last Menstrual Period
Pregnancy
Hormones
Abnormal history (cancer, dysplasia, etc.)
Hysterectomy

GYNECOLOGIC CYTOLOGY
The cervicovaginal cytopathology system (“Pap Smears”) is a screening procedure meant to
identify women with a possibly significant abnormality of the cervix and/or vagina without
necessarily yielding a definitive diagnosis, although such diagnoses often can be made. Follow-up
cervical and vaginal tissue biopsy is still the standard used for establishing a definitive diagnosis of
dysplasia and neoplasia.
Douching 2-3 days prior to cervical sampling is not advisable. Warm water should be used as
lubricant for the speculum; lubricating jelly may significantly interfere with cytologic
interpretation. For the ectocervix, the cytobroom is used for Thin Prep technique; an Ayres type of
spatula is used for conventional collection-the ectocervix should be thoroughly scraped to obtain a
proper sample. For the endocervix, the cytobrush is utilized for both techniques. The cellular
samples for a conventional pap smear are both smeared onto a glass slide. Unless the
circumstances are very unusual (vaginal lesion clearly separate from the cervix, etc.) two slides
should not be submitted. For Thin prep, the cellular specimens are both swished vigorously in
PreservCyt. Cotton-tip applicators are not recommended for obtaining endocervical samples; the
cotton matrix may not yield cells. A cellular sample obtained from the lateral wall of the inner onethird of the vagina smeared conventionally on a glass slide is recommended for optimal
cytohormonal evaluation. If there is concern about a vaginal lesion, the area in question should be
sampled. In the case of a suspected endometrial, tubal or ovarian neoplasm, vaginal pool material
should be included; cervicovaginal cytology, however, is not considered reliable in the diagnosis of
such neoplasms.

The cell sample must be fixed immediately, either by immersion in a 95 to 99% ethyl alcohol
solution or preferably with a spray fixative such as Surgipath cytology fixative for conventional pap
smears, or by immediate placement of specimen in PreservCyt for thin prep pap
smears. Hairsprays are no longer recommended as a fixative because their formulations may
change without notice and may result in artifact. For glass slides, the slide must be allowed to dry
(15 minutes) before the lid of the slide carrier is closed; otherwise, the lid will adhere to the slide
surface, which may interfere with interpretation. The patient’s name must be written on the slide to
serve as identification, and the number label from the requisition should be applied to the slide
carrier. For Thin Prep pap smears, the patient’s name must be written on the specimen container.
All specimens are to be placed in a specimen bag, with the specimen container on the inside and
the requisition in the outer sleeve.
The following information pertains to the Cytobrush:
A.
B.
C.
D.

The cytobrush should not be used on pregnant patients.
The cytobrush should not be used for sampling the endometrium.
The cytobrush must never be re-used on another patient.
It is helpful to inform the patient that there may be some minor, painless vaginal spotting for
a day or two.

Recommendations for Conventional Gynecologic Specimen collection:
1.
2.
3.

4.
5.
6.

Label the frosted end of the glass slide with the patient’s first and last name prior to sample
collection; a standard #2 pencil works well.
Excessive mucus and inflammatory exudate should be removed from the cervix with a piece of
gauze, cotton swab or other suitable method. The cervix should not be cleaned by washing
with saline, which may result in a relatively acellular smear.
Choose the contoured end of the spatula which best conforms to the anatomy of the cervix and
the location of the transformation zone. Rotate the spatula 360 degrees about the
circumference of the cervical os and ectocervix while maintaining firm contact with the
epithelial surface. Rotation may be clockwise or counterclockwise, but not both since the
material must be collected on one surface of the spatula.
Do not smear the sample at this time unless half the slide will be fixed immediately (see
below). Hold the spatula between the fingers of the nonsampling hand or rest it on the glass
slide with the specimen face up while the cervical brush material is collected without delay.
Insert the cervical brush into the os and rotate only 90 to 180 degrees to minimize bleeding.
Spread the material collected on the spatula evenly over the glass slide with a single smooth
linear stroke. Roll the brush across the glass slide by twirling the handle. The object is to
quickly but evenly spread the cellular material in a thin layer on the glass slide. Thin out large
clumps of material as much as possible while avoiding excessive manipulation. Transfer of the
material from both sampling instruments should occur within a few seconds and fixation should
be immediate (within 1-2 seconds after smearing) in order to avoid air drying artifact. (Please
see illustration entitled “Transferring the Sample(s) to the Slide”)

There are three options for transferring the material to the glass slide as follows (please see
illustration entitled “Options for Transferring the Sample(s) to the Glass Slide”):
1.
2.
3.

Smear the spatula across the upper longitudinal half of the slide; roll the brush across the
lower longitudinal half of the slide; immediately fix.
Smear the spatula sample across the slide; roll the brush material directly over the previously
spread sample; immediately fix. This is the simplest effective method.
Smear the spatula sample over the left side of the slide, cover the right hand side with a card
(do not touch it to the slide), and immediately fix. Roll the brush material onto the right side of
the slide and immediately fix.

Recommendations for Thin Prep Gynecologic Specimen collection:

Principle: The Thin Prep process begins with the patient’s gynecologic sample being collected by
the clinician using a cervical sampling device which, rather than being smeared on a slide, is
immersed and rinsed in a vial filled with PreservCyt solution. The Thin Prep sample vial is capped,
labeled, and sent to the cytology laboratory.
At the laboratory, the PreservCyt sample vial is placed into a Thin Prep Processor and a gentle
dispersion step breaks up blood, mucus, non-diagnostic debris, and thoroughly mixes the cell
sample. The cells are then collected on a TransCyt filter specifically designed to collect diagnostic
cells. The Thin Prep processor constantly monitors the rate of flow through the filter during the
collection process in order to prevent the cellular presentation from being too scant or too dense. A
thin layer of cells is then transferred to a glass slide within a 20-mm diameter circle, and the slide is
automatically deposited into a fixative solution.
Specimen collection for Thin Prep Gynecologic Samples: Collect samples in the routine
manner (e.g. NCCLS guideline GP-15A) and rinse in PreservCyt following recommended
technique.
Sample Collection using the Cytobroom and Cytobrush:
1.
2.
3.
4.

The tip of the arrow or spear shaped part of the cytobroom is inserted into the cervical os
until all bristles contact the face.
Rotate 5 times clockwise (similar to the spatula) and then immediately rinse into the
PreservCyt vial.
Next, insert the cytobrush and rotate slowly ¼ or ½ turn in one direction.
Immediately rinse into the PreservCyt vial.

HPV Testing: All Thin Prep pap smears may have an ancillary High Risk HPV test ordered, if
requested by the physician.
Three separate methods exist to order HPV testing:
1.
2.
3.
4.

