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a b s t r a c t 

Nasopharyngeal MALT lymphoma is a rare disease, with limited cases reported in the litera- 

ture. To the best of our knowledge, there is no research detailing the treatment of nasopha- 

ryngeal MALT lymphoma. In this present paper, we report an unusual case of a 70-year-old 

female patient with nasopharyngeal MALT lymphoma. The patient was treated with ra- 

diotherapy alone. The detailed radiation therapy of the treatment was demonstrated. The 

patient is free of locally recurrent or distant disease at two years. Radiotherapy alone can 

be a helpful treatment for MALT lymphoma confined to the nasopharyngeal cavity. 

© 2022 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Mucosa-associated Lymphoid Tissue (MALT) lymphoma orig-
inated from the marginal zone of extranodal mucosa-
associated lymphoid tissue. It mainly occurs in the gastroin-
testinal tract mucosa, as well as in other parts of the body
such as the orbit, thyroid, and testis [1] . MALT lymphomas in
the nasopharynx are extremely rare and generally misdiag-
nosed as reactive lymphoid hyperplasia of the adenoid due to
a lack of specific symptoms and clinical signs [2] . The manage-
ment of nasopharyngeal MALT lymphoma remains unclear,
and surgery or radiotherapy might be an alternative to other
sites of MALT Lymphomas [ 3 ,4 ]. We have successfully treated
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one case of nasopharyngeal MALT lymphoma, suggesting that
radiotherapy alone might be an optimal treatment for the pa-
tient in stage IEA of the Ann-Arbor classification. Besides, the
chart of the case was retrospectively collected, including clin-
ical manifestations, imaging findings, pathological features,
treatment details, radiotherapy information, and follow-up
data. Hopefully, the treatment experience we shared could
provide helpful evidence for others. 

Case report 

A 70-year-old female patient mainly presented with a 3-
month history of left nasal congestion. The patient has not re-
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Fig. 1 – Nasopharyngolaryngoscopic examination of NP 

MALT. It revealed a red mess with a harsh surface in the 
left pharyngeal recess. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 2 – MR images of NP MALT. (A) T1 axial; (B) T2 axial; 
(C)T1 axial enhanced; (D) T1 coronal enhanced; (D) and (E). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ported hearing loss in the left ear, diplopia, strabismus, vision
loss, and cheek pain. Moreover, no fever had been observed
from the initial occurrence of nasal obstruction. She initially
went to see doctors in the otolaryngology department, and
it was misdiagnosed as rhinitis. She accepted the associated
treatment for rhinitis. However, there was no improvement in
symptoms. Then, head-and-neck computerized tomography
(CT) scan was performed for further evaluation. CT images ex-
hibited a mess in the nasopharynx. The biopsy histologically
verified that it was MALT lymphoma. 

Karnofsky’s performance status score of the patient was
100. Distant metastasis was excluded through the chest CT
and abdominal CT. There was no bone marrow involvement.
A neoplasm on top of the left nasopharynx was revealed by
nasopharynxgolaryngoscopic examination. It is red and rough
on the surface ( Fig. 1 ). A CT scan of the paranasal sinuses pre-
sented a mass in the nasopharynx. Magnetic Resonance Imag-
ing (MRI) of the nasopharynx displayed a diffuse mass in the
left nasopharynx. The mass in T1-weighted images indicated
iso-intensity while T2-weighted images suggested slight high-
intensity, which was significant after enhancement ( Fig. 2 ). 

Routine laboratory tests demonstrated that lactate dehy-
drogenase level was 324U/l. Biopsy revealed chronic inflam-
mation of the nasopharyngeal mucosa proliferation of lym-
phoid tissues infiltrated with the small cells, which were pri-
marily marginal zone cells. It was diagnosed with MALT lym-
phoma, referring to immunohistochemistry. It stained as pos-
itive for CD20, CD21, CD3(part + ), CD30( + ), CD43(part + ), CD79a
(partial), and BCL-2(partial), and negative for CD5, CD10, CD23,
CD56, Bcl-6(-), CyclinD1(-), and EBER. The Ki67 index score was
30%. Jaso and Chen’s study of 15 patients’ review with MALT
lymphoma found that MALT lymphoma is a B-cell neoplasm
that is typically CD5 negative [5] . 

