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S t l m m n r y  

Sj6gren's syndrome (SS) is a chronic autoimmune disorder characterized by lymphocytic infiltration 
of the salivary and lacrimal glands. These patients have a markedly increased frequency of developing 
non-Hodgkin's lymphoma in their salivary glands and cervical lymph nodes. Translocations of 
proto-oncogene bd-2 t(14;18) were observed in five of seven SS-associated lymphomas by Southern 
blot analysis. Using primers specific for chromosomes 14 and 18, translocation of the proto- 
oncogene bcl-2 was detected by polymerase chain reaction (PCR) in all five lymphomas positive 
by Southern blot analysis. Among SS patients lacking clinical evidence of coexistent lymphoma, 
no bcl-2 translocations were detected in 50 consecutive salivary gland biopsies. Of particular 
interest, pre-lymphoma biopsies were available from the seven SS patients who subsequently 
developed lymphoma and these DNA samples lacked detectable t(14;18) translocations even though 
they exhibited oligoclonal rearrangements of their immunoglobulin genes. We conclude that 
the great sensitivity of PCR can help us in detecting early onset of lymphoma in SS patients 
and aid in understanding the transition from autoimmunity to lymphoma. 

p atients with the autoimmune disease Sj6gren's syndrome 
are at markedly increased risk of developing non-Hodgkin's 

B cell lymphoma involving the lacrimal and salivary glands 
(1). The steps involved in the transition from autoimmunity 
to B cell neoplasia are not well understood. It has been pro- 
posed that lymphomagenesis is a multistep process involving 
sequential activation of proto-oncogenes by translocations or 
mutations that alter normal cellular regulatory functions (2-4). 
Among B cell lymphomas, the most common translocation 
involves the bcl-2 oncogene in a t(14;18) translocation (Fig. 
1) (5, 6). The breakpoints are remarkably focused on chro- 
mosome 18, where •60% duster at what is called major 
breakpoint region (mbr) 1 and up to 25% at minor duster 
region (mcr) (7, 8) (Fig. 1). These translocations result in 
the deregulated expression of the bcl-2 gene and synthesis 
of inappropriately high levels of bcl-2 protein (9, 10). Gene 
transfer studies suggest a role for bcl-2 in cell survival, growth 
enhancement, and oncogenic transformation (11). DNA se- 
quence analysis ofbcl-2 translocations has suggested that these 
alterations may have occurred as a result of naturally occur- 
ring double-stranded DNA breaks with N-segment addition, 
repair, and ligation of the derivative 14th and 18th chromo- 
somes (12). The particular location in the body where B cells 
undergo bcl-2 translocation remains unclear. Bakhshi et al. 
(12) suggested that bcl-2 translocation occurs in the bone 

1 Abbreviations used in tkispaper: mbr, major breakpoint region; mcr, minor 
cluster region; SS, Sj6gren's Syndrome. 

marrow during the early stages of B cell development, while 
Cotter et al. (13) have demonstrated bcl-2 translocation at 
a later stage of B cell development after V-D-J joining. Our 
finding of bcl-2 translocations in salivary gland lymphomas 
of patients with Sj6gren's syndrome provided an opportu- 
nity to examine their prelymphoma biopsies to see if such 
translocation preceded the emergence of overt lymphoma. 

Sj6gren's Syndrome (SS) is characterized by lymphocytic 
infiltration of salivary and lacrimal glands, hypergammaglobu- 
linemia, and high levels of circulating autoantibodies including 
rheumatoid factor and antinuclear antibodies (14-16). Al- 
though the majority of lymphocytes infiltrating these glands 
are CD4 + T cells (17), these patients develop B cell lym- 
phomas (18) with a frequency >40-fold over age- and sex- 
matched controls (1). Further, the lymphomas arise almost 
exclusively in the salivary glands and cervical lymph nodes, 
which are the site of autoimmune inflammation in SS pa- 
tients and are an unusual site of lymphoma presentation in 
patients lacking SS (19). Before developing lymphoma, SS 
patients have recurrent swelling of the salivary gland, which 
exhibits a "pre-lymphoma" or "myo-epithelial" lesion on bi- 
opsy (20, 21). Lymphocytes eluted from these pre-lymphoma 
biopsies are predominantly polyclonal T cells (17), and con- 
tain a small percentage of B cells that exhibit detectable clonal 
rearrangements of their heavy and light chain genes (21, 22). 
This has led to a discussion about whether these myoepithelial 
lesions are autoimmune or actually represent an early "lym- 
phoma in situ" (23-25). 