“Add HPV to Thin Prep if ASCUS” – The vial is sent for HPV testing if the cytology diagnosis
by a pathologist is “ASCUS”.
“HPV-Thinprep” – The vial is sent for HPV testing immediately after Thin Prep pap smear is
prepared.
“HPV only – No pap smear” – the vial is sent for HPV testing only.
Client can request HPV testing within twenty-one days after collection. After twenty-one
days, the vials containing cellular specimens are discarded.

WORKING CYTOLOGIC CLASSIFICATION OF CERVICAL LESIONS
A. Atypical Squamous Cells – Undetermined Significance
ASC-US refers to changes that are suggestive of LSIL. This is an epithelial change in
which cells acquire certain relatively minor characteristics distinguishing them from normal
cells. The change is due to a great variety of sometimes known and often unknown
causes. Squamous atypia may or may not be a forerunner of dysplasia; occasionally it is
difficult to draw the distinction between atypia and slight dysplasia. If there has been more
than one cervical smear showing atypia of undetermined significance, tissue biopsy may
be warranted.
B. Atypical Squamous Cells, cannot exclude High Grade Squamous Intraepithelial Lesion
This is an epithelial change in which cells are suggestive of a High Grade Intraepithelial
Lesion, but quantitatively or qualitatively is insufficient for a definitive diagnosis.
C. Squamous Dysplasia

 Low Grade Squamous Intraepithelial Lesion, LSIL (CIN I)
 High Grade Squamous Intraepithelial Lesion, HSIL (CIN II, CIN III, CIS)
This is a fundamental change in the epithelium. Colposcopic biopsy and/or endocervical
curettage are recommended.

D. Positive for Squamous Cell Carcinoma
Invasive epithelial tumor composed of squamous cells of varying degrees of
differentiation.
E. Glandular Atypia

 Atypical Glandular Cells, Not Otherwise Specified
 Atypical Glandular Cells, Endocervical Orgin
 Atypical Endocervical Glandular Cells, Not Otherwise Specified
 Atypical Glandular Cells, Endometrial Orgin

Glandular cells normally vary more in their cytologic and histologic appearance than
squamous cells but when this change becomes more pronounced, it is regarded as an
atypia; it may be due to a variety of causes. If the atypia is unexplained, close follow up
and/or colposcopy and endocervical curettage are warranted.

F. Glandular Atypia, favor Neoplasic
Endocervical Adenocarcinoma In Situ
This is a fundamental change in the epithelium which is reflected
cytologically. Endocervical curettage is warranted.
G. Positive for Adenocarcinoma (Endocervical, Endometrial, Extrauterine)
The cytological appearance is unequiovocal.

THE BETHESDA SYSTEM FOR REPORTING CERVICAL/VAGINAL CYTOLOGIC DIAGNOSES
In December of 1988, the Bethesda System for reporting cervical cytologic diagnoses was
developed and approved at the National Cancer Institute Workshop in Bethesda, Maryland. Its use
has been mandated by the Clinical Laboratory Improvement Act of 1988. This reporting system is
now the standard of practice, and SJMHS has implemented the following reporting system based
on the recommendations of the Bethesda System For Reporting Cervical Cytology:
Statement of Sample Adequacy:
·
Satisfactory
·
Unsatisfactory
General Categorization:
·
Negative for Intraepithelial Lesion or Malignancy (NILM)
Epithelial Cell Abnormalities:
Squamous:
•
Atypical Squamous Cells – Undetermined Significance (ASC-US)
•
Atypical Squamous Cells, cannot exclude High Grade Intraepithelial Lesion (ASC-H)
•
Low Grade Squamous Intraepithelial Lesion (LSIL)
•
High Grade Squamous Intraepithelial Lesion (HSIL)
•
Squamous Cell Carcinoma (SCC)
Glandular:
•
Endometrial Cells, Endometrial cells in a women 45 years of age or over (specify if negative for
squamous intraepithelial lesion)
•
Atypical Glandular Cells, Not Otherwise Specified
•
Atypical Glandular Cells, Endocervical Orgin
•
Atypical Glandular Cells, Endometrial Orgin
•
Atypical Glandular Cells, Favor Neoplasia
•
Endocervical Adenocarcinoma In Situ
•
Adenocarcinoma (Endocervical, Endometrial, Extrauterine, Not otherwise specified (NOS))

Additional Cytology Consideration
All significant epithelial and non-epithelial abnormalities are reported. Endometrial sampling for
cytology is not recommended. All high grade intraepithelial lesions and gynecological carcinomas
are faxed to the physician office in addition to the printed report.
The decision to repeat a pap smear should be based on squamous cellularity and lack of obscuring
factors (inflammation, air-drying).
SJMHS Clinical Laboratories will report the presence of endometrial cells only in patients at or over
45 years of age. Abnormal endometrial cells will be reported regardless of age.
Every effort is made to report routine cervical smears as quickly as possible after receipt,
commensurate with reliable and unhurried evaluation. If there is a request on the requisition for
especially rapid turnaround time or if the patient has had a previous abnormality within the last 5
years, all efforts are made to issue a report within two working days after receipt. Patients who
have had a hysterectomy following an abnormal diagnosis or who have had abnormal pap smears
greater than 5 years ago are read out with general cytology.
Supplies
For outpatients, all supplies for cervical cytology are provided free of charge. Please call 712-3141
to order supplies, which are delivered by our couriers.

NONGYNECOLOGIC CYTOLOGY
Nongynecologic cytopathology encompasses a wide variety of lesions in diverse anatomic
sites. The approach to these lesions may differ greatly. The cytologic processing similarly may
differ or may actually be quite similar depending on the type of specimen obtained. All such
specimens must be accompanied by a cytology requisition. Please be sure to indicate the type of
specimen it is and the anatomic site of origin. Clinical information about the patient is crucial and
must include such facts as previous radiation therapy, chemotherapy, previous tissue diagnoses, if
any, clinical working diagnosis, suspected diagnosis, any previous malignancies, etc.
The vast majority of nongynecological specimens, including Fine Needle Aspirations (FNA) are now
processed utilizing Thin Prep Technology. Submit all FNA samples in cytolyt.
Breast Cyst Fluid: Clear or colorless cyst aspirates (in which the cyst disappears totally following
aspiration) do not necessarily need cytologic examination and may not be sent. Freshly aspirated
fluid should be deposited into PreservCyt for transportation and preservation. All aspirated fluid
should be submitted. Large specimens (greater than 20 ml) should be submitted fresh. A
representative sample of an abscess should be submitted to microbiology if a bacterial culture is
desired. After aspiration, the cyst should be palpably smaller or should no longer be palpable. If
there is an associated palpable lesion, aspiration or tissue biopsy of that area should be considered
(please refer to the section for Fine Needle Aspiration). A cell block will also be prepared if there is
sufficient material.
Breast Nipple Smears: These samples are usually expressed from the nipple and should be
deposited into PreservCyt for transportation and preservation. It may be helpful to soak the nipple
with warm saline in cotton or gauze for 10-15 minutes; the subareolar tissue can then be gently
compressed such that a drop of fluid will accumulate on the surface of the nipple. It may be
possible to acquire several drops of fluid in this manner by gently stripping the subareolar tissue
and nipple between thumb and forefinger.
Bronchial Washings, Brushings, and Wang Needle Aspirates: The samples should be
deposited immediately into CytoLyt, using different, labeled CytoLyt vials for different specimens
(do not mix washings and brushings in same CytoLyt vial, or different location sites). Large
specimens (greater than 20ml) should be submitted fresh. A cell block will also be prepared if there
is sufficient material. Material for culture should be submitted separately to the microbiology

