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1 A 58-year-old woman with chronic

lymphocytic leukaemia (CLL) receiving

fludarabine, cyclophosphamide and

rituximab chemotherapy had a

haemoglobin (Hb) of 8.5 g/dl and

symptoms of anaemia. Haematinics and

iron parameters were normal. Epoetin

(Epo) therapy was started. After four

weeks, her Hb was 8.8 g/dl and her

serum ferritin had fallen significantly to

the low end of the normal range. Other

iron parameters remained within the

normal ‘iron replete’ range. What is the

best next step to improve Hb?

(a) Convert to a less myelosuppressive

chemotherapy regimen

(b) Increase the Epo dose

(c) Intravenous iron supplementation

(d) Oral iron supplementation

(e) Stop Epo and give a blood transfusion 

2 A 62-year-old man with Philadelphia

(Ph)-positive chronic myeloid leukaemia

(CML) attended the clinic for review. He

had been taking imatinib 400 mg daily

for two years; after 12 months of

therapy he had achieved a complete

cytogenetic remission (CCR). However,

recent repeat real-time quantitative-

polymerase chain reaction (RQ-PCR)

studies on peripheral blood and repeat

bone marrow examination had shown a

2-log rise in BCR-ABL transcript

numbers and 60% Ph-positive cells on

cytogenetic analysis, respectively. What

is the most appropriate treatment at

this stage?

(a) Allogeneic stem cell transplantation

(b) Continue imatinib and start interferon

(IFN) alpha

(c) Stop imatinib

(d) Stop imatinib and start dasatinib

(e) Stop imatinib and start IFN alpha

3 A 43-year-old woman with Ph-positive

CML had been treated with imatinib

400 mg daily for 12 months. She

underwent repeat bone marrow

examination which showed a CCR. What

is the most appropriate further

monitoring schedule?

(a) Weekly full blood counts

(b) Monthly bone marrow aspirates with

cytogenetic examination

(c) Three-monthly bone marrow aspirates

with cytogenetic examination
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(d) Three-monthly quantitation of

BCR-ABL transcript numbers in

the peripheral blood by RQ-

PCR

(e) Three-monthly screening for

abl kinase mutations

4 A 10-year-old Sicilian boy was

brought by his parents to the

accident and emergency (A&E)

department with fevers and

abdominal pain. His parents had

noticed that his sclerae had

become yellow. He had recently

moved to the UK. He had been to

a Mexican party with his family on

the previous evening. He had no

significant past medical history

other than prolonged neonatal

jaundice requiring phototherapy

and was on no regular medication.

His urine was noted to be dark

and urinalysis was strongly

positive for blood, but no red cells

were seen on microscopy.

Investigations showed Hb 6.2

g/dl, white cell count 5.2 ×× 109/l,

platelet count 246 ×× 109/l,

reticulocyte count 370 ×× 109/l,

serum urea 7.7 mmol/l, serum

creatinine 125 µmol/l, serum

bilirubin 55 µmol/l, alanine

aminotransferase 18 iu/l,

aspartate aminotransferase 57 iu/l

and lactate dehydrogenase

873 iu/l. What is the most likely

underlying diagnosis?

(a) Glucose-6-phosphate

dehydrogenase deficiency

(b) Hereditary spherocytosis

(c) Phosphofructokinase deficiency

(d) Sickle cell anaemia

(e) Thalassaemia major

5 A five-year-old girl presented

with a two-week history of

breathlessness. Her parents had

originally thought her symptoms

were due to anxiety about

starting school. She had

previously been well other than

intermittent jaundice which had

become more marked recently.

Her family originated from

northern Sweden, although she

had been born in the UK. Her

father had undergone a

splenectomy at the age of seven

years but he did not know why.

Her paternal grandmother had

also had a splenectomy. On

examination, there was a

prominent firmness in the left

upper quadrant of the abdomen.

Investigations showed anaemia

and increased osmotic fragility of

her red cells. What abnormality is

most likely to be seen on her

blood film?