If rare "lymphoma in situ" cells were present in a pre- 
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lymphoma biopsy, they might contain the same karyotypic 
translocations that are detected in the subsequent lymphoma. 
This possibility is shown schematically in Fig. 2 A, where 
rare "lymphoma cells" subsequently undergo clonal expan- 
sion to become an overt lymphoma. To test this hypothesis, 
we examined pre-lymphoma biopsies from five SS patients 
whose subsequent lymphoma contained t(14;18) transloca- 
tions detectable by PCR. The great sensitivity of PCR would 
make possible detection of rare cells bearing the transloca- 
tion. Of  importance, each of these pre-lymphoma SS biop- 
sies previously has been shown to contain oligoclonal rear- 
rangements of heavy and light chain Ig genes (22), and thus 
it is possible to determine whether bcl-2 translocation is de- 
tectable at the time of oligoclonal expansion of B-cells. An 
alternative hypothesis (Fig 2 B) is that the pre-lymphoma 
salivary gland does not contain B cells with karyotypic ab- 
normalities and that oligoclonal B cell expansion precedes 
karyotypic translocation. Among the five SS pre-lymphoma 
biopsies, we did not find bcl-2 translocations. These results 
suggest that lymphoma develops in SS patients as a muhistep 
process where oligoclonal B-cell expansion precedes t(14;18) 
translocation. 

Materials and Methods 

Patients with SS were seen at Scripps Clinic and Research Foun- 
dation (La Jolla, CA). All patients had definite SS with keratocon- 
junctivitis sicca, xerostomia, class 4-positive minor salivary gland 
biopsies, autoantibodies including rheumatoid factor and ANA 
(titers >640), and the presence of anti-SS-A/SS-B antibodies (15, 
26). Among 200 SS patients followed for >5 yr, 14 developed non- 
Hodgkin's lymphoma involving cervical lymph node or salivary 
gland. The time interval between initial diagnosis of SS and the 
appearance of lymphoma was at least 3 yr. All lymphomas were 
B cell based on immunohistological study and Southern blot anal- 
ysis of DNA for heavy and light chain rearrangement (22). 13 of 
14 lymphomas were IgM-K and one lymphoma was IgA-A. In seven 
of these patients, previous biopsies of major salivary glands or lymph 
nodes had been performed and showed "reactive" changes but not 
overt lymphoma (17); therefore, these biopsies are referred to as 
"pre-lymphoma". Bone marrow aspirates from iliac crest were avail- 
able from these seven patients. In two cases, combination chemo- 
therapy was unsuccessful and patients died of septicemia; complete 
autopsy tissue was analyzed including thoracic and abdominal lym- 
phoid tissues. 

DNA was examined from other tissues including minor salivary 
gland biopsies from 50 consecutive SS patients who had no clinical 
evidence of lymphoma, 30 minor salivary gland biopsies from pa- 
tients lacking autoimmune disease, 10 salivary gland biopsies from 
patients with benign adenoma or adenocarcinoma, 10 lymph node 
biopsies from patients with systemic lupus erythematous, 10 lymph 
node biopsies from patients with rheumatoid arthritis, 10 tonsillar 
lymph node biopsies from immunologically normal individuals, and 
seven lymph node biopsies containing "follicular" non-Hodgkin's 
lymphoma. 

Genomic Southern Blot Analysis. Procedures for extraction of 
DNA from tissues and cell lines, Southern blot analysis of DNA, 
and radiolabeling of probes have been described (22, 27). High mo- 
lecular weight DNA was digested with HindIII according to 
manufacturers instruction (New England Biolab, Beverly, MA). 
Chromosome 18-specific probes pFD1 and pFL-2, detecting mbr 

and mcr, respectively (Fig. 1) (7, 28), were obtained from Dr. M. 
Cleary (Stanford University, Stanford, CA). 