laboratory. The anatomic site of the Wang needle aspirate(s) must be listed on the requisition and
vial(s) to avoid confusion and error about the site of the tumor involvement.
Bronchioloalveolar Lavage: All of the lavage fluid should be submitted as soon as possible but
may be refrigerated if necessary. Since bronchioloalveolar lavage (BAL) is useful in the differential
diagnosis of interstitial lung disease, sarcoidosis, histiocytosis, hypersensitivity pneumonitis and
infectious pulmonary disease, an aliquot should be sent to the Hematology Lab for total and
differential cell counts. An excessive number of bronchial epithelial cells suggests a less than
optimal BAL sample. Fixation of any prepared slide with 95-99% ethyl alcohol or spray fixative
must be immediate (within 1-2 seconds). Microbiologic cultures should also be considered; this
sample should be submitted separately to the Microbiology Laboratory. Cytology processing will
include Thin Prep processing and cell block if possible.
Cerebrospinal Fluid: Fresh cerebrospinal fluid should be submitted as soon as possible but may
be refrigerated. It is best to submit the sample from tubes 3 or 4 in order to avoid as much
contamination with peripheral blood as possible. Ordinarily, a sample should also be sent to
Hematology Laboratory for total cell counts since this information is useful for cytologic
interpretation.
Cyst Fluids (other than breast): All cyst fluid specimens should be deposited into a PreservCyt
solution vial. If specimen is large (greater than 20 ml), submit fresh. Cytology processing will
include Thin Prep processing and cell block if possible.
Esophageal Washings and Brushings: All of the specimen should be deposited into a
PreservCyt solution vial. If specimen is large (greater than 20 ml), submit fresh. Cytology
processing will include Thin Prep processing and cell block if possible.
Fine Needle Aspiration:
*Note-Although the utilization of Thin Prep Technology has virtually eliminated the
necessity for a cytotechnologist to go on aspirates, for those rare instances where the
physician requests cytotechnologist assistance, please call 712-9553 between the hours
of
7 AM and 4 PM and allow 5-10 minutes for the cytotechnologist to arrive.
I.

Procedure for Fine Needle Aspirates of Deep Sites Under Radiologic Guidance

Principle:
These procedures are performed by a Radiologist usually under x-ray guidance, either
fluoroscopic, ultrasound control or CT. A lead apron must be worn for procedures done in
fluoroscopy. The need for microbiologic culture or flow cytometry should be considered. One
slide is prepared for Wright staining if possible. A cell block is prepared if possible from
remaining Cytolyt after a Thin-Prep slide is made.

Fine Needle Aspiration of Superficial Sites (Thyroid, Breast, etc.) – Superficial sites are usually aspirated
with a 1 ½ inch long 22-25 gauge needle and a 10 cc syringe held in a syringe pistol or similar device
which frees the other hand for steadying the lesion. The technique is as follows:
A.
B.
C.
D.
E.

Only use a needle with a transparent hub. Move the barrel of the syringe to loosen it and
then close the syringe.
Exert no suction until the lesion is entered, then pull on the plunger to exert suction.
While exerting suction, move the needle within the lesion employing 10-15 very short strokes
while angling the needle slightly in different directions. This will mince the tissue and allow it
to be drawn into the needle.
As soon as material appears in the transparent hub of the needle, release the
suction. Otherwise, material will shoot up into the barrel of the syringe where it will be lost.
Withdraw the needle from the patient after making certain there is no suction. Otherwise, the
material in the needle and in the transparent hub will shoot into the barrel of the syringe
when the needle exits the skin.

F.
G.
H.

After withdrawing the needle from the patient, remove it from the syringe and draw air into
the syringe. The air will be needed for expressing the cellular material from the
needle. Reattach the needle to the syringe.
Rinse the needle into the CytoLyt solution vial (or if Cytotechnologist assisted, the
cytotechnologist will make a slide and cell-block preparation).
Some lesions, especially thyroid nodules, should be aspirated several times. If the amount
of fluid is large (greater than 20 ml) submit to the cytology laboratory fresh. Please indicate
on the specimen container different sites (right, left, etc.). The decision to do more than one
aspirate of the lesion is to be determined by the physician/clinician at the time of aspiration,
depending on the size of the lesion. A different area within the lesion should be sampled
each time and a new sterile needle should be used for each aspiration. If abundant dark
fluid is obtained from a thyroid aspirate, it is probably a cyst, which may be completely
aspirated and should collapse. Submit this fluid to the cytology laboratory. If there is a
residual mass, which may be solid, it probably should be aspirated separately.

