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Lymphosarcoma with a Positive
Paul-Bunneli Test

British MedicalJournal, 1969, 2, 31

This case is reported because the findings of a positive Paul-
Bunnell test delayed the relevant treatment for the patients
real illness. It also illustrates the point that a negative biopsy
specimen from one area of the pathological tissue does not
always exclude malignancy in other areas. On reviewing the
literature we were unable to find previous reports of lympho-
sarcoma presenting with a positive Paul-Bunnell test.

CASE REPORT

A 71-year-old woman originally presented at the outpatient
department on 25 October 1967 with a six-weeks history of sore
throat, general malaise, and cervical adenopathy. Examination
showed enlarged, ulcerated tonsils and pharyngitis. Tonsillar biopsy
showed no evidence of malignancy and a Paul-Bunnell test was
positive (titres: unabsorbed serum 1/224, absorbed with guinea-pig
kidney 1/224, absorbed with ox red cells 1/14), When seen again
on 9 November she was subjectively much improved, but bilateral
axillary nodes were noted. By 30 November she was much worse
and gave a four-days history of pale stools, dark urine, and coffee-
ground vomit. She was admitted for further investigation. On
examination she was clinically jaundiced 'and dehydrated, with
enlarged cervicals axillary, and groin nodes and a palpable liver.

Investigations.-Repeat Paul-Bunnell test negative (titres: un-
absorbed 1/14, with guinea-pig kidney less ithan 1/71, with cells
1/14); alkaline phosphatase 68 units/100 ml.; serum alanine
aminotransferase 64 milliunits/100 ml.; bilirubin: total 3-9 mg./
100 ml., direct 3-4 mg./100 ml.; serum protein electrophoresis:
reduced albumin, increased alpha-2 globulin; chest and skull x-ray
examination showed nothing abnormal; haemoglobin 1 18 g./
100 mL ; total white count 19,000/cu. mm., normal differential;
E.S.R. 81 mm./hour; sternal marrow: atypical cells similar to
those seen in virus infections, but multiple prominent nucleoli
suggest reiticulosarcoma cells; blood sugar 123 mg./100 ml.;
protein-bound iodine 3 0 Jug./l00 ml.; cholesterol 170 mg./100 ml.
The patient's clinical deterioration, together with the now negative

Paul-Bunnell test and marrow appearances, threw suspicion on the
diagnosis of infectious mononucleosis. She became worse over the
next 48 hours, and in spite of treatment with intravenous fluids,
chloramphenicol, steroids, and digoxin she died on 5 December.
At necropsy enlarged lymph nodes were present in the neck, the

hilum of both lungs, the coeliac axis region, and in the abdominal

para-aortic region, The nodes were soft and greyish and measured
up to 3 cm. in diameter. The spleen was slightly enlarged (300 g.),
and its cut surface displayed a uniform pink colour. Microscopical
examination of the lymph nodes from the cervical, mediastinal,
abdominal para-aortic, iliac, and inguinal groups showed complete
destruction of the normal architecture and a replacement by diffusely
arranged, poorly differentiated cells of the lymphocytic series. The
appearances were those of a malignant lymphoma of poorly differ-
entiated lymphocytic (" lymphoblastic ") type. There was infiltra-
tion of the spleen by tumour cells, and deposits of tumour were
also found in the lingual tonsilsf in the bladder, in the portal tracts
of the liver, and beneath the mucosa of the larynx, epiglottis, and
stomach. The lungs showed bronchopneumonia, which was the
immediate cause of her death.

COMMENT

A positive Paul-Bunnell test is widely assumed to be specific
for glandular fever, though it can occur in Hodgkin's disease.
This patient presented with cervical adenopathy, ulcerated
tonsils, a negative tonsillar biopsy, hepatitis, and a positive
Paul-Bunnell test. Even in retrospect a clinical diagnosis of
infectious mononucleosis seems justified. Only when her
clinical condition deteriorated was the diagnosis questioned.
There are three possible explanations of the above facts. Firstly,
the patient may have had true infectious mononucleosis coinci-
dentally followed by lymphosarcoma. This is unlikely, because
the lymph nodes, clinically swollen in the cervical region since
the onset of the disease, were shown at necropsy to be due to
lymphosarcoma. Secondly, the patient may simultaneously
have had both glandular fever and lymphosarcoma. This possi-
bility cannot be absolutely refuted, but with the above findings
it seems extremely unlikely. Thirdly, this could have been a
true lymphosarcoma presenting with a positive Paul-Bunnell
test. It is submitted that this latter explanation is the most
likely in this case.

We would like to thank Mr. H. J. Shaw and Dr. P, E. Thompson
Hancock for permission to report this case, and Dr. Beryl Jameson
for laboratory assistance. We are particularly indebted to Dr. Noel
Gowing for his comments on the pathological aspects of this case.
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Ulcerative Colitis with Autoimmune
Haemolytic Anaemia

British Medical Journal, 1969, 2, 31-32

The association of autoimmune haemolytic anaemia with
ulcerative colitis is uncommon, and only five cases, all female,
have been reported in detail (Lorber, Schwartz, and Wasserman,
1955; Fong, Fudenberg, and Pearlman, 1963). Many of the
complications of ulcerative colitis may be explained on an
immunological basis (Anderson, Buchanan, and Goudie, 1967),

and we have therefore studied a further case serologically in
an attempt to establish a relation between the two conditions.

CASE REPORT

A 23-year-old woman was admitted to hospital on 22 November
1967 with a one-week history of breathlessness, fainting, and head-
ache. She was seven weeks postpartum and her haemoglobin at the
end of pregnancy had been 10-5 g./100 ml. (72%). The delivery
and puerperium were normal. In 1965 a diagnosis of ulcerative
proctocolitis involving the rectum and sigmoid had been made and
she had been treated with sulphasalazine and prednisolone enemas.
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