A B cell line lymphoma, SU-DHL6, containing known translo- 
cation t(14;18) involving mbr region was obtained from Dr. Allan 
Epstein (University of Southern California, Los Angeles, CA). 
Samples oflymphoma tissue from a patient with known transloca- 
tion t(14;18) involving mcr region was obtained from Dr. M. Cleary 
(Stanford University, Stanford, CA). 

Polymerase Chain Reaction. Amplification of DNA involving 
bcl-2 translocation was performed by PCR using a oligonucleo- 
tide primer specific for a consensus sequence of Ig heavy chain J 
segment and a primer specific for mbr or a mcr (29, 30). The PCR 
assay was performed with a DNA Thermal Cycler (Cetus Corp., 
Emeryville, CA), using 1 #g DNA, 100 pmol of each primer, 2.0 
mM MgCI~, 20 nmol of each dNTP, 2.5 U Taq polymerase (Cetus 
Corp.), and 35 cycles of amplification. One-tenth of the amplified 
product was electrophoretically separated in 1.6% agarose gel and 
transferred by alkaline blot method onto nylon membranes, which 
were hybridized with a 32p end-labeled oligonucleotide probe at 
42~ for 16 h. Autoradiography was performed for 4-24 h at 
-80~ using X-Omat AR film (Eastman Kodak Co., Rochester, 
NY) with a single intensifying screen. 

Results 

To demonstrate the sensitivity and specificity of the PCR 
reaction for bcl-2 t(14;18) translocations involving the mbr 
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Figure 1. Schematic representation of chromosome 18 and 14. (~P) 
The location of the mbr and the mcr on chromosome 18. Solid boxes 
represent transcriptional units of the bcl-2 gene. pFI#l and pFb2 are chro- 
mosome 18-specific DNA probes. (Middle) The germline configuration 
of the Ig heavy chain allele on chromosome 14. (Bottom) The rearranged 
Ig heavy chain gene in a lymphoma with a t(14;18) translocation. 
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Figure 2. Schematic models for development oflymphoma in Sj6gren's 
Syndrome (.4) It is possible that rare B cells containing a bcl-2 transloca- 
tion are present in the salivary gland biopsy of SS patients. An overt lym- 
phoma results when this karyotypically abnormal B cell escapes T cell sur- 
veillance and clonally expands into a non-Hodgkin's lymphoma. (B) An 
alternate possibility is that karyotypically abnormal B cells are not present 
at a detectable level in SS biopsies, even though clonal expression of sali- 
vary gland B cells can be demonstrated by clonal Ig rearrangements. Per- 
sistent B cell division in the SS salivary gland may lead to increased chance 
of karyotypic error associated with lymphoma development. 

region, DNA from the lymphoma cell line SU-DHL-6 was 
mixed with normal genomic human DNA before PCR 
amplification. Using a 4-h autoradiogram (Fig. 3 A), 10 -s 
/~g of SU-DHL-6 DNA easily could be detected in a mixture 
containing 1/zg of normal DNA. This corresponds to ap- 
proximately one cell translocation per 1@ of uninfected cells. 
Fig. 3 B shows a similar reconstitution experiment using lym- 
phoma DNA that exhibits t(14;18) translocation involving 
mcr segment. 

DNA from seven SS lymphomas was analyzed and a bcl-2 
translocation involving the mbr region was detected in three 
of seven patients by PCR methods (Fig. 4, lanes 6, 8, and 
10). In comparison, lanes I and 2 are negative controls, and 
lane 3 contains DNA from a cell line (SU-DHL6) with known 
mbr t(14;18) translocation. In pre-lymphoma biopsies from 
each SS patient, mbr translocations were not detectable (Fig. 
4, lanes 5, 7, and 9). 