According to the clinical examination and image findings,
the lesion was staged into IEA following the Ann-Arbor staging
system. The patient was planned to receive radiation therapy.
A head-and-neck mask was made under the CT simulation.
The scanning range was from the top of the skull to the sub-
clavian, and the slice thickness of scanning is 2.5 mm in every
slice of the head and neck. Two experienced doctors cooper-
ated to delineate the target on the patient’s CT-MRI fusion im-
ages. By imaging and physical examination, the gross tumor
volume (GTVp) was defined as the gross extent of the tumor.
According to the primary tumor, the clinical target volume
(CTV) covered the parts of the whole nasopharyngeal cavity.
Preparation for intensive modulated radiation therapy (IMRT)
plans to design; GTVp was executed with a schedule of 2.0 Gy
per fraction, 20 fractions, a totally 40 Gy; CTV was delivered
with a schedule of 1.8 Gy per fraction, a total of 20 fractions.
After the dosimeter and physicist verified the plan, the pa-
tient received the radiotherapy. The patient plan was designed
through the Varian treatment planning system. The treatment
target dose met 95% of the volume to reach the prescribed
dose. The maximum dose to the brainstem (3 mm outer) was
39.4 Gy. The average dose of parotid glands on both sides was
lower than 20 Gy. After 10 Gy of external beam irradiation, an
examination and CT scan of the nasopharynx were performed
on the patient. It suggested that the mass in the nasophar-
ynx partially shrunk. During 20 Gy and 30 Gy of external beam
irradiation, the patient was also examined by a CT scan and
physical examination. The patient had no discomfort with the
treatment and presented significantly decreased nasopharyn-
geal mass. The evaluation still suggested a small residual le-
sion in the nasopharynx. Thus, we decided to add the total
dose to 40 Gy. After 40 Gy of routine external beam irradiation,
the patient was examined by a CT scan. The patient’s pharynx
was significantly hyperemia. CT images exhibited that the tu-
mor was retreating significantly ( Fig. 3 ). The tumor in the left
nasopharyngeal wall disappeared in both MR images and the
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Fig. 3 – CT images of NP MALT. (A), (B), (C), (D), (E), (F) showed the typical images of contouring of gross tumor volume and 

targeted clinical volume. (G) presented the dose-volume histogram of the tumor and several vital organs at risk. (H), (I), (J), 
(K), presented the tumor accepting 10 Gy, 15 Gy, 20 Gy, and 25 Gy radiation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

nasopharyngolaryngoscopic examination 6 months after the
completion of treatment ( Fig. 4 ). 

Discussion 

MALT lymphoma, a disease with distinct pathogenesis trig-
gered by chronic inflammatory processes [6] , is a unique type
of low-grade B-cell lymphoma, generally with no specific clin-
ical symptoms, arising from lymphoid populations that are
induced by chronic inflammation in extranodal sites [7] . Ac-
cording to Huseh and Chien’s literature, MALT lymphoma
accounts for 8.6% of the total incidence of nasopharyngeal
lymphoma [3] . Extranodal marginal zone lymphoma of the
mucosa-associated lymphoid tissue accounts for 7%-8% of
newly diagnosed lymphomas [8] . It can occur in any extran-
odal location but mainly in the stomach, skin, lungs, eyes, and
salivary glands [ 9 ,10 ]. Many patients were delayed in diagno-
sis for several years because MALT lymphoma is defined as an
indolent tumor and progresses slowly [ 11 ,12 ]. Since the inci-
dence of MALT lymphoma in the nasopharynx is extremely
low, few treatment options are available for clinical practice
[ 13 ,14 ]. Therefore, we hope to present a case of nasopharyn-
geal MALT lymphoma, which was successfully treated in our
institution. 

