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Letters to the Editor

Synchronous multiple lympho-
matous polyposis and adenocar-
cinomata in the large bowel

Sir,
The occurrence of multiple primary malig-
nancies is well-recognised: most cases have
involved two or more carcinomata, often of
the skin, stomach, colon or breast, and most
commonly found in the same organ homo-
laterally or contralaterally. Cases of syn-
chronous carcinoma and a non-epithelial
neoplasm are rarer but still well-documented.
Synchronous adenocarcinoma and lym-
phoma of the large bowel is rarer still and may
involve risk factors (see box).'-4 We report a
case in which two separate adenocarcinomata
occurred in the presence of lymphomatous
polyposis and diffuse lymphoma in the large
bowel. This is novel in several respects: the
patient had no known risk factors, the two
tumours collided and, as far as we can deter-
mine, adenocarcinoma in association with
lymphomatous polyposis has not previously
been described.
A 74-year-old woman presented with a

three-month history of pain in the right iliac
fossa and weight loss. Examination revealed a
palpable fixed caecal massa and an ulcer 7 cm
from the anal margin. Contrast radiography
additionally revealed numerous small polyps
throughout the colon. A computed tomo-
graphic (CT) scan demonstrated large para-
aortic lymph nodes. A rectal biopsy showed
infiltrating adenocarcinoma and a dense,
nodular, mucosal lymphoid infiltrate, dis-
placing and infiltrating crypts, with atrophy
of the overlying epithelium. It was composed
of monotonous small lymphoid cells with
indented nuclei resembling centrocytes, and a
small proportion of large transformed lym-
phoid cells and macrophages, consistent with
lymphomatous polyposis. The patient under-
went panproctolectomy. The resected large
bowel showed diverticular disease and con-
tained three separate tumour masses: a 3 cm
polypoid rectal carcinoma with ulceration, an
8 cm polypoid caecal lymphoma and a 7 cm
adjacent ulcerating caecal carcinoma.
Numerous small polyps were present in the
rectum, colon and at the ileal resection mar-
gin. Histological examination of both car-
cinomata revealed Dukes C lesions. The
polypoid caecal lymphomatous mass con-
sisted of diffuse sheets of lymphoma cells
similar to those in the polyps, with penetra-
tion through the bowel wall and spread to
adjacent lymph nodes. In some parts of the
caecum as well as in the lymph node meta-
stases, the diffuse lymphoma had collided
with the carcinoma. Immunohistochemistry
confirmed a B-cell phenotype (CD45 +,
CD45ra +, CD20+, MB2 +, K +, A-,
CD45ro -, CD43-, CD3 -).
The term malignant lymphomatous poly-

posis5 is now used to describe a specific entity
comprising a polypoid mucosal lymphoma of
the gastrointestinal tract, regarded as a
variant of centrocytic lymphoma6'7 and prob-
ably identical to mantle zone lymphoma,7
which may transform into high grade B-cell
lymphoma.8 Our patient showed a diffuse low
grade lymphomatous mass in the caecum, but
no areas of large-cell Iymphoma. The lym-
phoma had involved adjacent mesenteric
lymph nodes: both these and the caecal Iym-

Previous reports of
concurrent lymphoma and
carcinoma

* splenic leukaemia with carcinoma'
* leukaemia or lymphoma and

coexistent primary malignancy (120
cases)2

* lymphoma and adenocarcinoma of
the large bowel (separated lesions)3

* lymphoma and adenocarcinoma of
large intestine in IgA deficiency4

phomatous mass showed invasion by car-
cinoma. This might suggest that local factors
such as absent immune surveillance in the
lymphoma may have allowed carcinoma cells
to grow there preferentially.
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Manubrio-sternal joint sepsis
in rheumatoid arthritis

Sir,
Involvement of the manubrio-sternal arti-
culation in rheumatoid arthritis has been
documented. Investigators using computed
tomography (CT) have noted abnormalities
in 50-70% of patients.",2 It is, however,
almost invariably sub-clinical.
A 56-year-old man with sero-positive

rheumatoid arthritis, developed a large
painless, fluctuant swelling over the anterior

aspect of his sternum. Investigations revealed
a white cell count of 12.5 x 109/1 with 93%
granulocytes, C-reactive protein 222 mg/l
(normal range < 10); erythrocyte sedimenta-
tion rate 70 mm/h (Westergren); urea, elec-
trolytes and blood sugar were normal. CT
scan showed a large fluid-filled cyst extending
beneath the sternum in the anterior media-
stinum. The bone on either side of the
manubrio-stemal joint appeared eroded and
ragged. He developed a pyrexia and urine
culture grew Staphylococcus aureus. The cys-
tic swelling was incised and several hundred
mls ofpus aspirated. Culture ofthe fluid grew
S aureus sensitive to flucloxacillin. He was
-commenced on intravenous flucloxacillin
500 mg qid. Over a two-week period the
manubrio-sternal cystic swelling and pyrexia
resolved. He was treated for a further four
weeks with intravenous flucloxacillin and
discharged. Six months later he presented
with a further large cystic swelling over his
manubrio-sternal joint. The aspirate grew S
aureus and he was commenced on intravenous
flucloxacillin and fusidic acid for a further six
weeks. CT scan at this time showed irregular
margins, errosion and destruction of bone on
either side of the manubrio-sternal joint (fig-
ure). To date he has had no further recurrence.
A 59-year-old woman with sero-positive

rheumatoid arthritis complained of pain and
swelling over her manubrio-sternal joint. On
examination there was a tense, cystic swelling
3-4 cm in diameter over the manubrio-
sternal junction. She had a low grade pyrexia
of 37.8. White cell count was 13 x 109/1,
erythrocyte sedimentation rate was 92 mm/h
and C-reactive protein was 93 mg/l, urea and
electrolytes, blood sugar and plasma proteins
were normal. Urine and blood cultures were
sterile. She then developed a hot, painful,
swollen elbow joint. The aspirate grew S
aureus, sensitive to flucloxacillin. Aspiration
of the manubrio-sternal cystic swelling was
attempted but fluid was not obtained. CT
scan ofthe manubrio-sternal junction showed
erosion and destruction of bone. Intra-
veneous flucloxacillin and fusidic acid were
continued for six weeks. Her temperature
settled and the manubrio-sternal swelling
resolved.
The pathogenesis of manubrio-sternal

abnormality in rheumatoid arthritis is not
certain; it may relate to primary involvement
by the rheumatoid disease process, as both
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