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A progressive ground-glass opacity occupied the lower left lung
in a postoperative colon cancer patient, what it will be?—a case

report
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Abstract: Primary pulmonary mucosa-associated lymphoid tissue (MALT) lymphoma is a type of non-

Hodgkin lymphoma, and it occurs frequently in the stomach and rarely in the lungs. They are rarely taken

into consideration in the differential diagnosis of lung lesions. MALT lymphomas affecting the lung show

various styles on chest CT, which range from typical nodules or areas of consolidation to findings that are

extremely rare, such as a progressive ground glass opacity (GGO) that never been reported before especially

in a postoperative colon cancer patient. The postoperative pathologic diagnosis of the progressive GGO was

extranodal marginal zone B-cell lymphoma of MALT. And during 2-year follow-up, the patient was in good

condition and there was no sign of recurrence. This case would enrich the manifestations and increase the

understanding in MALT, and inappropriate treatment would be avoided.
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Introduction

PPL is defined as a clonal lymphoid proliferation affecting
one or both lungs in a patient with no detectable extra-
pulmonary involvement at the time of diagnosis or up to
3 months thereafter (1,2). It is an uncommon neoplasm that
represents only 0.4% of primary pulmonary malignancies
(3,4). The clinical symptoms and radiological features
are often nonspecific, which may often misdiagnose as
inflammation, tuberculosis, even lung cancer (5-8). It is
significant for us to increase awareness of this rare disease,
which will bring benefits to the therapeutic and prognostic
implications. We herein report an unusual case of a localized
pulmonary MALT lymphoma that showed as a progressive
GGO in a woman patient with a 12 months history of
colon cancer operation. The MALT lesion manifests as a
progressive GGO has never been reported before, and the
cancer history increased the difficulty and complexity of
diagnosis. We present the following case in accordance with
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the CARE Guideline.

Case presentation
Clinical diagnosis and treatment process

A 56-year-old woman with a 12 months history of colon
cancer operation (as shown in Figure I), was found to have
a few shadows with ground glass opacity in the lower left
lung on chest CT in 2016. 07. 29 for the first time. At that
time the density of the lesion was slight and with ground
glass density, the shape was irregular and blurred, and we
considered it to be inflammation. No evidence indicated
that it was a neoplasm, therefore anti-inflammatory
treatment was recommended. With the follow-up time
from 2016-10-09 to 2017-06-20, totally 4 exams were
done (as shown in Figure 2). The shadow in the lower
left lung that was initially very small and slight increased
in size and density over time, and presented as a typical
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partial solid nodule with a size of 25 mm x 20 mm before
operation at 2017-06-20. Lung adenocarcinoma, metastasis,
inflammation, or others? Anti-inflammation was useless and
the lesion increased in size and density with passage of time,
the suspicion of inflammation was eliminated first. The
two specialized chest radiologists evaluated and analyzed
all the images carefully, a consensus diagnosis that lung
adenocarcinoma should be primary suspected was reached.
Although, the history of colon cancer added the confusions
to this lesion, they listed the metastasis as a second
preference finally. Meantime, there was no newly lesions

was detected in CT examination, the blood tests (routine

Figure 1 Colon cancer history. Infiltrating tubular-papillary blood, blood biochemistry, tumor marker, infectious disease
adenocarcinoma, moderately-poorly differentiated, infiltrating indicators) were normal. The thoracic surgeon evaluated the
whole layer of extrasolar adipose connective tissue. HE staining systemic status of the patient with bowel cancer operation
method (x200). history, then a VAT'S was done.
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Figure 2 The changes of the lesion in 4 different exams. The ground glass opacity in the lower left lung increased in size and density over
time from 2016-07-29 to 2107-06-20, and presented as partial solid nodule with a size of 25 mm x 20 mm in 2017.06.20.
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Figure 3 Pathological result. The lesion was proved to be a MALT.
CD20(+), CD79a(+), CD3, CDS5, CD43 interfollicular space(+),
CD30(+), MUM-1(+), CD10, BCL-6 germinal center(+), Ki-67
germinal center(+). Immunohistochemical staining method (x100).

MALT, mucosa-associated lymphoid tissue.

Clinical result and follow-up

Immunohistochemical staining (as shown in Figure 3)
showed that tumor cells were positive for CD20(+),
CD79a(+), CD3, CD5, CD43 interfollicular space(+),
CD30(+), MUM-1(+), CD10, BCL-6 germinal center(+),
Ki-67 germinal center(+). The lesions were diagnosed as
extranodal marginal zone B-cell lymphoma of MALT. Now
within the 2-year follow-up, the patient actively cooperated
with us remained well and there was no sign of recurrence.

Discussion

The nonspecific clinical symptoms and radiological
appearance of MALT bring mounting troubles and
difficulties in diagnosis and treatment (6,8). In radiographic
images, they can show as mass, node, patch or consolidate
and mixed types, patients are often followed as a diagnosis
of pneumonia, pulmonary tuberculosis, organizing
pneumonia, or interstitial lung disease, even lung cancer.
Therefor it is significant for us to increase awareness of this
rare disease.

GGO is defined as a hazy opacity that preserves
underlying bronchial and vascular margins on HRCT (9,10).
Neoplastic GGO results mainly from alveolar wall covering
tumor growth or hemorrhagic tumor (11,12). Localized
GGOs that persist for months have been considered to
be the precancerous lesions such as atypical adenomatous
hyperplasia and early-stage adenocarcinomas such as
bronchioloalveolar carcinoma (13). Here, we reported a
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MALT suffer with a history of colon cancer, whose CT
features showed as a progressive GGO during the follow-up
time, which is extremely rare.

PPL is equally common in men and women, with its
incidence peaking during the 6th and 7th decades of life
(4,14). The age of our patient is a litter younger than that
of reported, the routine examination to colon cancer may
account for the earlier finding. Although PPL has different
clinical symptoms, including cough, fever, chest pain, apnea,
weight loss, fatigue, night sweats, etc. They are nonspecific,
which contribute little to the diagnosis. And at least one-
third of the patients have no symptoms (4), in our case
the patient feels well and without obvious symptoms. The
blood investigations of our patient were all noncontributory,
although anemia, thrombocytopenia, an elevated level of
LDH and CPR as well as ESR were often detected in some
other cases (15,16). Whereas, we only reported one case of
MALT here, lacking of persuasion to some extend, accurate
data needed to be done with more cases.

The CT images of PPL are highly variable. There is a
lower lobe predominance, presenting as patchy opacity or
mass-like consolidation and multiple nodules in 50% of the
cases (4,17). Our patient owns a history of colon cancer, the
lesion appeared as a progressive GGO, which is extremely
rare and bring mounting troubles and more possibilities
to the diagnosis. Lung adenocarcinoma, metastasis,
inflammation, or others? Giving a systemic evaluation to all
the images and treating with Anti-inflammatory method was
ineffective, lung adenocarcinoma was primary suspected.
There is almost no lung metastatic lesion presenting as a
progressive GGO in colon cancer. However, considering a
high malignant probability to this lesion and combining the
history of colonic malignancy, we retained the diagnosis of
metastasis. And finally, the pathological results gave us an
amazing answer—MALT.

Conclusions

Without specific presentation, the diagnosis of MALT is
quite challenging and often leads to misdiagnosis or delayed
diagnosis. Our report of a progressive GGO in a colon
cancer patient would enrich the knowledge and cognitive
level in MALT area we considered.
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