PET/CT is a noninvasive and practical examination for
MALT lymphomas. However, some investigators suspected its
effect on staging and evaluation for MALT lymphoma and its
prediction ability for the treatment response [ 15 ,16 ]. Accord-
ingly, the patient was not suggested to perform PET/CT scan in
this case at an early stage. In MALT lymphoma, the bone mar-
row invasion was less than two percent in such an early stage
lesion, and bone marrow biopsy was not executed [ 17 ,18 ]. The
chest, abdominal, and pelvic CT scans were conducted to ex-
clude distant metastatic lesions. 

The treatment of MALT lymphoma includes surgery, ra-
diotherapy, chemotherapy, antibiotics, immune drugs, and
combined therapy [ 19 ,20 ]. Based on the results published to
date, immunomodulatory treatment is a logical and promising
treatment strategy for extranodal lymphoma of MALT type,
but more prospective data are needed to clearly position these
agents in the treatment algorithm [21–24] . The literature from
CA Cancer J Clin showed that therapeutic management of MALT
lymphomas is extremely heterogeneous, and universally ac-
cepted therapeutic guidelines do not exist [8] . 
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Fig. 4 – (A) T1 axial; (B) T2 axial; (C) T1 axial enhanced; (D) 
T1 coronal enhanced on MR images of NP MALT after the 12 
months of radiotherapy. (D) and (E) are the 
nasopharyngolaryngoscopic examinations. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

According to Tsang Richard’s article, because there is a
tendency for the disease to remain localized for a long time,
local treatment, such as radiotherapy (RT), has been widely
used as an optimal choice for early-stage lesions over the past
few decades [25] . Moreover, radiotherapy doses vary accord-
ing to the different lesion sites, generally 25-36 Gy and 30-
35 Gy for ocular adnexal MALT lymphoma and MALT lym-
phoma of other organs, respectively [26–28] . MALT lymphomas
are sensitive to external beam radiotherapy. Local control
is very successful [ 1 ,29 ]. Surgery is strongly associated with
the range of focal lesions. Due to the high local recurrence,
surgery is not the first choice for nasopharyngeal MALT lym-
phoma. According to reports in the literature, related cases
were treated with combined chemotherapy (CHOP regimen)
and combined radiotherapy after resection. Other researchers
revealed that chemotherapy or chemoradiotherapy was a pre-
ferred treatment option for nasopharyngeal MALT lymphoma
[ 3 ,30 ]. Although chemotherapy combined with radiotherapy
has a more significant survival benefit for patients in the ad-
vanced stage, chemotherapy alone is not sufficient to control
the disease in the early stage compared with radiotherapy. 

Owing to the early stage disease and patient’s age, defini-
tive radiotherapy was delivered in this case. Radiation dose is
a concerning problem. Tsang et al. reported that the median
RT dose was 30 Gy (range, 17.5-35 Gy), and the most frequent
doses were 25 Gy, 30 Gy, and 35 Gy for IEA and Ⅱ EA MALT
[ 25 ,31 ]. We planned the dose of 36-40 Gy and monitored the
tumor response during radiotherapy every week. If the tumor
was susceptible to radiation, the dose was deescalated to less
than 36 Gy, and the dose was decided to 40 Gy according to the
tumor decrease. 

Since there is no basis for reference, we innovatively at-
tempted to conduct intensive CT evaluations of patients. CT
evaluations were performed on the patient weekly. The tumor
shrinkage was observed according to the gradual increase in
the radiation dose. The comparison of CT images revealed that
the tumor had retreated well. After the radiotherapy, the tu-
mor had shrunk completely. 

Conclusion 

Nasopharyngeal MALT lymphoma is frequently misdiagnosed
as nasopharyngeal carcinoma. It is a rare head and neck tu-
mor and needs to be diagnosed with multiple factors through
pathology. Radiotherapy alone can be a helpful treatment for
MALT lymphoma confined to the nasopharyngeal cavity. 

Patient consent 

Informed consent for patient information to be published in
this article was obtained. 
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