DNA from SS lymphomas with breakpoints in the mcr 
of chromosome 18 is shown in Fig. 5, lanes 6, 8, and I0. 
Again, the prelymphoma biopsies from SS patients did not 
demonstrate any detectable mcr translocation (Fig. 5, lanes 
5, 7, and 9). One patient (SS-1) showed translocations with 
both mbr and mcr breakpoints on chromosome 18 (Fig. 4, 
lane 6; Fig. 5, lane 10). To rule out the possibility that a 
negative result in some patient samples was due to inefficiency 
or complete failure of the PCR reaction, a single copy gene 
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Figure 3. Southern blot analysis of PCR amplified t(14;18) transloca- 
tions demonstrating the PCR sensitivity. 1/~g of DNA was amplified 
using oligonucleotide primers specific for mbr (,4) or for mcr (B) and heavy 
chain J segment. After 35 cycles of PCR, the amplification product was 
separated on agarose gel and probed with 32p-labeled probe to the mbr 
or mcr regions. (A) Lymphoma DNA containing mbr translocation. (Lane 
6) 0.1/~g of SU-DHL6 DNA was added to 1/~g of normal donor DNA. 
(Lanes 2-5). Serial 10-fold dilutions of SU-DHL6 DNA were added to 
1/~g of normal donor DNA before PCR amplification. Lane I contains 
DNA from a follicular lymphoma with a mcr translocation. The size of 
the mbr amplification product is 234 bp. (B) Serial dilutions of DNA from 
a lymphoma with a known mcr-breakpoint in normal donor DNA in lanes 
2-6. Lane 6 contains 0.1/xg lymphoma DNA mixed with 1/zg normal 
genomic DNA. All autoradiographs were exposed for 4 h. The size of 
the amplification product for this mcr lymphoma was 603 bp. 

(HLA-DQo 0 was successfully amplified in all samples (data 
not shown). 

To confirm the PCR results and to search for additional 
t(14;18) translocations that may not be detected by PCR, DNA 
from each of the lymphomas was digested with restriction 
enzyme HindIII and hybridized with PFL-1 and PFL-2 probes 
to mbr and mcr regions, respectively (Fig. 6). The results 
of restriction fragment length analysis using PFIA and PFb2 
probes were in correlation with the PCR results, and no ad- 
ditional SS lymphoma with bcl-2 translocation was detected. 
Fig. 6, A shows representative Southern blots from lymphomas 
with mer translocation (lanes 4 and 6) and the absence of 



Figure 4. Southern blot analysis of PCR. amplified mbr t(14;18) break- 
points in SS lymphomas. DNA from pre-lymphoma (PL) and lymphoma 
(L) salivary gland biopsies were subjected to PCR using a mbr-speciiic 
primer and a J, primer. (Lane I) PCP, reaction mixture without DNA 
template; (lane 2) control DNA without t(14;18); (lane 3) SU-DHL-6, 
cell line with mbr t(14;18); (lane 4) patient DNA with known mcr t(14;18); 
(lane 5) SS-1, PL; (lane 6) SS-1, L; (lane 7) SS-2, PL; (lane 8) SS-2, L; 
(lane 9) SS-3, PL; (lane 10) SS-3, L. 

Figure 5. Southern blot analysis of PCR.-amplified mcr t(14;18) break- 
points in SS lymphomas. DNA from pre-lymphoma [PL] and lymphoma 
[L] salivary gland biopsies were subjected to PCR. using a tact-specific 
primer in conjunction with a J. primer. (Lanes I and 2) Negative con- 
trois as in Fig. 3; (lane 3) SU-DHL-6, cell line with mbr t(14;18); (lane 
4) non-SS Lymphoma patient DNA with known mcr t(14;18) transloca- 
tion; (lane 5) SS-4, PL; (lane 6) SS-4, L; (lane 7) SS-5, PL; (lane 8) SS-5, 
L; (lane 9) SS-1, PL; (lane I0) SS-1, L. 

translocation in the pre-lymphoma biopsies (lanes 3 and 5). 
Similarly, Fig. 6 B shows mcr translocation in a lymphoma 
from a SS patient (lane 4). Of particular interest, patient SS-1, 
who exhibited both mcr and mbr translocations using PCR, 
had detectable bcl-2 rearrangement on Southern blot only 
with mcr probe pFb2 (Fig. 6 A, lane 6). 

Finally, DNA from salivary gland and lymph node tissues 
of normals, patients with autoimmune disease, and patients 
with solid tumors was studied. These included minor sali- 
vary gland biopsies from 50 SS patients lacking lymphoma, 
10 lymph nodes from patients with rheumatoid arthritis or 
systemic lupus erythematous, and 10 adenocarcinoma sali- 
vary gland tumors. These DNA samples did not exhibit de- 
tectable bd-2 translocation by PCR analysis. 