Gastric Washing and Brushing:
See Esophageal washings and brushings
Serous Fluids (Body fluids, including pleural, pericardial, peritoneal, and cul-de-sac fluids
as well as peritoneal washings):
At least 100 cc should be submitted as soon as possible, and should be refrigerated if there is a
delay. Anticoagulation is not necessary. Cytologic preparation will include a Thin Prep prepared
slide and cell block if possible. If a hematopoietic or lymphoreticular malignancy is suspected,
please indicate this on the requisition so that flow cytometry or special stains can be considered.
Sputum:
Deep cough specimens taken early in the morning are usually the most suitable. The absence of
pulmonary histiocytes indicates an unsatisfactory sputum specimen (probably only saliva) and will
be reported. If immediate delivery is not possible, refrigeration is required. Sputum specimens
usually are not suitable for the detection of Pneumocystis carinii; bronchial washings, brushings,
and bronchioalveolar lavage are more reliable.
Synovial Fluid:
Examination of synovial fluid for the presence of malignant cells is usually unrewarding. Most
commonly, synovial fluid is submitted to hematology for appropriate studies.
Ureteral, Urinary Bladder, and renal pelvic washings:
All of the available fluid should be submitted to the laboratory as soon as possible or should be
refrigerated if there is a delay. It is extremely important to indicate on the requisition if the material
was obtained via instrumentation or voided since this will account instrumentation induced cytologic
appearances which may otherwise be suspicious for malignancy. Cytologic processing will include
a Thin Prep prepared slide(s).
Urine:
A freshly voided specimen should be submitted as soon as possible or should be refrigerated if
there is a delay. If there has been catheterization, please indicate that on the requisition.
Tzanck Smear (direct smear for viral screening):
This consists of a direct scraping of a lesion in order to detect the presence of virocytes. To
prepare a tzanck smear:
1.
Premoisten the suspect lesion with saline. If possible, a fresh vesicle should be chosen
that has not ruptured and crusted.
2.
With a disposable needle, carefully open a fresh vesicle or remove the crust from a
ruptured lesion.
3.
Using the edge of a wooden spatula or glass slide, scrape the margin of the lesion. The
edges of the lesion will have the best yield of cells with morphologically recognizable
inclusions. A cotton swab or other similar material should not be used to obtain the
specimen because diagnostic material will become trapped in the cotton fiber matrix.
4.
The obtained material is carefully spread on a clean glass microscope slide and
immediately spray fixed with cytology fixative (within 1-2 seconds).
5.
An alternate method is to unroof the vesicle. Then a slide with the label slide facing the
lesion is drawn over the open vesicle parallel to the skin, depositing the cells on the

6.
7.
8.

slide, which is then turned label slide up and immediately spray fixed (within 1-2
seconds).
Allow the fixative to dry (15 minutes) before closing the lid on the slide carrier.
A cytology requisition must be completed with the patient identification and source of the
specimen and/or location of the lesion.
Submit the slide and requisition to the cytology laboratory

Reference: NCCLS GP23-A, Vol. 19, No. 14, August 1999
Any other specimen:
Call the cytology laboratory (712-3128) for information about cytologic cell samples not listed.

Definitions of Commonly Used Terms in Gynecologic Cytopathology
Actinomyces Sp.

This bacterium is a rare inhabitant of the normal female genital
tract but is often found in cervicovaginal smears of IUD
users. Case reports have implicated IUD related actinomyces
as a cause of cervicitis, endometritis, and pelvic inflammatory
disease resulting in damage to the fallopian tubes with
complications of salpingo-oophoritis, tubo-ovarian abscesses,
infertility, or ectopic pregnancy.

Adenosis

Vaginal adenosis refers to the presence of glandular
epithelium, most commonly of endocervical type, in the
vagina. It has been reported to occur in from 35% to over 90%
of women who were exposed to DES in utero. Adenosis has
also been reported to coexist with clear cell carcinoma in 95%
of patients with this neoplasm. The risk of developing clear cell
carcinoma in DES exposed women from birth to age 34 years
is estimated as 0.1%.

Air Drying Artefact

This artefact may interfere with cytologic interpretation and is
usually the result of delayed fixation. All cytology smears
should be spray fixed within 1-2 seconds. Air drying artefact is
more likely to occur in the presence of marked epithelial
atrophy.

Annucleated Squamous
Cells

Squamous cells without nuclei or with faint “ghost” nuclei
represent keratosis (hyperkeratosis) and are the result of a
protective reaction of the cervical or vaginal mucosa due to a
variety of benign stimuli. Occasionally, there is an underlying
HPV infection and/or squamous dysplasia. If the patient is in a
high risk group or if this cellular change persists, it may be
advisable to remove the superficial abnormally keratinized
layer with the first scrape and then perform a second scraping
to obtain underlying epithelium.

Atypia (Squamous and
cell
Glandular)

The word atypia means not normal or not typical for a normal
of this particular tissue and is used as a descriptive term
indicating minimal or slight aberrations from the
normal. Causes include inflammation, regenerative reactions,
folic acid deficiency and the earliest change in neoplastic
transformation. Depending on risk factors and other medical
considerations, squamous atypia requires close surveillance
with more frequent cervical smears, possible HPV DNA testing,
and if persistent, eventual colposcopy. A combination of

Bacterial Vaginosis

cytologic findings and clinical judgment will determine the best
course of action.
The terms bacterial vaginosis, nonspecific vaginosis and
vaginal bacteriosis refers to an abnormal vaginal bacterial flora
consisting of bacilli or cocci or both which are diffusely
scattered or in clumps. The patient may have symptomatic
vaginitis or may be asymptomatic. Gardnerella vaginalis may
be present, particularly if so-called “clue cells” are
seen. Microbiologic culture may be helpful in identifying the
organism. The presence of lactobacilli, even in large numbers,
is not considered to be abnormal, although it is debatable
whether the excessive growth of lactobacilli produces
vaginitis. Clinically this is not significant but may represent
technical problems in cytologic interpretation.

Cytolysis

The excessive proliferation of lactobacilli may cause cytolysis
(bacterial cytolysis), which refers to the disruption of squamous
cell cytoplasm.

Dysplasia

In the uterine cervix, the term squamous dysplasia refers to the
malformation or disordered development manifested
morphologically by variations in cytoplasmic maturation in
association with certain nuclear abnormalities. There is
controversy about the exact definition of dysplasia, but in its
simplest meaning it refers to definite preneoplastic changes
leading to squamous carcinoma in situ and ultimately to
squamous carcinoma in a number of women. Three degrees
of squamous dysplasia are usually identified; Slight (CIN I),
Moderate (CIN II) and Severe (CIN III). The distinction
between severe squamous dysplasia and squamous
carcinoma in situ (CIS) is arbitrary and cannot always be
achieved. The Bethesda system classification of
cytopathologic changes combine moderate, severe squamous
dysplasia and squamous carcinoma in situ into the term “high
grade squamous intraepithelial lesion”. “Low grade squamous
intraepithelial lesion” refers to slight squamous dysplasia.

Endocervical component

This usually refers to the presence of endocervical cells or
squamous metaplasia in a cervical smear.

Endometrial cells

In the postmenopausal cervical smear, their presence raises
the
possibility of an endometrial lesion such as polyp or
endometrial hyperplasia provided the endometrial cells have a
benign cytologic appearance. In this situation, clinical
correlation is advisable. Also, it is the policy of SJMHS clinical
lab to report the presence of endometrial cells in all women
over the age of 40, regardless of LMP.

(cytologically benign)

Estrogen Administration

Occasionally, a very atrophic smear may exhibit changes,
which could be due to dysplasia or simply atrophy. A reliable
cytologic distinction cannot be made and therefore a short-tem
administration of oral or vaginal estrogen will eliminate
changes due to atrophy but not those due to dysplasia. The
short-term hormone is given for 6 days and the smear should
be repeated on day 7.

HPV

This is the common abbreviation for human papillomavirus.

