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Primary Mucosa-Associated Lymphoid Tissue Lymphoma of the Rectum
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Introduction: Mucosa-associated lymphoid tissue (MALT) lymphoma most commonly involves the stomach and its treatment 
is surgery, antibiotic therapy or radiotherapy. Rectal MALT is not only so rare, but also the treatment is not clear as gastric MALT.
Case Presentation: Our patient was a 66 year-old man presenting with 5-6 months abdominal pain and anemia. In colonoscopy, 
a rectal ulcer was found and biopsy revealed MALT lymphoma. Physical examination and staging evaluations had normal results. 
Radiotherapy was started for him but he did not tolerate radiotherapy and instead received chemotherapy. After 38 months of 
follow up, he was fine.
Conclusions: The incidence of rectal MALT is rare, and treatment is not so clear. The results on H. pylori eradication, radiotherapy 
and chemotherapy are more controversial.
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Implication for health policy/practice/research/medical education:
This article reports a man with rectal MALT lymphoma. It is not only a rare disease, but also no definite treatment is known. We herein report this case and 
review literature for similar reports and outcome.
Copyright © 2013, Colorectal Research Center and Health Policy Research Center of Shiraz University of Medical Sciences. This is an open-access article distributed 
under the terms of the Creative Commons Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the origi-
nal work is properly cited.

1. Introduction
Lymphoma is the 6th common cause of cancer related 

death in America, and unfortunately its incidence is in-
creasing (1). Mucosa-Associated Lymphoid Tissue (MALT) 
lymphoma is responsible for 5% of all lymphomas. The most 
frequently involved organ by MALT is the stomach (2). The 
first recommended treatment in gastric MALT lymphoma is 
H. pylori eradication. Other therapeutic modalities are also 
effectively used. Radiotherapy is administered if antibiotic 
therapy is not successful. Systemic agents such as rituximab 
and chemotherapy are reserved for disseminated patients 
(3). Although gastrointestinal (GI) tract is the most location 
for extra nodal lymphoma, colorectal lymphoma is rare and 
even rectal primaries are less common (1). For rectal MALT 
lymphoma, treatment is not as clear as in gastric cases. We 
here present a man with rectal MALT lymphoma and his 
treatment course.

2. Case Presentation
The patient was a 66 year-old man with abdominal pain 

for 5-6 months. Physical examination had normal findings 
with no significant positive past medical or family history. 
Abdominal sonography and blood chemistry tests had 

normal results. Complete blood count showed anemia 
(Hb = 10). Upper endoscopy was done for him, revealing no 
pathology, also urease test for H. pylori was negative. Colo-
noscopy was performed. In the rectum, a large single ulcer 
was found and biopsy showed MALT lymphoma. Immuno-
histochemistry was performed, being positive for CD20 
and Bcl-2 which is consistent with low grade B-cell lym-
phoma (Figures 1,2,3 and 4). In May 2010, the patient was 
referred to our radiation oncology ward for treatment. 
Physical examination, blood chemistry tests and LDH were 
normal. Staging work up including the chest, abdomen 
and pelvic CT scan showed no evidence of tumor spread. 
We started radiotherapy to the whole pelvis with 1.8 Gy per 
fraction for him but during the treatment he developed 
severe abdominal pain and fresh rectal bleeding. Support-
ive care was not effective and radiation was stopped after 
2200 cGy. After one month, the patient’s has improved and 
radiotherapy was restarted, but rectal bleeding was re-
started after one day. So irradiation was discontinued and 
chemotherapy was started for him. He received six cycles 
of CHOP (cyclophosphamide, vincristine, doxorubicin and 
prednisolone) and 38 months after the diagnosis, he was 
completely fine and under regular follow up.
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Figure 1. Section of Rectal Mucosal Lesion Shows Diffuse Small to Medium 
Sized Lymphocytic Infiltration With Dispersed Chromatin and Incon-
spicious Nucleoli, and Pale Cytoplasm With Crypt Detruction. Focal Plas-
macytic Differentiation Is Present (x200, H&E).

Figure 2. Lymphocytes Show Diffuse CD20 Positivity (Immunoperoxidase 
Stain).

3. Discussion

Gastrointestinal tract is the most common location in 
primary extranodal lymphoma, but colorectal lympho-
ma is not so common. Colorectal lymphomas accounts 
for only 1.4% of Non Hodgkin’s Lymphoma (NHL) and less 
than 1% of colorectal malignancies. In 70% of colorectal 
lymphomas, the cecum and ascending colon are involved. 
Histologically, diffuse large B-cell lymphoma is the most 
common histologic type. MALT is less common than LBCL 
and is an indolent disease ( 1 ). Ahlawat in 2006 found 30 
reports on rectal MALT in English literature, and most of 
these literatures were Japanese ( 4 ). We summarized the 
cases found in Pubmed with keywords ”Lymphoma” 

Figure 3. Lymphocytes Are Diffuse Bcl-2 Positive (Immunoperoxidase 
Stain).

Figure 4. Lymocytes Are Mainly Diffuse CD3 Negative With Few Scattered 
Positive Cells (Immunoperoxidase Stain).

,“Rectal”, “Rectum” and “MALT” in Table 1. We found 25 
cases in English literature (Table 1). We had no access to 
clinical data of 10 patients in three reports ( 5 - 7 ).