Discussion 

Patients with SS have increased risk of developing lym- 
phoma involving the cervical lymph nodes and salivary glands 
(1). We now show that five of seven of these tumors had 
bcl-2 t(14;18) translocations. From a clinical and histologic 
point of view, it is often difficult to distinguish "pseudolym- 
phoma" (pre-lymphoma) in SS patients from definite non- 
Hodgkin's lymphoma (21, 22, 31). Therefore, analysis ofbd-2 
translocations in tissue biopsies will aid diagnosis. Since only 
a small amount of tissue is required for PCR analysis, diag- 
nostic samples may be obtained by percutaneous biopsy or fine 
needle aspiration. This is in contrast to the current need for 
an open surgical biopsy to remove enlarged salivary glands 

Figure 6. Southern blot analysis of 
t(14;18) translocations. Genomic DNA 
from SS patients and from lymphomas with 
known t(14;18) translocations were digested 
with HindlII, electrophoreticaily separated 
in 0.7% agarose, transferred to nylon filters, 
and subsequently hybridized with the mbr- 
specific probe pFbl (.4) or the mcr-specific 
probe pFb2 (B). The germline HindlII 
bands containing pFL-I and pFD2, respec- 
tively, corresponds to 4.3 and 17 kb. (A) 
Detection of mcr t(14;18). (Lane I) DNA 
with known mcr t(14;18); (lane 2) control 
DNA; (lane 3) SS-5, pre-lymphoma biopsy; 
(lane 4) SS-5, lymphoma; (lane 5) SS-1, 
pre-lymphoma biopsy; (lane 6) SS-1, lym- 
phoma. (B) Detection of mbr t(14;18). 
(Lane 1) SU-DHL-6; (lane 2) Control 
DNA; (lane 3) SS-2, pre-lymphoma bi- 
opsy; (lane 4) SS-2, lymphoma; (lane 
5) SS-1, pre-lymphoma biopsy; (lane 6) 
SS-1, lymphoma. 
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and the associated risk of damage to the facial nerves. A nega- 
tive result (i.e., no detectable translocation) would not elimi- 
nate the diagnosis of lymphoma, but a positive finding would 
alert the internist and surgeon to the increased chance oflym- 
phoma. It has recently been reported that patients with B 
cell lymphomas with t(14;18) translocations have a poorer 
response to therapy (32). Therefore, detection ofbcl-2 trans- 
location at the earliest stage would give more opportunities 
for clinical intervention to prevent lymphoma progression. 

The finding of bcl-2 translocation in SS lymphomas also 
helps clarify the steps in transition from autoimmunity to 
lymphoproliferation. At the stage of pre-lymphoma, the 
majority of lymphocytes infiltrating the salivary gland are 
polyclonal T cells (17). However, 15-20% of these salivary 
gland lymphocytes are B cells that express follicular B cell- 
associated antigens (33), exhibit oligoclonal rearrangements 
of their Ig genes (22), and have an increased proportion of 
cells undergoing DNA replication (17). The present study 
demonstrates that these pre-lymphoma B cells lack detect- 
able bcl-2 translocations. We propose that these B cells un- 
dergo cell division as a result of stimulation by activated T 
cells, their growth factors, and/or autoantigen. As a result 
of the cell division within the salivary gland, the B cells have 
increased opportunity for bcl-2 translocation and resulting 
lymphoma. Other factors that may contribute to lymphoma- 
genesis in SS patients may include the high levels of growth 
factors produced in the salivary gland (34) and Epstein-Barr 
virus that has latency at this site (35, 36). 

The lymphomas in SS patients occur predominantly in the 
salivary glands and therefore we favor the occurrence of the 
bcl-2 translocations at this peripheral site. This is in contrast 
to the hypothesis of Bakhshi et al. (12), who suggested that 

bcl-2 translocations could occur only among pre-B cells in 
the bone marrow. Although we can not rule out that the 
translocation first occurred in the marrow and the neoplastic 
cells subsequently migrated to the salivary glands, this possi- 
bility seems less likely since lymphomatous cells were not 
detected at other lymphoid sites such as abdominal lymph 
nodes, spleen, or bone marrow in SS lymphoma patients where 
autopsy was performed. Also, it remains possible that rare 
circulating pre-B cells underwent bd-2 translocation within 
the microenvironment of the salivary gland. However, Cotter 
et al. (13) have demonstrated bcl-2 translocations among ma- 
ture B cells in tissue culture, and our results suggest that 
a similar process has occurred in vivo at an inflammatory site. 

