
Rare disease

A solitary rectal mucosa-associated lymphoid tissue
(MALT) lymphoma

A Samee,1 N Rukin,2 I Siddiqui,2 M Halliday,3 M Farmer2

1 Surgical Directorate, Princess Royal Hospital, Telford, UK
2 University Hospital of North Staffordshire, Stoke On Trent, UK
3 Princess Royal Hospital, Telford, UK

Correspondence to A Samee, docsamee@hotmail.com

Summary
Mucosa-associated lymphoid tissue (MALT) is a type of extra nodal malignant lymphoma seen in organs such as the stomach, thyroid and sali-
vary glands. Furthermore, occurrence of colorectal MALT lymphoma is extremely rare. We report a case of a solitary rectal MALT lymphoma
treated by surgical resection and radiotherapy. Lymphoma should be considered as a rare differential diagnosis when dealing with large bowel
pathology. We would advocate the use of surgery as a primary treatment option for a medically fit patient.

BACKGROUND
The occurrence of colorectal mucosa-associated lymphoid
tissue (MALT) lymphoma is extremely rare and the general
consensus in regards to its management is not uniform.
Treatment options have varied from a simple conservative
approach to operative resection. Further, rapid advance-
ment in the field of molecular genetics offers the hope of
better understanding of disease aetiology and progression.

CASE PRESENTATION
A 68-year-old woman was seen in the outpatient depart-
ment with symptoms of constipation, tenesmus and change
in bowel habits for 6 months. There were no other symp-
toms. The past medical history and family history was
insignificant. Clinical examination was normal. Rectal
examination revealed soft faeces and a smooth palpable
impression in anterior rectal wall extending laterally.

INVESTIGATIONS
Blood investigations, including tumour markers, were
within normal limits. Colonoscopy confirmed the mass
with normal overlying mucosa. Biopsies showed atypical
lymphoid cells and lymphoepithelial proliferation. Radio-
logical imaging showed a 6 cm eccentric primary mass
involving the upper rectum and extending into the mesorec-
tal margin on the right side (figures 1 and 2). There was no
evidence to suggest local or distant spread.

TREATMENT
After multidisciplinary meeting discussion, the patient
underwent a low anterior resection with primary anasto-
mosis. Postoperative recovery was uneventful. Histology of
resected specimen showed features consistent with MALT
lymphoma (presence of lymphoepithelial lesions consisting
of diffuse proliferation of atypical lymphocytes and glandu-
lar destruction). Immunohistochemistry showed positive

staining for CD20 (B lymphocyte marker). None of the
resected lymph nodes showed presence of tumour.

OUTCOME AND FOLLOW-UP
Postoperatively, a full lymphoma screening in this patient
proved to be negative. Although there was no evidence to
suggest a distant spread, there was a concern that the lym-
phoma was close to the resection margins. Therefore, the
patient received adjuvant radiotherapy. It has now been
4 years since the surgery and the patient continues to
remain well under surveillance with no signs of recurrence.

DISCUSSION
Primary large bowel lymphomas account for approximately
0.2% of all large bowel malignancies.1 The term MALT
lymphoma was coined by Isaacson and Wright2 and is con-
sidered as extra-nodal equivalent of B cell lymphoma. The
extra-nodal involvement has been found to include organs
such as the stomach, thyroid and salivary glands.3 4 Involve-
ment of the colon and rectum is extremely uncommon. Less
than 25 cases have been reported in the literature so far.

MALT tumours appear to have similar clinical, pathologi-
cal and molecular features regardless of organ of origin.
There is some evidence to link Helicobacter pylori infection to
gastric MALT lymphoma and H pylori eradication treatment
has been suggested for low-grade gastric MALT lym-
phoma.5 6 However the consensus is not uniform. It has also
been suggested that colorectal MALT lymphoma may have
a similar pathophysiology.7 This has led some to hypoth-
esise that by treating H pylori, one may inadvertently treat
MALT lymphoma in the rectum. A case of complete regres-
sion of a rectal MALT lymphoma has been reported in a
patient after a course of levofloxacin although H pylori infec-
tion persisted after cessation of treatment.8 A spontaneous
regression of MALT lymphoma in an unfit patient has also
been reported.9
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As the occurrence of colorectal MALT lymphoma is rare,
research-based evidence is still lacking in regards to best
management options. A variety of treatment options,
including surgery,10 radiotherapy,11 chemotherapy12 or a
combination have been recommended. Surgery offers the
additional benefit of histological diagnosis and other
important prognostic information.

Prognostic factors include tumour stage, nodal status and
possibly genetic contribution. For example, a mutation in
the P53 gene has been reported to contribute towards devel-
opment of MALT lymphoma.15 Ashton-Key et al suggested

stable expression of bcl-2 gene to be a contributory factor for
the good prognosis seen in MALT lymphoma.14

Inour report,weadvocate theuseof surgery inamedically
fit patient—a choice recommended by others.10 A
multidisciplinary input is recommended. Our patient did
not receive any eradication treatment preoperatively owing
to lack of firm evidence. A long-term follow-up of different
treatment modalities is needed in order to establish the most
suitable approach. Further understanding of the role of
H pylori in the pathophysiology of rectal MALT lymphoma is
needed.

Figure 1 Coronal T2 MRI scan sequence of the low MALT rectal tumour (M) showing its anterolateral extension and narrowing of the rec-
tal lumen (arrows).
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Learning points

▲

Our report highlights an interesting and rare case of a
solitary rectal MALT lymphoma treated successfully by
surgical resection and radiotherapy.

▲
The report highlights an unusual presentation of
gastrointestinal lymphoma and one should be aware of
this possibility when dealing with large bowel
pathology.

▲

As yet there are no gold standards, treatment options
must be discussed with the patient.

▲

The role of H pylori is of interest and, if proven, may
lead to future medical treatments becoming available.
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