Leptothrix

This is a gram negative anaerobic organism with a long
filamentous structure. Although sometimes acute inflammatory
changes may be observed in the presence of this organism, its

significance is unknown; however, 75% of patients with
leptothrix have a concomitant Trichomonas vaginalis infection.
Lymphofollicular
Cervicitis

Sometimes called follicular cervicitis of lymphocytic cervicitis.
This term refers to the presence of numerous mature and
reactive lymphoid cells and germinal macrophages (tingible
body macrophages) in the cervical smear. Some believe that
50% of cases of lymphofollicular cervicitis are associated with
Chlamydia infection, but others believe that the significance of
lymphofollicular cervicitis is simply unknown.

Papillomavirus

The papillomavirus belongs to the family Papovaviridae and
has been isolated from over 60 animal species. This virus
commonly infects epithelial surfaces of either skin or mucosa
and causes self-limiting warty growths. Over 60 distinct HPV
types have been identified in humans. Types 6 and 11 are
commonly associated with cervical warty condylomas, flat
condylomas and low grade dysplasia (low grade squamous
intraepithelial lesion); however, HPV types 16, 18, 31, 33 and
35 are often found in high grade cervical dysplasia and cervical
carcinoma in situ. The cervical cytologic hallmark of HPV
infection is the koilocyte, an atypical cell with perinuclear
clearing and other characteristics. This, however, is not the
only change seen in cervical HPV infection and is not always
present. With liquid based pap smear cytology, an ancillary
HPV DNA test can be ordered by the physician.

Parakeratosis

Parakeratotic cells are relatively small, superficial squamous
cells, which are round, oval, polygonal or spindled, exhibit dark
or light eosinophilic cytoplasmic staining and contain small
pyknotic nuclei. The significance of parakeratosis is the same
as that of annucleate squamous cells (please see above).

Repair/reparative changes

During the healing phase following an injury such as
inflammation or cervical erosion, there is a proliferation of
young squamous cells which may exhibit multinucleation,
increased mitotic activity, and enlarged nucleoli. This is a
benign phenomenon, which requires no action other than the
annual repeat cervical smear. If there are repeated episodes
of repair, a search for the cause of injury may be indicated.

Squamous intraepithelial
Lesion, high grade

The term in the Bethesda classification which refers to
moderate or
severe squamous dysplasia (HSIL)

Squamous intraepithelial
Lesion, low grade

The term in the Bethesda classification which refers to slight
dysplasia (LSIL).

Squamous Metaplasia

This is a benign process of tissue repair whereby the
endocervical epithelium in the transformation zone is replaced
by presumably more protective squamous metaplastic
epithelium under the influence of persistent infectious or noninfectious irritation. “Mature”, “normal”, “regular” or “typical”
metaplasia all refer to this very common and benign process.

Vaginosis

Please see bacterial vaginosis above.

SURGICAL PATHOLOGY
All specimens submitted must be accompanied by a Surgical Pathology Requisition with detailed
clinical information. Specimens received without clinical information will not be examined
until appropriate information is received.
SURGICAL PATHOLOGY COLLECTION INFORMATION
PRINCIPLE:
The following is intended as a quick, reference resource for routine surgical pathology specimens requiring
formalin fixation.
Specimen Identification:
1. For surgical pathology specimens, the specimen container(s) must be labeled with a numbered tag
from the surgical pathology requisition, PLUE label, or some other type of approved identifier (minimum
of 2 identifiers).
2. The patient's name should clearly be written on the label.
3. Each specimen vial must be labeled as to site for multiple-specimen cases.
4. The pathology requisition has letter designations for each site (A,B,C, etc) -it is important that the letter
corresponds to the specimen site label as well.
Specimen Preparation, Delivery:
1. All routine surgical pathology specimens must be fixed in 10% Neutral Buffered Formalin (NBF) -see
below for more information about formalin fixation.
2. 10% NBF is available in different size containers; use the proper sized container for tissue specimen never force a tissue specimen into too small a container.
3. When preparing any surgical pathology specimen containing formalin, make sure that the vial is tightly
sealed prior to transporting.
4. All routine surgical pathology specimens should be delivered to Central Specimen Processing in the
Clinical Laboratory, unless otherwise indicated. On weekends, please take specimen(s) directly to suite
1720, and put through the sliding gross room window onto the counter.
5. For a STAT, frozen or fresh specimen, bring directly to the AP department, and alert Laboratory
personnel -do not leave in CSP.
6. All surgical pathology specimens should be placed into individual, clear plastic transport bags. Seal the
bag to prevent loss of specimen vial(s), as well as to protect staff from possible formalin exposure. Do
not place the surgical pathology requisition in the bag with the specimen vial; instead, place the folded
requisition in the front sleeve of the bag, and the vial in the actual bag.
Do not transport any specimen in formalin via the Pneumatic Tube system.
Supplies:
To request supplies, please contact the laboratory office at 712-3141.
Fixation:
Formalin -For routine surgical pathology, the laboratory uses 10% neutral buffered formalin (NBF), a solution
designed to preserve and fix tissue during transport and processing. Surgical pathology tissue requires
proper fixation in formalin, and another reagent cannot he substituted.
Storage:
Formalin, with or without tissue, should be stored at room temperature. The vials have an expiration date on
the container label, which should he monitored. Do not use the solution after the expiration date.
Precautions:
1. Formalin is harmful if swallowed, inhaled, or absorbed through the skin -it contains formaldehyde, which
can cause cancer. Proper PPE and ventilation must be used whenever handling formalin.
2. All vials containing formalin require a biohazard identifier as to content. For large tissue specimens,
where formalin is poured into an unlabeled container, use a formalin biohazard sticker to identify -these
stickers are available from purchasing.

OR Specimens: Anatomic Pathology staff retrieves AA OR specimens from the unit. The following
instructions pertain to these specimens:
1. Staff should go to OR multiple times per day depending on needs -take a cart and specimen bucket; do
not carry them back by hand.
2. Staff should carefully examine the vial and paperwork while at the OR bucket, carefully looking for any
misidentified specimens, missing specimens, missing papenvork, etc. Once everything has been
completely verified, then the tracking sheet in the bucket may be checked and initialed for each
specimen case being brought back to AP. If there is any question, get a charge nurse or page the AP
manager as needed -do not bring it back or initial off if there's any error.
3. Any pathology waste specimen containers should no longer be brought back to the lab for disposal.
All other surgical pathology specimens should ideally be tracked via PathTrak, surgical pathology tracking
sheet, or by the couriers.