Surprisingly, one patient's lymphoma contained both an 
mbr and an mcr translocation using PCR. Based on Southern 
blot analysis, the proportion of cells that contained the mcr 
translocation was much higher than the proportion of cells 
with the mbr translocation. It is not yet possible to deter- 
mine whether the mbr translocation occurred in a cell with 
a prior mcr alteration or on a distinct B cell. However, DNA 
sequence analysis of these bcl-2 translocations is in progress 
to clarify the basis of this unusual finding. 

In conclusion, our results demonstrate the presence of bcl-2 
translocations in non-Hodgkin's lymphoma occurring in SS 
patients. These translocations were not detected in the pre- 
lymphoma biopsies from the same patients. Thus, detection 
of blc-2 translocations may aid in improved early detection 
of lymphoma and improved treatment of SS patients. Although 
the function of the bcl-2 gene product is not yet clear (37, 
38), the translocationjuxtaposes the bcl-2 gene with Ig heavy 
chain locus, increases B cell survival, and may lead to increased 
chance of neoplastic transformation (11, 28, 29, 39, 40). 

We are indebted to Drs. Michael Cleary for the pFL-1 and pFb2 probes, Allen Epstein for the SU-DHL-6 
cell line, Teresa Compton for helpful discussions, and to Ms. Bonnie Towle for typing the manuscript. 

This is Publication No. 6396-IMM from the Research Institute of Scripps Clinic. This study was sup- 
ported by research grants RO1 AR-33983 and MO1 RR-00833 from the National Institutes of Health. 
Eva K. Pisa and Pavel Pisa were supported in part by grants from the Scripps-Stedham Foundation, the 
Hennings Foundation, the Swedish Cancer Society, and the Swedish Medical Research Council. 

Address correspondence to Robert I. Fox, Department of Rheumatology and Immunology, Scripps Clinic 
and Research Foundation, 10666 North Torrey Pines Road, La Jolla, CA 92037. Eva and Pavel Pisa's present 
address is the Department of Immunology, Karolinska Institute, Stockholm, Sweden. 

Received for publication 17 June 1991. 

~f~rellCes 
1. Kassan, S.S., T.L. Thomas, H.M. Moutsopoulos, R. Hoover, 

R.P. Kimberly, D.R. Budman, J. Costa, J.L. Decker, and T.M. 
Chused. 1978. Increased risk oflymphoma in sicca syndrome. 
Ann. Intern. Med. 89:888. 

2. Yunis, J.J., G. Grizzera, M.M. Oken, J. McKenna, A. The- 
ologides, and M. Arnesen. 1987. Multiple recurrent genomic 
defects in follicular lymphoma. A possible model for cancer. 

1249 Pisa et al. 

IV. Engl. j. Med, 316:79. 
3. Bishop, J.M. 1987. The molecular genetics of cancer. Science 

(Wash. DC). 235:305. 
4. Yunis, J.J. 1983. The chromosomal basis of human neoplasis. 

Science (Wash. DC.). 221:227. 
5. Fukuhara, H., J.D. Rowley, D. Variakojis, and H.M. Golomb. 

1979. Chromosome abnormalities in poorly differentiated lym- 



phocytic lymphoma. Cancer Res. 39:3119. 
6. Weiss, L.M., R.A. Warnke, J. Sklar, and M.L. Cleary. 1987. 

Molecular analysis of the t(14;18) chromosomal translocation 
in malignant lymphomas. N. Engl. J. Med. 317:1185. 

7. Cleary, M.L., N. Galili, andJ. SEar. 1986. Detection of a second 
t(14;18) breakpoint duster region in human follicular lym- 
phomas. J. Ext~ Med. 164:315. 

8. Tsujimoto, Y., and L. Finger. 1984. Cloning of the chromo- 
some breakpoint of neoplastic B cells with the t(14;18) chro- 
mosome translocation. Science (Wash. DC). 1097. 

