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Primary rectal lymphoma staged by magnetic 
resonance imaging: case report of an unusual 
cause of rectal bleeding1 
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Rec ta l u l cera t ive d i sease c a u s i n g b l e e d i n g is a 
fami l iar m e d i c a l d i s o r d e r . T h e usual s e r i o u s di-
a g n o s e s i n c l u d e c a r c i n o m a , c h r o n i c u l c e r a t i v e 
col i t is , a n d n o n s p e c i f i c b e n i g n u l c e r a t i v e proc t i -
tis. T h e f o l l o w i n g case r e p r e s e n t s a h u n u s u a l 
cause o f rectal b l e e d i n g that w a s or ig ina l ly mis-
d i a g n o s e d e v e n a f t e r t h e h i s t o l o g i c s t u d y o f m u l -
t iple recta l b iopsy s p e c i m e n s . C o n v e n t i o n a l radi-
o g r a p h i c a n d n e w e r i m a g i n g t e c h n i q u e s f o r di-
a g n o s i s a n d s t a g i n g o f pe lv i c n e o p l a s m s c a n b e 
c o m p a r e d . 

C a s e r e p o r t 
A 28-year-old white man presented to the Colorectal 

Department at the Cleveland Clinic in December 1983 with 
a 12-month history of rectal bleeding on defecation, weight 
loss of 14 kg over eight months, diarrhea for two weeks, 
and fever (to 40° C). Investigations at other hospitals in-
cluded a barium enema study, colonoscopy, and four rectal 
biopsies, which resulted in various conclusions (carcinoma, 
colitis, and granulations). He was treated for brief periods 
with methylprednisolone, sulfasalazine (Azulfidine), genta-
micin, and clindamycin without relief of symptoms. Vital 
signs on admission were: weight, 67.7 kg; temperature, 40° 
C; pulse rate, 130/min; blood pressure, 110/70 mm Hg. No 
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abnormality was noted during the abdominal examination. 
Lymphadenopathy was not evident. An anorectal examina-
tion revealed a hard, knobby, circumferential mass extend-
ing from the dentate line to 5 cm from the anal verge, 
atypical of carcinoma. Above 5 cm, the rectal mucosa was 
normal. On admission, '.he results of routine serum labora-
tory tests were all within norrnal limits except for a mildly 
elevated serum alkaline phosphatase level (114 U/dL). 

The chest radiograph was normal. The barium enema 
examination revealed an irregular diffusely and severely 
ulcerated circumferential mucosal pattern confined to the 
lower rectum (Fig. 1). Computed tomography (CT) scans 
showed a thick rectal wall. Pararectal, pelvic, and periaortic 
retroperitoneal lymph nodes were enlarged, but were over-
looked during the initial interpretation (Fig. 2). 

A repeat biopsy of the rectal iesion was performed, and 
the specimen was interpreted as a malignant B-cell lym-
phoma (high-grade immunoblastic type).* A bone marrow 
examination was normal. Magnetic resonance scans (trans-
verse projection), using a TE (echo time) of 30 and 60 msec 
and a TR (repetition time) of 1,000 msec, were obtained. 
The rectal wall was shown to be thick, and diffuse enlarge-
ment of pelvic and periaortic lymph nodes was noted 
(Fig. 3 [compare with Fig. 4]). Additional medium-strength 
signals were identified in the peripelvic fat interpreted as 
neoplastic infiltration. Treatment was begun with combi-
nation chemotherapy using doxorubicin hydrochloride 
(Adriamycin), vincristine, cyclophosphamide, and predni-
sone in the first of a series of three weekly administrations. 

D i s c u s s i o n 

Pr imary recta l l y m p h o m a , usua l ly n o t c o n s i d -
e r e d in pa t i en t s w i th rectal b l e e d i n g , a c c o u n t s 
f o r b e t w e e n 3% a n d 6% o f all p r i m a r y gas tro in -
test inal l y m p h o m a s . 1 " 3 A r r i v i n g at a d i a g n o s i s in 
t h e case r e p o r t e d h e r e was m a d e m o r e d i f f i cu l t 
b y t h e inabi l i ty t o m a k e a h i s t o l o g i c d i a g n o s i s o f 
l y m p h o m a b a s e d o n initial b i o p s i e s p e r f o r m e d 
pr ior t o t h e pat ient ' s re ferra l t o t h e C l e v e l a n d 
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Fig. 3. A. Transverse magnetic resonance scan at the level of 
the femoral heads (F) (approximately the same level as the CT scan 
[Fig. 2]). T h e bladder, seminal vesicles, and the thickened rectal 
wall can be identified. Note the similar configuration of densities 
invading the pararectal fat, resembling that seen in Figure 2. 