Specimens should be placed in 10% buffered formalin in amounts sufficient for fixation. The
container must be labeled with the numbered label from the requisition. The nature or site of the
specimen should be indicated both on the requisition and on the label affixed to the specimen
container. Under certain circumstances, the tissue should be submitted in the fresh state and as
soon as possible, e.g. lymph nodes possibly involved by lymphoma, etc. If in doubt, please contact
a pathologist.
Send specimens to the laboratory central specimen processing area.
Information – call 712-3167 from 7 am – 5 pm Monday-Friday. Page the in-hospital pathologist from
5-8 pm or the pathologist on call after 8 pm (contact the hospital switch board for the pager number
of the pathologist on call and in-hospital pathologist)
Karyotyping (Chromosome Analysis)
Chromosome analysis is usually performed on blood, bone marrow, fetal tissue or placental tissue.
Fetal and placental tissue may take up to 8 weeks to complete because of slow tissue growth. The
most common clinical situations are as follows:
•
Infertility
•
Multiple spontaneous abortions
•
Congenital anomaly in a newborn, child or adult
•
Mental or physical retardation
•
Hematopoietic neoplasms (chronic granulocytyc leukemia, etc)
Blood samples, Bone marrow – Please refer to the hematology section of this manual
Fetal Tissue
Several 2-3 mm samples of skin and underlying soft tissue should be obtained as aspectically as
possible and should be placed in tissue culture medium which is available by calling 7123184. The culture medium, however, must be thawed which takes 10-15 minutes. Successful fetal
tissue cultures are dependent upon the viability of the sample. Postmortem tissue autolysis may
result in a failure of cells to grow.
Placental Tissue
The placenta is a fetal organ and therefore, chromosome information obtained from the growth of
placental tissue has the same significance as chromosome analysis performed on fetal tissue.
Several 2-3 mm fragments of placental tissue (villous tissue, not decidual) are placed in thawed
tissue culture medium. This can be done by a pathologist if fresh placental tissue is available in the
Department of Pathology. The samples must be obtained as aseptically a manner as possible, and
the most viable tissue should be sampled. Autolysis may result in failure of the cell sample to grow.
If a normal female karyotype is obtained, contamination by maternal cells cannot be ruled out.

Pregnancy and Neonate Loss
Pregnancy loss patient standards of care
The purpose of this is to provide guidelines for disposition arrangements for fetal or neonatal death
in accordance with parental wishes and state law. This does not apply to ectopic pregnancies that
are considered surgical pathology specimens.
It is the physician’s responsibility to determine fetal death, regardless of gestational age, in
accordance with applicable Michigan statues.
All fetal or neonatal deaths must be disposed in accordance with Michigan statutes. Under no
circumstances shall fetal remains be released to a patient or a patient’s family, as described in
MCL 333.13801, et seq. and MCL 333.2850. If the patient and or patient’s family desires
disposition in a manner other than those described below, Risk Management should be consulted.
The Public Health Code does not contain a definition of the term “fetus” but it does contain specific
guidelines, dependent upon fetal age, weight and whether the fetus was born alive or dead. The
following statutory gestational age and weight criteria is used by SJMH to determine options for
disposition of a fetal or neonatal death:
Notes: Fetal weight takes precedence over gestational weeks. All placentas are to be sent to
pathology for examination with requisition. In the event that the mother and father have
different last names, the fetus/stillborn must be identified using only the last name of the
mother.
Early
spontaneous
abortion:
Nonviable
fetus:
Fetal death
(stillborn):
Live birth:

Up to 14 weeks and weight less than 400 gm
14-20 weeks and weight less than 400 gm
Completion of at least 20 weeks gestation, weight greater than 400 gm
Any product of conception or fetus regardless of gestational age that is alive at birth, as
evidenced by any sign of life after separation (delivery) such as pulsation of cord, heart
beat, definite movement of voluntary muscle, breathing, or any sign of life as determined
by the physician.

Protocol:
An information letter, “Pregnancy Loss Guidelines”, must be explained to the patient and then the
yellow copy sent to SJMH pathology with the surgical pathology requisition and specimen; this
letter (See Appendix A) offers choices available to the family. The parent is asked to indicate
preference and sign form – if there is no indication of preference and/or signature is not obtained,
the hospital medical disposition option will be utilized.
Pregnancy Loss, not a live birth
Any tissue passed spontaneously or resulting from a curettage will be sent to the Pathology
Department with a surgical pathology requisition. All specimens less than 14 weeks go to
pathology in formalin, unless chromosome analysis is requested; in this case the specimen should
be sent fresh as soon as possible.
All fetuses 14 weeks or greater should be sent to the morgue; these are not sent to surgical
pathology.
The physician and family must determine if an autopsy is desired before sending to pathology.

Options available:

•

•

•

•

•

Management by SJMHS:
The abortus/fetus through 20 weeks, less than 400 grams, may be cared for as biomedical
tissue if this is the parent(s) wishes. Do NOT complete a Disposition Permit when hospital
management is selected.
Management by common cremation
Important: Parent and attending physician signature required on the “Disposition Permit for
Common Cremation” form – the permit must be forwarded to SJMH pathology.
This is a service arranged by SJMH. There is a $50.00 to the patient, necessary to cover cost
of cremation, which is billed by the hospital. Combined ashes are placed in the SJMH burial
niche at United Memorial Gardens, 4800 Curtis Road, Plymouth MI. Ashes are not available.
Management by a funeral director
Important: Parent and attending physician signature required on the “Final Disposition of a Still
Birth” form required, regardless of gestational age (See Appendix C) – the form must be
forwarded to SJMH pathology.
Family must personally contact the funeral director for assistance.
Management by autopsy at U of M for infants (>14 weeks gestation)
Note: Parent(s) should be reminded that an autopsy done at U of M does not allow them
to have private burial or receive the cremains. The remains are cremated and interred in
the University of Michigan plot at Washtenong Memorial Park. The “Final Disposition of a
Still Birth” form must be completed with signature(s) of parent(s) and dated. Mark “donation”
box checked as method of disposal. The “Authorization for final disposition of said fetus is
given by” should indicate “Department of Anatomy, University of Michigan/Teratology Unit”.
The “Agency authorized to accept donated bodies” box should also be marked. The attending
physician’s signature must also be on the form. An “Autopsy Consultation” form should be
completed by the attending physician. Copy mother’s chart, and send fetus to the morgue per
procedure as soon as possible.
Management by SJMHS Autopsy
This option is only available for fetuses of at least 20 weeks gestation or weight of at least 400
grams. A toe tag number must be obtained from HIS admission desk (712-3578). A “Report of
Fetal Death” form must be completed with signature(s) of parent(s); send to HIS. Gross
examination of the infant should be done by the attending physician and the findings
documented on the “Obstetric Summary” for any fetus. The “Autopsy Consultation” form must
be completed by the attending physician. Obtain parent(s) signature(s) on the “Permission for
Autopsy” form. Send fetus to the morgue per procedure; hand deliver all original signed forms
and a copy of mother’s chart to HIS.