Because of the rarity of this kind and location of the tu-
mor, there is no consensus on the treatment. Some authors 
suggest no treatment more than resection for colorectal 
MALT (1). Orita et al. reported a case with rectal MALT who 
had not received any treatment after tumor resection. Af-
ter 35 months, the tumor was well controlled (20). Even 
spontaneous tumor regression has been reported. Takena-
ka et al. reported an old man who was not operable, and 
did not receive chemotherapy or radiotherapy due to mul-
tiple underlying diseases. He was a 76 year-old man with 
renal and heart disease. His disease showed spontaneous 
regression and after 19 months he was tumor free (21).
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Table 1. Reports and Results on Rectal Lymphoma

Author Age, y Gender Surgery Chemother-
apy

Radiothera-
py, Gy

Antibiotic 
Therapy

DFSa, mo

Ersoz (2) 42 female trans-anal resection CHOPa no no

Amouri (8) 46 female no no 34 yes

Nomura (9) 53 female no no no yes

Okamura (10), 3 cases

56 female no no 30 no 75

62 female no no 30 no 13

65 male no no 30 no 65

Foo (11) 60 male no no 45 no 41

Kobayashi (12) 26 male no no yes no

Kagawa (13) 62 male no rituximab no no

Park (14) 44 male no CHOP no no 11

De Sanctis (15) 66 male no no no yes 34

Yamamoto (16) 33 female no no 30 yes

Watanabe (17) 75 female resection 3 times no no no 48

Chahil (18) 78 female no no yes yes

Samee (19) 68 female yes no yes no 48

Present case 66 male no CHOP 24 no 38
a Abbreviations: CHOP, Cyclophosphamide; DFS, Disease Free Survival

It is well known that H. pylori eradication is an effec-
tive treatment for gastric MALT (2). But regarding rectal 
MALT, the results are controversial. Grunberger et al. 
in a prospective study evaluated the role of antibiotic 
therapy for H. pylori positive extragastric MALT. Among 
16 patients who were H. pylori positive and were treated 
for eradication, only one case showed tumor response. 
Others showed no response and received local therapy 
(8). Amouri et al. reported a 46 year-old woman with 
rectal MALT. Because she had H Pylori infection, first she 
received antibiotic therapy for Hpylori eradication. But 
her disease showed no improvement, then she received 
34 Gy with complete response (22). Nakase et al. reported 
tumor regression after antibiotic therapy for H. pylori in 
three H. pylori negative rectal MALT patients (23). There 
are other reports on successful MALT treatment with an-
tibiotics in H.pylori negative patients (9, 24). They sug-
gested that micro-organisms different from H. pylori are 
responsible for rectal MALT.

Gastric MALT is radiosensitive and usually well con-
trolled by 30 Gy radiation (10). Regarding radiotherapy, 
although few reports are available, the results are more 
similar to those of gastric MALT. Isobe and Tsang showed 
that moderate dose radiotherapy is effective in achiev-
ing durable response in MALT (25, 26). Goda et al. showed 
similar results. In their study among 167 patients, 31 re-
currences occurred and seven cases had transformation 
to DLBCL (27). Studies mentioned included MALT lympho-
ma of different organs, mostly the orbit, thyroid, salivary 

glands and stomach. Due to its rarity, rectal MALT has not 
been studied widely. Foo et al. reported a 60 year-old man 
with rectal MALT treated with 45 Gy, and had complete 
response (11). Kobayashi et al. reported a 26 year-old man 
who underwent only biopsy of the rectum and received 
adjuvant radiotherapy with complete response (12). We 
first decided to prescribe 30 Gy to the pelvis, but unfor-
tunately he developed severe dysuria and fresh rectal 
bleeding. So, radiotherapy was stopped after 24 Gy, and 
chemotherapy was started for him.

Our patient may be considered as a case of overtreatment. 
Although radiation with fractionated doses as low as 25 Gy 
has been used for nodal MALT lymphoma, most reports se-
ries on Rectal lymphoma as listed in the Table 1, used at least 
30 Gy (28). Our patient did not complete his planned radia-
tion up to 30 Gy; and due to persistent rectal bleeding, che-
motherapy was recommended for tumor control.

Although most MALT lymphomas are well controlled by 
local therapy (radiotherapy or surgery), there are reports in-
dicating that MALT has a higher rate of systemic recurrence 
than previously assumed. Raderer et al. found that one third 
of gastric lymphoma and a half of the extragastric MALT 
lymphomas are systemic (29). Zinzani et al. used chemo-
therapy in 31 non-gastric MALTs. Eleven cases received CVP 
(cyclophosphamide, vincristine and prednisolone) and 20 
cases FM (fludarabine-mitoxantrone) and all had complete 
response. Four cases developed recurrence after receiving 
CVP and received FM as the second line which was success-
ful. Five year survival was 100% (30). Rituximab is a CD20 
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antibody, and is successfully used for MALT in other organs 
(3). Kagawa administered this agent in a case of rectal MALT 
with complete remission (13).

Ersoz et al. reported a 44 year-old woman who had no 
evidence of H. pylori infection. After complete tumor 
removal, she received CHOP as chemotherapy. They be-
lieved that local tumor removal and chemotherapy are 
the best treatments for rectal MALT (2). Because our pa-
tient could not complete radiotherapy course, we pre-
scribed six cycles of CHOP. Controversy on rectal MALT 
is continuing and more studies including more patients 
with more follow up duration are needed to make a more 
reliable conclusion.
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