B. Transverse magnetic resonance scan at the level of the 
upper pelvis. Large lymph nodes can be identified adjacent to the 
pelvis vessels. Note that the signal strength is similar to that seen in 
adjacent muscle. 

prognosis of gastrointestinal lymphomas as well 
as carcinomas of the pelvic organs.4 - f i Filippa et 
a l ' have repor ted that a lymphoma with the same 
histologic grade as the lymphoma described here 
has a poor prognosis, a high rate of extra-abdom-
inal recurrence , and is associated with a median 
patient survival of seven months. Such an ad-
vanced histologic grading is consistent with the 
findings and extent of spread seen on C T and 
magnetic resonance scans.5 

Clinical staging of gastrointestinal tumors in-
volves an assessment of the extent of local spread, 
lymph node involvement, and the metastases to 
o ther organs. In areas apart f rom the pelvis, 
intra-abdominal assessment of local t umor spread 
f rom the gastrointestinal tract is of ten done dur-
ing surgery. In localized rectal lymphomas or 
small localized rectal carcinomas which may be 
t reated first by either chemotherapy, radiother-
apy, or local resection, this is not possible. T h e 
use of C T for staging of pr imary gastrointestinal 
lymphomas and carcinomas has been de-
scribed.7 - 9 Good results have been repor ted , usu-

Fig. 1. Frontal view of the pelvis after instillation of barium 
into the rectum. Note that the distal 5 cm of the rectum is irregular, 
ulcerated, and contracted. 

Clinic. T rea tmen t had been for nonspecific ul-
cerative proctitis only. A proctoscopic examina-
tion was pe r fo rmed at the Cleveland Clinic and 
excluded the diagnosis of benign ulcerative proc-
titis. T h e endoscopic appearance of the rectal 
lesion was atypical for carcinoma and was more 
characteristic of a lymphomatous process, which 
was conf i rmed by biopsy. 

Both clinical staging and histologic grading are 
important for de termining the t rea tment and 

Fig. 2. Transverse CT scan of the pelvis. Contrast media was 
given intravenously and was identified within the urinary bladder 
(B). The seminal vesicles (SV) and thickened irregular rectal wall 
(R) can be identified. Nodular soft tissue densities are seen in the 
pararectal fat (arrows); these were overlooked initially. F — femoral 
head. 
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ally with large tumors and extensive nodal in-
volvement. In the case described here, C T dem-
onstrated the typical thickened bowel wall and 
enlarged periaortic re t roperi toneal nodes, but 
did not provide an indication of the extent of 
local pelvic spread or pelvic nodal status. This 
information was clearly def ined by magnetic res-
onance imaging. 

Ultrasound and C T have virtually been aban-
doned as a way to stage rectal tumors. Lymph 
node involvement, peri-rectal fat invasion, and 
peritoneal implants are not detected with suffi-
cient accuracy by conventional imaging tech-
niques due to bone and gas shielding, beam hard-
ening artifacts, and insufficient contrast sensitiv-
ity to different ia te normal f rom abnormal tissues. 

Magnetic resonance imaging provides a 
greater dynamic range and contrast sensitivity 
than CT. Operator-control led methods are avail-
able with magnetic resonance imaging to enhance 
tissue planes and different ia te the vascular struc-
ture f rom the adjacent tumor . Magnetic m o m e n t 
propert ies of tissue-hydrogen nuclei are not influ-
enced by overlying bone or gas. Pelvic fat and 
gastrointestinal gas are natural magnetic reso-
nance contrast media that enhance the discovery 
of tumors within pelvic organs and their dissem-
ination into adjacent pelvic fat. 

Preliminary reports of the use of magnetic 
resonance imaging of pelvic and abdominal dis-
ease are now available.10"12 Early results a re 
promising and magnetic resonance may be supe-
rior to conventional techniques, including C T 
and ultrasound, for the staging of prostatic and 
bladder malignancies.10 T h e application of mag-
netic resonance imaging to rectal malignancies 
has not been described previously. This case il-
lustrates the modality's value for the assessment 
of local and pelvic nodal spread and the discovery 
of tumor dissemination beyond the rectum, blad-
der, or female pelvic organs. T h e determinat ion 
of the accuracy of pelvic tumor staging by mag-
netic resonance imaging is now being evaluated 
by a prospective study pr ior to surgery. 
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