(a) Elliptocytes

(b) Ghost cells

(c) Prickle cells

(d) Spherocytes

(e) Stomatocytes

6 An 18-year-old African-Caribbean

man presented to the A&E

department with shortness of

breath and a cough productive of

yellow sputum. On examination,

his temperature was 38.0°C and

his jugular venous pressure was

elevated. Heart sounds were

normal but there was a

moderately loud ejection systolic

murmur. There were coarse

crackles at the right lung base.

Chest X-ray revealed

consolidation at the right base

and prominent pulmonary

vasculature. An echocardiogram

showed evidence of pulmonary

hypertension. What abnormality

is most likely to have contributed

to his pulmonary hypertension?

(a) High alveolar carbon dioxide

concentrations

(b) Increased levels of free plasma

Hb

(c) Low arterial oxygen levels

(d) Low red cell adenosine

triphosphate levels

(e) Low red cell 

2,3-diphosphoglycerate levels

7 A 55-year-old Caucasian man

presented with a 10-month

history of fatigue. He was found

to have generalised

lymphadenopathy and 2 cm

splenomegaly. Investigations

revealed Hb 10.6 g/dl (normal

range 13–18), white cell count

25.0 ×× 109/l (4–11), neutrophils

4.0 ×× 109/l (1.5–7), lymphocytes

20.5 ×× 109/l (1.5–4) and platelet

count 100 ×× 109/l (150–400). A

blood film showed numerous

small mature lymphocytes with

smear cells. What is the most

appropriate next investigation in

order to distinguish between CLL

and mantle cell lymphoma?

(a) Bone marrow aspirate and

trephine biopsy

(b) Excision biopsy of a lymph

node

(c) Fine-needle aspiration cytology

of a lymph node

(d) Immunophenotyping of a

peripheral blood sample

(e) Virological screening including

Epstein-Barr virus and HIV

serology

8 An eight-year-old boy was

referred for assessment following

excessive bleeding at the time of

tonsillectomy. He had bruised

easily as an infant and there had

been a suspicion of non-

accidental injury. He also reported

occasional nose bleeds lasting up

to 40 min. Investigations revealed

Hb 13.5 g/dl, platelet count 197

×× 109/l, prothrombin time normal,

activated partial thromboplastin

time (APTT) normal, von

Willebrand factor (vWF) antigen

29 iu/dl, vWF activity (by

ristocetin cofactor assay (RCo))

<10 iu/dl and factor VIII

(FVIII):C 53 iu/dl. Ristocetin-

induced platelet aggregation

showed reduction in aggregation

to 1.5 mg/ml and 1.2 mg/ml, with

absent aggregation at

0.75 mg/ml. vWF factor multimers

showed loss of high and

intermediate molecular weight

forms. Which type of von

Willebrand disease (vWD) is he

most likely to have?

(a) Type 1

(b) Type 2A

(c) Type 2B

(d) Type 2M

(e) Type 3

9 A 17-year-old Caucasian girl was

referred for assessment after

prolonged bleeding following a

wisdom tooth extraction. She had

always tended to bruise easily
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and had experienced frequent

prolonged nose bleeds during

childhood. Her menstrual

bleeding had been heavy since

her menarche at the age of 13.

Investigations showed

Hb 2.3 g/dl, platelet count 246 ××
109/l, prothrombin time normal,

APTT normal, vWF antigen 42

iu/dl, vWF activity (by RCo)

<10 iu/dl and FVIII:C 67 iu/dl.

Ristocetin-induced platelet

aggregation showed marked

reduction in aggregation to 1.5

mg/ml, with absent aggregation

at 0.75 mg/ml. All molecular

forms of vWF multimers were

present. Which type of vWD is

she most likely to have?

(a) Type 1

(b) Type 2B

(c) Type 2M

(d) Type 2N

(e) Type 3

10 A 78-year-old man with type 1

vWD required transurethral

resection of his prostate. What is

the most appropriate

haemostatic treatment?

(a) Cryoprecipitate

(b) Desmopressin

(c) FVIII concentrate containing

vWF

(d) Fresh frozen plasma

(e) Recombinant vWF concentrate
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Q1 Q2 Q3 Q4 Q5

(e) (a) (a) (c) (a)

Q6 Q7 Q8 Q9 Q10

(b) (d) (b) (c) (b)