9. Graninger, W.B., M. Seton, B. Boutain, P. Goldman, and S.J. 
Korsmeyer. 1987. Expression of Bcl-2 and Bcl-2-Ig fusion tran- 
scripts in normal and neoplastic cells. J. Clin. Invest. 80:1512. 

10. Seto, M., U. Jaeger, R,D. Hocket, W. Graninger, S. Bennett, 
P. Goldman, and S.J. Korsmeyer. 1988. Alternative promoters 
and exons, somatic mutation and deregulation of the Bcl-2-Ig 
fusion gene in lymphoma. EMBO (Eur. Mol. Biol. Organ.) J. 
7:123. 

11. McDonnell, T.J., N. Deane, F.M. Platt, G. Nunez, U. Jaeger, 
J.p. McKearn, and S.J. Korsmeyer. 1989. bcl-2-immunoglobulin 
transgenic mice demonstrate extended B cell survival and fol- 
licular lymphoproliferation. Cell. 57:79. 

12. Bakhshi, A., J.J. Wright, W. Graninger, M. Seto, J. Owens, 
J. Cossman, J.P. Jensen, P. Goldman, and S.J. Korsmeyer. 1987. 
Mechanism of the t(14;18) chromosomal translocation: struc- 
tural analysis of both derivative 14 and 18 reciprocal partners. 
Proa Natl. Acad. Sci. USA. 84:2396, 

13. Cotter, F., C. Price, E. Zucca, and B.D. Young. 1990. Direct 
sequence analysis of the 14q + and 18q- chromosome junc- 
tions in follicular lymphoma. Blood. 76:131. 

14. Fox, R.I., F.V. Howell, R.C. Bone, and P. Michelson. 1984. 
Primary Sj6gren's syndrome: clinical and immunopathologic 
features. Sere. Arthritis Rheum. 14:77. 

15. Block, K.J., W.W. Buchanan, M.J. Woho, and J.J. Bunim. 
1956. Sj6gren's syndrome: A clinical, pathological and sero- 
logical study of 62 cases. Medicine (Baltimore), 44:187. 

16. Tan, E.M. 1989. Antinuclear antibodies. Diagnostic markers 
for autoimmune diseases and probes for cell biology. Adv. Im- 
munol. 44:93. 

17. Fox, R.I., T.C. Adamson, III, S. Fong, C.A. Robinson, E.L. 
Morgan, J.A. Robb, and F.V. Howell. 1983. Lymphocyte pheno- 
type and function of pseudolymphomas associated with 
Sj6greffs syndrome. J. Clin. Invest. 72:52. 

18. Schmid, U., D. Helbron, and K. Lennert. 1982. Development 
of malignant lymphoma in myoepithelial sialadenitis (Sj6gren's 
syndrome). Virchows Arch. 395:11. 

19. Berard, C.W., M.H. Greene, E.S. Jaffe, I. Magrath, andJ. Zie- 
gler. 1981. A multidisciplinary approach to non-Hodgkin's lym- 
phoma: NIH conference. Ann. Intern. Med. 94:218. 

20. Talal, N., andJ. Bunim. 1964. The development of malignant 
lymphoma in Sj6greffs syndrome. Am. J. Med. 36:529. 

21. Fishleder, A., R. Tubbs, B. Hesse, and H. Levine. 1987. Uni- 
form detection of immunoglobulin-gene rearrangement in be- 
nign lymphoepithelial lesions. N. Engl. J. Med. 3:1118. 

22. Freimark, B., R. Fantozzi, R. Bone, G. Bordin, and R. Fox. 
1989. Detection of clonally expanded salivary gland lympho- 
cytes in Sj6gren's syndrome. Arthritis Rheum. 32:859. 

23. Fishleder, A., R. Tubbs, H. Levine, and B. Hesse. 1987. Letter. 
N. Engl. J. Med. 317:1158. 

24. Freimark, B., L. Picketing, P. Concannon, and R.I. Fox. 1989. 

Nucleotide sequence of a uniquely expressed human T cell 
receptor/~ chain variable region gene (VB) in Sj6gren's syn- 
drome. Nucleic Acids Res. 17:455. 

