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"®F-FDG PETICT in a rare case of diffuse large B cell lymphoma
presenting as deep vein thrombosis with bilateral breast
involvement and subcutaneous nodules

To the Editor: Lymphoma is a disease with varied
clinical presentations and organ involvements. Accurate
staging remains essential to differentiate nodal and extra
nodal lymphomas and to prognosticate the patients
accurately. We report a female patient diffuse large B cell
lymphoma presenting as deep vein thrombosis (DVT).
On routine examinations, she was found to have bilateral
breast masses. Fluorine-18 fluorodeoxyglucose, positron
emission tomography/computerized tomography ("°F-
FDG PET/CT) scan helped in identifying the various sites
of involvement and assess the response to treatment.
The patient was 68 years old and presented with left
lower limb swelling, erythema and pain. D-dimer values
estimated on suspicion of DVT were elevated. Doppler
ultrasound (USG) confirmed the presence of DVT.
Routine mammograms revealed masses in bilateral
breasts. Fine needle aspiration (FNAC) showed the
masses harbouring diffuse large B-cell lymphoma
(DLBCL). Subsequently the patient was subjected to "°F-
FDG PET/CT for staging. This pre-treatment scan (Fig.
1A) revealed intensed '°F-FDG uptake in multiple
cervical, supra clavicular, celiac pericecal, mesenteric
and left inguinal lymph nodes. Pancreas, both breasts
and spleen also showed ®F_FDG avidity. In addition to
those lesions, PET/CT also detected multiple soft tissue
deposits with intense '°F-FDG uptake in the left thigh.
There was no abnormal marrow uptake of "*F_.FDG and
the same was confirmed on bone marrow examination
which was negative for marrow infiltration. The cross
sectional images (Fig. 2A and Fig. 2B) of '°F-FDG
PET/CT showed intense '®F-FDG uptake in bilateral
breasts and subcutaneous nodules in the left thigh respe-

.19

Figure 1. Pre treatment MIP image (A) showing intense
"®F-FDG uptake in bilateral breasts and a left cervical
lymph node and right supraclavicular node along with
multiple celiac, pericecal, mesenteric and left inguinal
lymph nodes. Pancreas, spleen and left thigh
subcutaneous nodules also show intense '®F-FDG
uptake. Post treatment MIP image of the same patient
(B) after 4 cycles of R-CHOP chemotherapy show
complete metabolic response except for mild uptake in a
right hilar lymph node, probably due to infection.

ctively. The patient was staged as stage |V without
marrow involvement. She was started on warfarin for
DVT and R-CHOP (rituximab, cyclophosphamide,
hydroxydoxorubicin, oncovin, prednisolone) chemothe-
rapy for DLBCL and was reassessed with PET/CT after 4
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cycles of chemotherapy. No abnormal '°F-FDG uptake
was noticed elsewhere in the body but for a right hilar
lymph node which would most likely present an infectious
process as the patient had a bout of lower respiratory
tract infection during the course of treatment (Fig. 1B).
Uptake in bilateral breasts (Fig. 2C) was reduced to
background indicating a very good response to
chemotherapy. Complete disappearance of the uptake in
the subcutaneous deposits (Fig. 2D) following R-CHOP
treatment confirmed the lymphomatous nature of the
deposits.

Figure 2. Pre treatment cross sectional images of L
FDG-PET/CT showing intense '°F-FDG uptake in
bilateral breasts (A) and subcutaneous nodules in left
thigh (B). Post treatment cross sectional images of 18F-
FDG PET/CT of the same patient after 4 cycles of R-
CHOP chemotherapy show complete disappearance of
abnormal '®F-FDG uptake in bilateral breasts (C) and
subcutaneous soft tissue nodules in the left thigh (D)
indicating complete metabolic response to chemotherapy.

Extra nodal lymphoma defined as lymphomatous
involvement of non-nodal tissue, has been described
virtually in every organ and tissue. Extra nodal
involvement occurs in up to 5% of patients with Hodgkin's
lymphoma, and up to 33% in non-Hodgkin's lymphoma at
some stage of the disease [1]. Secondary involvement of
extra nodal sites by lymphoma as part of disseminated
disease is generally more common than primary
involvement of an organ or tissue, in which there is no or
there is minor regional nodal disease. Diffuse large B-cell
lymphoma and follicular lymphoma are the dominant
histological subtypes in extra nodal lymphomas [2].
Lymphoma of breast is a rare entity and accounts for
0.15% of all malignant breast tumours [3]. Secondary
involvement of breasts is more common than primary
involvement [4]. Primary lymphomas of the breast are
shown to have poor prognosis when compared to
secondary involvement [5]. Criteria for differentiation of
primary or secondary breast involvement depend on the
assessment of other sites of the body [6]. Usually primary
breast lymphoma is diagnosed when the breast is the
predominant site of the disease compared to other sites.
So, staging appears to be very crucial in prognosticating
this group of patients. In staging extra nodal lymphomas
'®F-FDG PET has been shown to be very superior to CT
and other conventional imaging modalities [7]. In our
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case, breast involvement was secondary as the patient
had extensive abdominal lymphadenopathy and cervical
lymph nodal involvement detected by '°F-FDG PET/CT.
Interestingly, the patient also showed multiple
subcutaneous deposits with intense '°F-FDG uptake
presumed to be lymphomatous deposits at an initial
stage. Later, these masses disappeared following
chemotherapy treatment confirming the lymphomatous
nature of the deposits. Subcutaneous lymphomatous
involvement has been demonstrated in T cell lymphomas
by "*F-FDG PET [8] but to the best of our knowledge, not
in DLBCL. Almost complete metabolic response was
noted in all the involved sites after 4 cycles of
chemotherapy signifying good prognosis. In conclusion,
our case reports that °F.FDG PET/CT scan identified
rare sites of lymphomatous involvement, supported
staging and showed response to chemotherapy.
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