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LYMPHOCYTOSIS – Causes and approach to evaluation in adults
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Flow cytometry: This is the preferred technique to define
clonality because it is rapid and more cost-effective.

ii) Molecular testing: PCR and DNA sequencing based on the
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The value of Flowcytometry (FC):
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Specialised tests: When indicated, specialized tests may help

malignant – some infectious or inflammatory causes may be associated

distinguish between reactive and malignant disorders and identify

with oligoclonal expansions of lymphocytes. Also, premalignant disorders

associated clinical findings. Features suggestive of malignancy

(Monoclonal B-cell lymphocytosis) or early stages of some leukaemias

include persistent lymphocytosis (ALC > 5X10 /L) on repeat FBC

may exhibit low levels of clonal lymphocytes among a larger population
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Flow cytometry service is provided by Pathcare.
of malignancy; lymphadenopathy
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or hepatosplenemagly and

B-symptoms (fever, weight loss and night sweats).

The turnaround time is about 24hrs and the specimen requirement
is an EDTA sample.

Consultation with the haematologist on call is recommended.
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These tests include:
a) Lymph node/ tissue biopsy
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b) Tests for Clonality:
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