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ABSTRACT

A 26 year male presented to our department with chief complains of fatigue and history of intermittent fever. CBC reveals isolated
thrombocytopenia with normal hemoglobin and Total leucocyte count. His platelet count was between 60,000 to 1 lac from last 6 months. He had a
history of taking weight gaining drugs that is steroids. To rule out the cause of isolated thrombocytopenia he came to our department for bone
marrow aspiration and biopsy. Bone marrow aspiration smears showed predominantly fat element and were hypocellular showing only 2
fragments . Biopsy also revealed only trabecular bone , no cells of erythroid , myeloid and megakaryocytic series were seen. It is well established
that levels of marrow fat are higher in older adults with osteoporosis, defined by either low bone density or vertebral fracture. Higher levels of
marrow fat in young male are known to occur in conditions of starvation , alcoholism, spinal cord injury and prolonged bed rest, conditions that are
also associated with reduced bone density. Medications that increase marrow fat include glucocorticoids and thiazolidinediones(TZDs),
highlighting the interconnection of bone formation

and marrow fat accumulation. A decrease in BM cellularity is observed in several hematologic disorders, including aplastic anemia, hypoplastic
MDS, and hypoplastic leukemia, and distinguishing one from another is not always easy [14-16]
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INTRODUCTION:

Acquired thrombocytopenia, not accompanied by anemia and/or
leukopenia (defined as isolated thrombocytopenia), is observed in
amegakaryocytic thrombocytopenia'’ , infections” including human
immunodeficiency virus (HIV) infection , nutritional deficiencies™,
alcohol ingestion™ , and primary or secondary immune thrombo cyt
openia (ITP)".

We observed a patient with isolated thrombocytopenia, who displayed
hypocellularity on BM examination that was not associated with
significant dysplasia or megakaryocytic hyperplasia.

The present study was performed to define the clinical features and
natural history of isolated thrombocytopenia accompanied by marrow
hypocellularity probably due to intake of weight gaining drugs that is
steroids or it can be a prodrome of aplastic anemia.

CASE REPORT:

A 26 year male presented to our department with a history of fatigue
and intermittent fever from 6 months. His CBC reveals hemoglobin
13.30, WBC 4.64, DLC ; Neutrophil- 43, lymphocyte- 47, eosinophil-
S, monocyte- 5. His last platelet count was 60,000. (variating from
60,000 to 1 lac from last 6 months). His all other investigations were
normal. His bone marrow aspiration and biopsy was done. Bone
marrow aspiration were hypocellular showed predominantly adipose
tissue(Figure 1) with only two fragments showing cellularity
normocellular for age. Erythroid and myeloid series in those two
fragments show normal maturation and unremarkable morphology.
However megakaryocytes were increased in number according to
number of fragments present in aspiration(Figure 2).Bone marrow
biopsy reveals hypocellular marrow with presence of only trabecular
bone and absence of hemopoeitic elements(Figure 3). Repeat biopsy
was advised which also shows the same.

figure 1: Bone marrow aspir
ation smears shows pr edom
inantly fat.(Leishman-40x)

figure 2: Occasional fragment
showing hyperplasia of meg
akaryocytes (Leishman- 10x)

figure 3: Bone marrow biopsy showing only trabecular bone with
no hematopoeitic element( Hand E- 40x)

DISCUSSION:

Recently, a significant increase has been observed in incidentally
discovered thrombocytopenia, most likely because extensive and
regular health examinations are being conducted. If the relevant
causes for thrombocytopenia are not determined in these patients, ITP
is the most suitable diagnosis. In many cases, however, it is difficult to
determine the presence of dyshematopoiesis or megakaryocytic
hyperplasia because of the paucity of the cells in BM aspirates and
marked hypocellularity and increased fat in BM biopsies.

Higher levels of marrow fat are known to occur in humans due to some
hematological disorders and also in conditions of starvation "
alcoholism ", spinal cord injury "”, and prolonged bed rest ",
conditions that are also associated with reduced bone density.
Medications that increases marrow fat include glucocorticoids "' and
thiazolidinediones (TZDs)"", highlighting the interconnection of bone
formation and marrow fat accumulation.

In the present study, our patient showed thrombocytopenia which is
isolated accompanied by hypocellular marrow can be due to intake of
drugs that is steroids or represent the early manifestations of aplastic
anemia, MDS, or temporary BM depression of unknown cause. Repeat
bone marrow biopsy also showed the same findings.

These observations suggest that longer follow-up is required in this
patient who do not show any changes in CBC during short-term
follow-up. If the patients in the present study had not undergone BM
examination, they would have been classified as having ITP. Thus, BM
examination and history of drug intake may be necessary even in
isolated thrombocytopenia. Taken together, these findings lead us to
propose a provisional diagnosis of isolated thrombocytopenia
accompanied by hypocellular marrow for patients who display platelet
counts below 100x10°/L and hypocellularity that is not associated with
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megakaryocytic hyperplasia or significant dysplasia on BM
examination.

In conclusion, isolated thrombocytopenia accompanied by hypoc
ellular marrow encompasses a group of heterogeneous conditions, and
its subgroups represent the early manifestations of aplastic anemia,
MDS, or temporary BM depression of unknown cause. Regular
follow-up and proper drug history is therefore mandatory in patients
with this condition, and a large-scale observational study is warranted.
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