Disposition of Live Birth regardless of gestational age
Options Available:

•

•

•

Management by Private Funeral Director with no autopsy
Direct patient to contact Funeral Director of choice. Obtain toe tag number from HIS (7123578). Register infant by admitting into computer. Complete “Certification of Live Birth”
worksheet, “Infant Summary”, “Information Needed for completing your Child’s Birth
Certificate” and “Certificate of Death” forms. Obtain parent(s) signature(s) on “Authorization for
Release of Body to Funeral Director” form. Complete “Patient Death Referral Worksheet” and
physician/nurse to call Transplantation Society of Michigan at 1-800-482-4881. Hand deliver
fetus’ chart and “Certificate of Death” form to HIS. Send fetus to the morgue per procedure.
Mangement by Autopsy at U of M
Obtain toe tag number from HIS (712-3578). Register infant by admitting into computer.
Complete “Certification of Live Birth” worksheet, “Infant Summary”, “Information Needed for
completing your Child’s Birth Certificate” and “Certificate of Death” forms. Complete “Fetal
Donation/Baby Body Release” form and obtain parent(s) signature(s). Note: Parent(s) should
be reminded that an autopsy done at U of M does not allow them to have private burial
or receive the cremains. The remains are cremated and interred in the University of
Michigan plot at Washtenong Memorial Park. Copy mother and fetus’ chart. Make a copy of
the “Fetal Donation/ Baby Body release” form and place in the fetus’ chart. Complete “Patient
Death Referral Worksheet” and physician/nurse to call Transplantation Society of Michigan at
1-800-482-4881. Hand deliver all original forms, copies of mother’s and fetus’ chart and fetus’
original chart to HIS. Send fetus to the morgue per procedure.
Management by Autopsy at SJMHS
Direct patient to contact Funeral Director of choice. Obtain toe tag number from HIS (7123578). Register infant by admitting into computer. Complete “Certification of Live Birth”
worksheet, “Infant Summary”, “Information Needed for completing your Child’s Birth
Certificate” and “Certificate of Death” forms. Obtain parent(s) signature(s) on “Authorization for
Release of Body to Funeral Director” form. Complete “Patient Death Referral Worksheet” and
physician/nurse to call Transplantation Society of Michigan at 1-800-482-4881. The “Autopsy
Consultation” form must be completed by the attending physician. Obtain parent(s)
signature(s) on the “Permission for Autopsy” form. Send fetus to the morgue per procedure;
hand deliver all original signed forms, copy of mother’s chart and fetus’ original chart to HIS.

AUTOPSY
The autopsy is a valuable source of medical information and knowledge about disease processes.
The performance of an autopsy does not interfere with the embalming procedure or the subsequent
appearance of the body for viewing at the funeral. There is no charge to families for autopsies
performed on patients who die in this hospital.
State of Michigan law provides that no autopsy can be performed unless the physician “has been
granted WRITTEN CONSENT therefore by whomever on of the following assumes custody of the
body for purposes of burial: father, mother, widow, widower, guardian, adult son, adult daughter,
next-of-kin, or a person charged by law with responsibility for burial. If 2 or more such persons
assume custody of the body, the consent of 1 of them shall be deemed sufficient”. Note that the
person who may grant permission is not necessarily the closest relative, but the person (relative or
not) who is assuming custody for purposes of burial; when obtaining consent, it is most important
that you ascertain that the consent is being granted by the person who has custody of the body for
purposes of burial. The law does not preclude the ordering of autopsies by medical examiners or
their deputies. Either the Permission for Autopsy, or Telephone Permission for Autopsy forms may
be used.
1.
Medical Records (712-3571) should be notified as soon as possible that consent for an
autopsy has been granted.
2.
An Autopsy Consultation form must be completed before the examination will be performed.

MEDICAL EXAMINER CASES
Dr. Bader Cassin is the designated Medical Examiner for Washtenaw County. To report a death to
the Medical Examiner, to discuss or to make an inquiry regarding any particular death, call (734)
477-6313. A Medical Examiner or Investigator will return your call promptly. The Medical Examiner
should not be called for an expected death from apparently natural causes of an individual who has
been under medical care, whether death occurs in the hospital or elsewhere. This includes persons
who have been admitted alive to a hospital where the nature of the disease process has been
determined even though they may not have been under medical care prior to the onset of the acute
fatal episode. The physician will need to refer such a death to the Medical Examiner only if the
circumstances are inconsistent with the expected course of events or there is suspicion of
unnatural cause. If history of serious disease is known and the treating physician (including an
emergency room physician) is able and willing to determine that the known disease(s) is the sole
cause of death (i.e., “natural”) the death is not required to be reported to the Medical Examiner. The
regular treating physician does not need to see the deceased person, but does need to be
contacted directly by hospital emergency department personnel or by a police officer at the
residence, to notify the treating physician of the death and to obtain the assurance of a known
“natural” cause of death.
CRITERIA FOR MEDICAL EXAMINER CASES:
Deaths that should be reported to the Medical Examiner include all those which result, either
directly or indirectly, from injury, whether by accident or intended, self-inflicted or caused by
another person. The interval (passage of time) between the injury and death, whether it be minutes
or months, does not change the requirement for reporting the death. Deaths due to injury include
the following:
•
Alcohol intoxication
•
Asphyxiation (smothering, hanging, strangulation)
•
Chemical Exposure, at home or in the workplace
•
Cutting and stab wounds
•
Drug ingestion or injection
•
Drowning (submersion in any amount of liquid)
•
Electrocution (by lighting or wiring)
•
Falls from any height
•
Fire, explosion or exposure to heat or smoke
•
Firearms (gunshots)
•
Pedestrian impacts (by any vehicle)
•
Vehicle crashes or rollovers (driver or passenger)
•
Workplace (all deaths during regular employment)
Unexpected and unexplained deaths of persons presumed to have been in good health or for
whom no history of serious medical problems or progressive primary disease is known should also
be reported to the Medical Examiner. Deaths in this category are identified by reference to a
treating physician, the presence of prescribed medication, family members or friends familiar with
the person, or persons at the time of death.
Michigan Law also requires, in the interest of the public health and safety, the reporting to the
Medical Examiner of all deaths or persons in the following circumstance:
Unexpected Infant Deaths:

Deaths while in custody:

Deaths resulting from abortion:

Deaths occurring during the first 2 years
of life, without obvious serious disease
being present.
The death of a prisoner in a jail or prison,
or any person in the custody of a law
enforcement officer or agency, whether
by known or unknown cause(s).
The death of any woman resulting from
or following an abortion or attempted
abortion, whether self-induced or

Found bodies:
found
their

Bodies (whether or not identified)
within county boundaries, which are
known or suspected to have come to
death through any of the “unnatural”
means described above.