25. Isaacson, P.G., and E. Hyjek. 1987. Letter. N. Engl. J. Med. 
317:1157. 

26. Fox, R.I., C.A. Robinson, J.C. Curd, F. Kozin, and F.V. 
Howell. 1986. Sj6gren's syndrome: Proposed criteria for 
classification. Arthritis Rheum. 29:577. 

27. Raffdd, M., J.J. Wright, E. Lipford, J. Cossman, D.L. Longo, 
A. Bakhshi, and S.J. Korsmeyer. 1987. Clonal evolution of 
t(14;18) follicular lymphomas demonstrated by immunoglob- 
ulin genes and the 18q21 major breakpoint regions. Cancer 
Res. 47:2537. 

28. Cleary, M.L., and J. Sklar. 1985. Nucleotide sequence of a 
t(14;18) chromosomal breakpoint in follicular lymphoma and 
demonstration of a break-point-duster region near a transcrip- 
tionally active locus on chromosome 18. Proc. Natl. Acad. Sci. 
USA. 82:7439. 

29. Cresenzi, M., M. Seton, G.P. Herzig, P.D. Weiss, R.C. Gtiffith, 
and S.J. Korsmeyer. 1988. Thermostable DNA polymerase chain 
amplification of t(14;18) chromosome breakpoints and detec- 
tion of minimal residual disease. Proc. Natl. Acad. Sci. USA. 
85:4869. 

30. Nagan, B.-Y., Z. Chen-Levy, L.M. Weiss, R.A. Warnke, and 
M.L. Cleary. 1988. Expression in non-Hodgkin's lymphoma 
of the bd-2 protein associated with the t(14;18) chromosomal 
translocation. N. Engl. J. Med. 318:1638. 

31. Colby, T7r 1987. Immunoglobulin gene rearrangement in be- 
nign lymphoepithelial lesions. N. Engl. J. Med. 317:1157. 

32. Yunis, J.J., M.G. Mayer, M.A. Arnesen, D.P. Aeppli, and 
M.M.F. Oken G. 1989. bcl-2 and other genomic alternations 
in the prognosis of large-cell lymphoma. N. Engl.J. 320:1042. 

33. Adamson, T.C., III, R.I. Fox, D.M. Frisman, and F.V. Howell. 
1983. Immunohistologic analysis of lymphoid infiltrates in pri- 
mary Sj6gren's syndrome using monoclonal antibodies. J. Im- 
munol. 130:203. 

34. Fox, R.I., R. Chan, J.B. Michelson, J.B. Belmont, and P.E. 
Michelson. 1984. Beneficial effect of artificial tears made with 
autologous serum in patients with keratconjunctivitis Sicca. 
Arthritis Rheum. 27:459. 

35. Fox, R.I., G. Pearson, andJ.H. Vaughan. 1986. Detection of 
Epstein-Barr virus associated antigens and DNA in salivary 
gland biopsies from patients with Sj6gren's syndrome. J. Im- 
munol. 137:3162. 

36. Saito, I., B. Servenius, T. Compton, and R.I. Fox. 1989. De- 
tection of Epstein-Barr virus DNA by polymerase chain reac- 
tion in blood and tissue biopsies from patients with Sj6gren's 
syndrome. J. Exl~ Med. 169:2191. 

37. Haldar, S., C. Beatty, Y. Tsujimoto, and C.M. Croce. 1989. 
The Bcl-2 gene encodes a novel G protein. Nature (Lond.). 
342:195. 

38. Monika, K., Z. Chen-Levy, and M.L. Cleary. 1990. Small G 
proteins are expressed ubiquitously in lymphoid cells and do 
not correspond to Bcl-2. Nature (Lond.). 346:189. 

39. Vaux, D.L., S. Corey, and J.M. Adams. 1988. Bcl-2 gene pro- 
motes haemopoietic cell survival and cooperates with c-myc 
to immortalize pre-B cells. Nature (Lond.). 335:440. 

40. Tsujimoto, Y. 1989. Stress-resistance conferred by high level 
of bcl-2c~ protein in human B lymphoblastoid cell. Oncogene. 
4:1331. 

1250 t(14;18) Translocation in Lymphomas from Sj6greffs Syndrome Patients 


