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ed. Tenderness and redness may be absent. It has a tendency to at-
tack symetrical joints. Cervical vertebrae may be attacked early in the
disease. In addition to the joint symptoms -systemic findings such as
fever, exanthemata, lymphadenopathy and weight loss may be present.
There usually is slight leucocytosis and the sedimentation rate and C re-
active protein may be increased. Radiological examinations are useful in
establishing the diagnosis: Juxta-articular osteoporosis, acceleration of epi-
physeal maturation, overgrowth of the metaphyses, and evidence of car-
tilage destruction may be seen.6

3 — In the monoarticular type of the disease, patient’'s complaints
are confined to a single joint for at least a month. This form makes up a
third of all the cases of Juvenile Rheumatiod Arthritis and males are at-
tacked by it three times as often as girls. The average age of onset is seven
years, and the disease usually begins insiduosly. The knee is the most
commonly involved joint. Systemic findings such as fever, irritability,
lymphadenopathy, splenomegaly and weight loss may be late in appear-
ance and for a while the patients may appear relatively healthy. Sedi-
mentation rate, rheumatiod factor are normal. Synovial biopsy reveals non-
specific findings. Radiological findings are similar to those in the poly-
articular form.

We believe that our patient represents a case of monoarticular rheu-
matoid arthritis initially, with clinical and radiological findings of this
form of the disease with later conversion into the polyarticular form.
However two interesting aspects of this particular patient probably
warrant further discussion: Primarily how can the cystic bone lesions be
explained on the basis of Juvenile Rheumatoid Arthritis? And in the
second place, was leucemia present from the onset and did the patient
not have rheumatoid arthritis at all?

The changes in the metaphyses of the long bones of the patient on
the initial roentgenograms, indeed do resemble bone changes encoun-
tered in leucemia and neuroblastoma with malignant infiltration of the
bone marrow.?7 8 9 However the presence of cartilage destruction in
addition to the other findings, normal bone marrow aspirate, the long
clinical course of the disease. and the involvement of a single joint ini-
tially in our case have made these diagnoses unlikely.

In the presence of osteoporosis and cystic osseous lesions, hyper-
parathyroidism had also to be excluded in our case. Normal serum che-
mistry. the normal appearance of the cranial bones and the lamina dura
around the ‘teeth, as well as the selective localization of the osteoporosis
in the epiphyses helped to rule this possibility out.

“



THE TURKISH JOURNAL OF PEDIATRICS 31

Osteogenesis imperfecta similarly could be ruled out because of
cystic lesions, selectivity of the osteoporosis, cartilage destruction and the
clinical picture. :

However, as mentioned above, cystic bone lesions are not typical
of Juvenile Rheumatoid Arthritis either. They are occasionally encountered
and there are various theories as to their development in rheumatoid ar-
thritis.11 12 This particular subject was discussed in the International
Rheumatology Congress of 1963. According to Bywaters, the cystic le-
sions are actually extensions or herniations of the joint space into the
spongiosa through the thin subchondral bone where the cartilage is
either thin or absent.11 Physical activity and the muscle tone of the par-
ticular extremity have been claimed to be contributing factors in cyst for-
mation. Observations of R. Franc¢ois and G. Van Dain, indicating that the
disease is clinically and radiologically more severe in the right arm, would
appear to confirm this point. In the series of 153 patients of Castilla et
al., cystic lesions were present in twenty and these patients were found
to be the ones with the highest physical activity.13 Our patient also went
to school and physically was quite active during periods when the pains
subsided. The patients with cystic lesions in the literature are adults and
since the cartilage is relatively thick in children the rareness of the cystic
lesions in the pediatric age group has been explained on that basis.11

In the light of the above discussion the radiological findings in our
patient were explained on the basis of rheumatoid arthritis. However the
diagnosis of leucemia in the second admission, made the case more in-
teresting and also cast some doubt on the initial diagnosis. Then it has
to be remembered that there are many reports about the coexistence of
malignant and immune diseases in the same patient.14-20

Daniel has shown that connective tissue diseases are present in
0.58 9/, of patients with solid tumors and that their incidence increases
to 1.86 in patients with malignant lymphomas.14 Of the 270 patients
with collagen tissue disease of Christianson, 6.7 9, had malignant disease
and one of these was lymphoblastoma.20

Lea has pointed out the coexistence of rheumatoid disease and
leucemia but has concluded that this may be just coincidence since only
0.1 of his patients had this combination.18 Nilsen has reported a Hod-
gkin patient with lupus erythematosus and has written about the coex-
istence of lymphomas and autoimmune diseases.17 He claimed that the
findings of the autoimmune disease may subside when lymphoma is add-
ed to the picture, since in his particular patient L. E. cells disappeared
when Hodgkin's disease became manifest. Camarata has pointed out
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that rheumatoid disease and malignant lymphoma may imitate one an-
other or may be present in the same patient together, immunologic events
making it possible for them to coexist.15

In view of some clinical and radiological findings WhICh can only
be explained on the basis of rheumatoid disease we think it is reasonable
1o accept our patient as a case in whom both Juvemle Rheumatoid Ar-
thritis and leucemia were present.

Summary

A 13 year- old leucemic child with rheumatoid arthritis is presented.
The interesting aspects of the patient are the presence of cystic osseous
lesions in active joints and the coexistence of leucemia. This case is be-
lieved to be yet another example of coexistence of malignant lymphomas
and autoimmune diseases. '
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