Deaths during medical procedures, whether diagnostic or therapeutic, in any location, must be reported
to the Medical Examiner if the reason for the procedure is any of the cases listed here or if the death is
unexpected and results from the procedure itself.
Although the Medical Examiner must be called to certify death in those situations listed above, this does
not necessarily mean that an autopsy will be ordered. Only under circumstances where there may be
criminal responsibility, where there are public health concerns (e.g., contagious disease) or where death
is unexpected and not clearly of non-violent cause will the Medical Examiner order an autopsy. In those
cases where the situation does not warrant that the Medical Examiner order an autopsy, it will be
necessary for a physician to obtain consent as described above if one is to be performed.

SURGICAL PATHOLOGY EXEMPT SPECIMEN LIST
Any specimen not on this exempt list MUST be sent to Pathology regardless of individual surgeon request (even if
it is similar to an item on the list).
Middle ear ossicles
Specimens exempt from mandatory examination that need
Muscle from squint operations in children
not be sent to the Clinical Laboratory
Abdominoplasty tissue (fat and skin)
Adenoids
Blepharoplasty, rhytidoplasty, and rhinoplasty
Bone removed incidental to surgical approach (re: ribs, distal
clavicle)
Bone spurs
Bunions
Calcified native aortic valves
Cardiac bypass grafts, redo
Carpal tunnel tissue
Cataract lenses
Carotid endarterectomy plaques
Colostomy takedown for benign disease
Coronary endarterectomy plaques
Debridements from recent trauma
Deviated nasal septa
Digits, amputated
Extremity, lower, for PVOD
Femoral heads
Finger joint
Foreign bodies
Hammertoes
Ileostomy takedown for benign disease
Inguinal hernia sac
Intervertebral discs
Knee joint
Liposuction lipectomy
Menisci
Mammary artery/vein, excess from cardiac or peripheral vascular
bypass

Nasal turbinates
Osteocartilaginous loose bodies
Pharyngoplasty specimens removed for sleep apnea
Placenta
Prepuce in children
Pytergium
Reduction Mammoplasty in females age 30 and under
Scars from recent burns and trauma, or old scars from
non-neoplasm surgery
Subcutaneous tissue, excess removed incidental to
surgical approach
Supernumerary digits
Surgical appliances
Synovium from reconstruction (eg. ACL)
Teeth
TMJ
Toenails
Tonsils and/or adenoids (from any age patient)
Traumatically amputated parts of extremities
Thrombus, from A-V fistula
Thrombus, mural, removed during aortic aneurysm
repair
Urinary Tract Calculi (from kidneys, ureters, and
bladder)
Vaginal mucosa and vulvar skin (perineal body) removed
during repair of rectocele and cystocele
Varicose veins

If the surgeon believes that there is an indication for a pathologist to examine any of the above, that will be done. In such
cases, the surgeon shall direct that the specimen, with an accompanying completed Surgical Pathology Requisition, be sent.
If a surgeon would like a specimen to be on the Exempt Specimen List, refer them to their specialty section head.
EXEMPT SPECIMEN LIST
Revised 4/20/09
SDH
4/14/2011 SDH:DWE
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1/12/2017 JAT:DWE
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PERMISSION FOR AUTOPSY
DECEASED: _________________________________________________
I, _____________________________, being the surviving, ______________________________
(Specify relationship: i.e., child, sibling, etc.)

or the authorized representative of the State of Michigan Department of Social Welfare,
____________________________, have assumed responsibility for burial arrangements for the
deceased named above who died on (date): ________________, 20_______, at (time): ______
[ ] am, [ ] pm, do hereby consent to the following:
I authorize St. Joseph Mercy Hospital of Ann Arbor, Michigan, its employees, agents,
representatives and medical staff to conduct a postmortem examination upon the body of
the decedent, including the removal and the retention of such specimens and tissues, as
may be deemed proper by the examining physician in the interest of the determining the
cause of death, and of advancing medical knowledge and progress.
[] Complete (No restrictions to organ removal)
[] Limited to examination of:
____ Brain only
____ Thorax only
____ Abdomen only
____ Thorax and Abdomen only
____ Specific Organ(s) – Please indicate
________________________________________________
________________________________________________

Signed: ______________________________ Date: _________________________
Witness: ______________________________

St. Joseph Mercy Hospital

5301 East Huron River Drive
P.O. Box 995
Ann Arbor, MI. 48106-0995
Telephone (734) 712-3456

AUTOPSY CONSULTATION
MAJOR DIAGNOSES
1. _________________________________

5. _________________________________

2. _________________________________

6. _________________________________

3. _________________________________

7. _________________________________

4. _________________________________

8. _________________________________

QUESTIONS YOU WISH ANSWERED BY AUTOPSY (Other than cause of death)
1. ___________________________________________________________________________
2. ___________________________________________________________________________
3. ___________________________________________________________________________
4. ___________________________________________________________________________
5. ___________________________________________________________________________
6. ___________________________________________________________________________
PLEASE INDICATE PHYSICIANS TO:

CALL TO OBSERVE
AUTOPSY

RECEIVE COPY OF
AUTOPST REPORT

NAME

PAGER NO.

___________________

______________

_____________

____________

___________________

______________

_____________

____________

___________________

______________

_____________

____________

Physician Signature:_____________________________________, MD/DO

St. Joseph Mercy Hospital

5301 East Huron River Drive
P.O. Box 995
Ann Arbor, MI. 48106-0995
Telephone (734) 712-3456

AUTOPSY TELEPHONE PERMISSION REQUEST
NAME OF PATIENT_____________________________________________________
MEDICAL RECORD #___________________________________________________
DATE AND TIME OF DEATH _______________ ____________________________
Date

Time

PHYSICIAN CALLING (Print)____________________________________________
PHYSICIAN SIGNATURE_________________________________________
NAME OF WITNESS ____________________________________________________
AUTOPSY PERMISSION (Check ONE only):
NO AUTOPSY _____ PERMISSION FOR AUTOPSY DENIED
AUTOPSY
_______COMPLETE AUTOPSY (NO RESTRICTIONS)
_______CHEST ONLY
_______CHEST AND ABDOMEN ONLY
_______ABDOMEN ONLY
_______BRAIN ONLY
_______SPECIFIC ORGAN ONLY__________________________________
NAME OF PERSON CALLED: __________________________________________
RELATIONSHIP TO PATIENT __________________________________________
ADDRESS_____________________________________________________________
Street

______________________________________________________________
City

State

Zip Code

TELEPHONENUMBER_________________________________________________
CALL DATE____________________CALL TIME_____________________AM/PM

