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abnormalities. Persistent thrombocytopenia, lactic acidosis, elevated
serum LDH and hypoglycemia without liver failure or ongoing sepsis led
to the performance of a bone-marrow
biopsy and a liver biopsy, which
revealed a stage IV diffuse large B
cell lymphoma with hemophagocytosis. Despite the multiorgan failure
related to an aggressive lymphoma,
which usually should be treated with
aggressive chemotherapy, and
because of severe comorbidities and a
bad performance status, all specific
chemotherapies for NHL were not
administered as a first-line therapy.
Nevertheless, the patient received
2 mg/kg/day of intravenous methylprednisolone to decrease the tumor
cell mass. Unfortunately, the patient’s
condition continued to worsen, leading to death at day 3 after admission.
Generalized abdominal tenderness
associated with lactic acidosis is
mostly due to a surgical emergency
[2]. In this case, the laparotomy
eliminated a surgical disease, and a
non-dysoxia lactic acidosis (type B)
was considered. Lactic acidosis,
initiated by an imbalance between
lactic acid production and utilization,
is often believed to be ischemic,
anaerobically metabolizing tissues,
among which the gut and muscle are
Day 3 popular suspects [2]. However, evidence argues that lactic acidosis as
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the result of anoxia or dysoxia
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(type A) is the exception rather than
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the rule [3]. Furthermore, evidence
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for the gut as a source of lactate is
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limited and almost certainly con10
founded by concurrent use of beta
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agonists, e.g., adrenaline [2]. Type B
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10,185 lactic acidosis is related to a toxin
(biguanides, alcohols, propofol,
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antiretroviral nucleoside analogues),
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metabolic disorder (errors of metab106
14,000 olism) or underlying disease (kidney
11,400 or renal failure, hematological
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malignancy) [1–3]. When lactic aci30
dosis is coupled with hypoglycemia,
NA
errors of metabolism involving
exaggerated glycolysis are often

generalized abdominal tenderness,
acute respiratory failure, lactic acidosis and refractory hypoglycemia
2 weeks after his admission to the
ward for asthenia, weight loss and
hypoglycemia. He was obese,
presented diabetes mellitus,
hypertension, chronic obstructive
pulmonary disease and chronic heart
Acute abdomen and severe
failure.
lactic acidosis can lead
On ICU admission, he had blood
to a surprising diagnosis
pressure 120/70 mmHg, heart rate
108 beats/min, respiratory rate 50
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ical deficit. Abdominal examination
ESICM 2009
revealed a generalized tenderness
with intra-abdominal pressure below
15 mmHg without liver or spleen
abnormality. Due to refractory hypoSir,
glycemia, his diabetes treatment
We report a case of a patient admitted (metformin) was discontinued.
for acute abdominal pain (suspected Laboratory test results during hospito be a ‘‘surgical abdomen’’) and
talization in the ICU are detailed in
severe lactic acidosis without sepsis Table 1. A CT scan showed an infilthat led to the diagnosis of a nontration of the sigmoid wall with fluid
Hodgkin lymphoma (NHL), a picture in the pouch of Douglas. Facing
poorly described [1].
generalized abdominal tenderness
A 79-year-old man was admitted to with lactic acidosis, a laparotomy was
the intensive care unit (ICU) for
performed, but did not reveal any

Table 1 Biological parameters during the ICU course

pH
PaCO2 (mmHg)
Bicarbonates (mmol/l)
Uricemia (lmol/l)
Corrected calcemia (mmol/l)
Phosphoremia (mmol/l)
Lactatemia (mmol/l)
SGOT (IU/l)
SGPT (IU/l)
LDH (IU/l)
Total bilirubinemia(lmol/l)
Conjugated bilirubinemia (lmol/l)
C-reactive proteine (mg/l)
Hemoglobin (g/l)
Platelets (/mm3)
Leukocytes (/mm3)
Lymphocytes (/mm3)
Prothrombine time (%)
Factor V (%)
NA Not available

ICU admission

Day 1

Day 2

7.43
31
20
NA
2.7
1.24
7.6
215
57
8,599
53
39
170
107
59,000
25,100
2,510
33
NA

7.29
30
14
NA
NA
0.93
7.4
148
31
5,872
54
43
117
98
41,000
19,600
NA
24
43

7.41
30
19
NA
2.8
0.98
9.2
251
33
8,452
101
96
147
115
52,000
19,100
NA
31
NA
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suspected [1, 3]. Overexpressed glycolytic enzymes, upregulation of
insulin growth factor and an increased
level of tumor necrosis factor a are
the main mechanisms described in
hematological malignancy cells to
explain lactate hyperproduction
through exaggerated glycolysis
[1, 3, 4]. In this case, lactic acidosis
could be related to hemophagocytosis, spontaneous and steroid-induced
tumor lysis syndrome and lymphoma
per se [1, 5].
In conclusion, in case of nondysoxia-related lactic acidosis,
persistent thrombocytopenia and
elevated levels of LDH, high grade
tumors including hematological
malignancy should be considered.
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