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Colonoscopy in a 62-year-old male with a three month history of diarrhoea, abdominal pain and hematochezia.
Clinical suspicion of inflammatory bowel disease (IBD). Elevated erythematous mucosa and aftous ulcerations
in lower left colon.

What is your diagnosis?
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Diagnosis:
Intestinal MALT lymphoma (Extranodal marginal zone lymphoma of mucosa-associated lymphoid tissue).

Comment:
Mucosa with decreased crypt density shows intense lymphatic infiltration involving lamina propria, muscularis
mucosae and submucosa (Panels  A-B). Partial epithelial destruction is present, with lymphoepithelial lesions
and focal cryptitis (Panels C-D). Small/medium sized atypical lymphatic cells are admixed with eosinophils and
reactive germinal centers (Panel E). Atypical lymphatic cells are immunohistochemically CD20+ (Panel F), bcl-
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2+ and CD43+, and negative for CD3, CD5, CD10, CD21, CD23, bcl-6 and cyclin D1. Plasmacytosis,
pronounced in superficial lamina propria, shows kappa light chain restriction (Panel G kappa; Panel H
lambda).

Intestinal lymphomas account for 0.3% of large intestinal malignancies and 3% of primary GIT lymphomas.
MALT lymphomas of colorectum are very rare.

Diagnosis is based on morphology, immunophenotype, genetic and clinical features. Histologically, lymphoma
cells infiltrate around reactive B-cell follicles (Panel E), in marginal zone distribution and eventually colonise
follicles. Marginal zone cells resemble centrocytes, have relatively abundant pale cytoplasm (monocytoid
appearance) and immunohistochemical characteristics of post-germinal centre B-cells. Lymphoepithelial
lesions and plasmacytic differentiation are frequently observed. Transformation to diffuse large B-cell
lymphoma may occur.

Differential diagnosis includes reactive lymphoid infiltration, other small B-cell lymphomas, and IBD, a clinical
and histological mimic. Both entities may coexist or precede one another.

MALT lymphoma is considered an indolent disease, with distinct tendency of intraorgan and interorgan
dissemination in late stages. Recurrences may involve many extranodal sites. Although primary intestinal
MALT lymphomas exist, dissemination of (gastric) MALT lymphoma is diagnosed more frequently, and was
also present in our case (not shown). Therefore active search for primary gastric lymphoma is always required
during staging procedure. Successful regression of colorectal MALT lymphoma was described in some HP
positive patients after HP eradication.
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