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INTRODUCTION 

Leukemias, lymphomas and other hematological 
malignancies represent different manifestations of 
generalized insults to the bone marrow. A primary 
insult to the bone marrow could simultaneously lead 
to several abnormal haemopoietic cell clones, while 
one dominating and the other present but below the 
level of detection [1].  
Aplastic anemia (AA) is a disease of bone marrow 
and is characterized by presence of pancytopenia in 
the peripheral blood and a hypocellular marrow in 
which normal haemopoietic marrow is replaced by 
fat cells. On the other hand myelodysplastic 
syndrome (MDS) is a disorder of haemopoietic stem 
cell that is characterized by variable degree of 
trilineage dysplasia and cytopenias in the background 
of a normal or hypercellular marrow reflecting 
ineffective haemopoiesis. AA are considered to be a 
better entity rather than MDS as blood picture is 
usually characteristic [1]. Bone marrow morphology 
is also unambiguous, and the response to therapy is 
relatively predictable in AA rather than in MDS. 18F-
FDG PET-CT has an important role in staging, 
therapy response and radiation planning in many 
cancers especially lymphomas. Structural imaging 
modalities require enlargement of anatomic structure 
to suggest tumor. The introduction of high-resolution 
CT and MRI improved the ability to identify these 
morphologic changes but could not reliably predict 
the clinical outcome after therapy. Changes in 
anatomic structures are slow and initially enlarged 
tumor sites may remain enlarged without tumor 
activity because of the development of fibrosis and/or 
tumor necrosis. Here we describe a known case of 
Carcinoma right breast who developed hematological 
and lymphoproliferative disorders during the course 
of her treatment. Cutaneous T cell lymphoma is an 
aggressive malignancy which is exemplified by 18F-
FDG PET-CT in this patient who presented with 
multiple cutaneous nodules. The exact site for biopsy 
and staging was highlighted by PET-CT imaging. 
 

CASE HISTORY 
64 years old lady with carcinoma right breast, post 
modified radical mastectomy and chemotherapy 
(Methotrexate, doxorubicin and 5 flurouracil) 
presented with excessive fatigue and easy bruising 
approximately 8 months post chemotherapy. Patient 
showed a high mean corpuscular volume and a 
severely hypocellular or almost empty marrow 
clinching the diagnosis of AA. Patient underwent 
immunosuppressive therapy with antithymocyte 
globulin (ATG) and cyclosporine A (CsA). After 2 
years, patient presented with fever since one month 
off and on. Hematological investigations revealed a 
leucoerythroblastic blood picture with 

thrombocytopenia, atypical cells and dyspoiesis in 
RBCs and WBCs. Aberrant megakaryocytes, 
anisocytosis, microcytic hypochromic cells were 
seen. Patient also showed cabot ring and basophilic 
stippling. Leucopenia was noted and neutrophils 
showed hypogranulation and Pseudopelger Huet and 
atypical cells (Figure 1).  
 

 
Fig 1. Hypogranular neutrophil with a pseudo–Pelger-Huët 
nucleus in our patient with MDS (arrow). 

 
A diagnosis of MDS was entertained based on 
presence of megakaryocytes and associated 
karyotypic abnormalities (monosomy for 
chromosome 9). Megakaryocytes are the most 
reliable lineage to distinguish MDS from AA: small 
mononuclear or aberrant megakaryocytes are typical 
of MDS, whereas megakaryocytes are markedly 
reduced or absent in AA. Thus AA transforming to 
MDS was concluded. Once MDS sets in ATG 
therapies are futile and usually ineffective, so therapy 
in this patient was supportive with transfusion of 
blood products. 
After 6 months, patient presented with rashes, fever 
and multiple skin nodules of 4mm size over anterior 
thorax, abdomen and limbs. Lactate dehydrogenase 
level was raised. Whole body 18F-flurodeoxyglucose 
positron emission tomography /computed 
tomography (18F-FDG PET-CT) scan was requested 
to look for lymphoma or sites of occult infection.  
Scan showed 18F-FDG avid left axillary lymph nodal 
deposit (Figure 2) and multiple cutaneous 18F-FDG 
avid nodules (Figure 3). There was abnormal 
increased 18F-FDG uptake in bone marrow indicating 
a stimulated marrow (Figure 4). Skin biopsy and 
immunohistochemistry revealed T cell 
lymphoproliferative neoplasm with high Ki index. 
Patient was started on palliative chlorambucil and 6 – 
mercaptopurine. In view of progressive cutaneous 
lesions (nodules showing further increasing size and 






