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History of Present Illness 
68 year old Nigerian man presented to the ED with one day 
of worsening abdominal pain, nausea, vomiting and 
constipation.   

Past Medical History 
• Histoplasma meningitis 
• Tuberculosis 
• Hepatitis B and C 
• Diabetes Mellitus 
• Hypertension 

Medications 
Voriconazole, Tenofovir, Metformin. 

Physical Exam 
VS Afebrile, BP 128/79, HR 74, RR 16, SpO2 100% RA 
General healthy appearing man. NAD. 
Heart, Lung, Extremities normal 
Abdomen mildly distended, soft, nontender. No masses or 
organomegaly 

Laboratory Data 
Basic Chemistry Panel and CBC normal 
AST 40 ALT 26 Alk Phos 179 Albumin 2.5 
EBV, CMV, H.Pylori, HIV, AFB, Histoplasma,  
Stool O&P and bacterial cultures negative 

• To understand the challenges of diagnosing small 
bowel malignancy. 
• To describe a case in a which a successful diagnosis of 
non-gastric lymphoma was made. 
• To show how the use of small bowel enteroscopy can 
aid in diagnosis of small bowel disease 
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MALT lymphoma is a malignancy most-associated 
with H. pylori infection and usually occurs in the 
stomach. The diagnosis of gastric MALT can be 
routinely made using EGD with biopsy.  MALT of the 
small bowel, however, is a rare disease. 
In a 1997 study of 108 MALT lymphoma patients, 8 
patients (7.4%) were diagnosed with small bowel 
disease3.  In contrast to gastric MALT, diagnosis of 
small bowel MALT is more difficult as it requires high 
clinical suspicion and utilization of a more specialized 
diagnostic modality.  Given the challenges of directly 
visualizing and biopsying the small intestine, this 
diagnosis remains elusive and is typically delayed for 
months.  In this clinical vignette, a successful diagnosis 
was made, but it required an extensive workup and the 
persistence of physicians despite many negative results.  
Our case report illustrates the rarity of non-gastric 
MALT lymphoma and the ongoing challenges of 
diagnosing small bowel neoplasms. 

Hospital Day 1-3 

Patient admitted for nausea, 
vomiting, abdominal pain.  
RUQ U/S: negative 
CT Abd: dilated gall bladder 
with small calculi. Large 
amounts of stool 
KUB: Ileus 
Patient treated for several 
days for severe ileus. 

Hospital Day 7-10 

MRCP: normal 
EGD: gastritis. No 
helicobacter. Normal path 
Colonoscopy: diffuse 
nodular appearing colonic 
mucosa. Normal path 
HIDA: small bowel 
rotation vs enterobiliary 
fistula. 
Repeat HIDA: normal 

Hospital Day 15 

CT Abd #2: Scattered 
short segments of jejunal 
bowel wall thickening. 
Marked central mesenteric 
adenopathy concerning for 
lymphoma vs infection. 

Small Bowel Push Enteroscopy: 
Diffuse edematous nodular 
mucosa in proximal jejunum. 
Multiple areas of ulceration 
polypoid lesions. 

Hospital Day 19 Hospital Day 26 

Pathology Results: 
Enteric mucosa with atypical 
lymphocytic infiltration. 
Consistent with Extranodal 
Marginal Zone Lymphoma  
(MALT Lymphoma). 

Figure A. Proximal Jejunum Figure B. Proximal Jejunum 

Small Bowel Double Balloon Enteroscopy 

• Small bowel tumors are exceedingly rare and present a 
diagnostic challenge. 
• Diagnosis of MALT lymphoma of small bowel requires 
high clinical suspicion of physician and may not be 
readily evident on initial workup. 
• Use of double balloon enteroscopy can be valuable in 
diagnosing small bowel malignancy, especially MALT. 


