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Abstract 
Castleman Disease (CD) is an interesting and relatively rare lymphoproliferative disorder. The managemet of this entity 
depends to the presence of one or more than one foci. FDG PET is a novel diagnostic method to detect the unicentricity 
or multicentricity of the tumor. Here PET findings of a case with CD have been reported and co-incidental lactating 
breast uptake has been presented. 
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Case report 
A 37 year-old-woman was admitted to the hospital with a diagnosis of Castleman Disease (CD). Diagnosis had been 
done in another center and biopsy sample was re-evaluated by our pathologist (ME). She had a history of a mass in her 
left cervical region since 2 years. After detailed evaluation, an inscisional biopsy had been taken from this mass and this 
had been reported as CD hyaline vascular type. She had no history of systemic symptoms including fever, night swetas 
and weight loss. There was no evidence of autoimmune phenomena including hemolytic anemia, ANA positivity, 
hyperglobulinemia and high CRP levels. 
Past medical history revealed a surgery for hypophyseal adenoma 4 years ago. She has a baby and breast feeding from 
her left breast only. She had the history of lactation from only left breast in all of her postpartum period. Physical 
examination showed a 4 cm × 6 cm × 9 cm hard, infiltrative mass in left cervical region. Other findings were 
unremarkable. 
Laboratory: Hb was 12.3g/dL, Hct was 37.4%, WBC count was 4.78 × 109/L, platelet count was 258 × 109/L, ESR was 
16 mm/h. Biochemical tests were within normal limits, except low HDL. Biopsy findings of the mass was compatible 
with CD-hyaline vascular type and biopsy showed numerous atrophic germinal centers that were circumferentially 
rimmed by small lymphocytes, and that within some of the germinal centers, there were ill-defined blood vessels. There 
was an extensive capillary proliferation within the affected lymph nodes. 
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 Immunohistochemically there was an increase in follicular dendritic cells detected by CD21 and atrophic germinal 
centers were found to be negative with Bcl-2 (Figure 1). 
Clinical outcome: Clinically patient had unicentric CD. F18 FDG PET was taken to determine uni or multicentricity of 
CD. FDG PET showed soft tissue mass of 10 cm× 6 cm in left cervical region and SUV max was found to be 6.5. In 
addition there was diffuse irregular F18 FDG uptake in left breast (Figure 2). This was reported as compatible with 
lactation. Other body structures did not show F18 FDG uptake. (The physician from the department of Nuclear Medicine 
(AK) assessed the patient before FDG study and she was breast feeding her baby from her left breast). 

Figure 1. CD-hyaline vascular type: 
numerous atrophic germinal centers 
circumferentially rimmed by small 
lymphocytes, and ill-defined blood 
vessels  

Figure 2. F18 FDG PET showing left 
cervical mass (Castleman disease) and 
left breast uptake (lactating breast)  
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Discussion 
CD is a rare and interesting lymphoproliferative disease; inflammation is an important factor in the pathogenesis. There 
are 3 histological patterns: Hyaline-vascular, plasma cell and mixed variants. These subtypes correlate with clinical 
presentation: localized CD affects only one lymphoid region, generally there is no systemic symptoms and local 
therapies are generally curative. About 90% of cases with localized CD have hyaline-vascular type. Patients with 
multicentric CD have systemic symptoms, they need systemic therapy and they are older than localized forms. 
Plasmablastic or mixed types are the predominant pathologic patterns in these cases [1]. Our patient had hyaline vascular 
type CD and she had no systemic symptoms. 

Due to the different therapeutic approaches and clinical outcome, it is important to detect the uni or multicentricity of 
this disease. In recent years there are some reports about the usefulness of this technology in cases with CD to determine 
the multicentricity and response to therapy. The essential point in the use of this entity is the inflammatory cells uptaking 
FDG [2-5]. Shortly, the first step in a case with CD is staging of the disease. We used FDG PET to determine whether 
this CD is uni or multicentric. We detected unicentric disease. Due to the infiltrative nature of the mass and difficulty to 
perform a surgery due to vital structures radiation therapy was planned. 

Interestingly, we detected FDG uptake in left breast. It is known that avid upake of F18-FDG appears to be mediated by 
GLUT-1 transporter. The dose to glandular tissue has been found to be higher than the value for the non-lactating breast. 
It has been postulated that the, F18 activity is associated with the cellular elements in milk, mainly lymphocytes [6]. It is 
very well known that inflammatory cells may show increased FDG uptake and cause some mistakes mimicking 
malignant disorders. These conditions are thyroid uptake, uterine uptake during menstrual cycle, healing bones, joints, 
granulomatous reactions, atherosclerotic plaques, colonic polyps and G-CSF administration [7-13]. Increased breast 
uptake of FDG has been shown in lactating breast  and this uptake has been attributed to suckling and it has been 
proposed that  if PET scanning is planned, breastfeeding should be interrupted before the PET exam and afterward until 
the radioactivity has left the breast [14, 15]. FDG uptake was detected in the left breast of our case lactating from this 
side. There was no evidence of inflammation and mass in left breast and her history confirmed the FDG uptake related 
with lactation. Additionally she is followed for 4 years and there is no evidence of tumor in the left breast. 

Our case is interesting due to 2 reasons. 

 We detected unicentric CD and we planned radiation therapy. 

 Lactating breast showed FDG uptake. 

In conclusion; a-The measurement of F18 FDG uptake is a reasonable way to determine the distribution of CD 
focus(es), b-FDG uptake in lactating breast is an interesting physiologic condition. 
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