
[page 120]                                                     [Emergency Care Journal 2018; 14:7552]

                             Emergency Care Journal 2018; volume 14:7552

Abstract
Acute abdominal pain is characterized by pain arising from the

abdominal area, of non-traumatic origin with a maximum duration
of five days and represents a true medical emergency. It is also one
of the most common reasons for referral to an emergency depart-
ment and the most common cause for no trauma-related hospital
admissions. Hematologic disorders represent the 0.3% of all
admissions for acute abdominal pain. We report a rare case of
retroperitoneal bulky mass due to anaplastic large T-cell lym-
phoma. This entity represents a rare tumor and early diagnosis
leads to a correct diagnosis of the origin of the acute abdominal
pain and chemotherapy is vital to ensure good prognosis.

Introduction
Acute abdominal pain is characterized by pain arising from the

abdominal area, of non-traumatic origin, with a maximum duration
of five days and represents a true medical emergency.1 It is also
one of the most common reasons for referral to an emergency
department and the most common cause for no trauma-related hos-
pital admissions.2,3

In addition, abdominal pain represents the chief complaint at
entry for about 8% of the total visits in the emergency department
in the United States4 and for about 9% of the cases in Italy.5 In

Italy, its prevalence is significantly higher in females than in males
as well as in foreign over Italian patients. Even if the most frequent
emergency department diagnoses is non-specific abdominal pain,
other type of pain especially that associated with abdominal mass
may be encountered.5 Thus, we believe of interest report this case
representative of difficulties in the emergency room to evaluate the
abdominal pain.

Case Report
An 18-year-old man, coming from Ivory Coast, presented with

a long standing (about one year) acute recurrent episodes of diffuse
abdominal pain increasing after eating and associated with signifi-
cant weight loss (8 kg). He had no fever, complained constipation
and joint pain of the wrists. Him past medical history was positive
for spontaneous right pneumothorax and previous epigastric
weapon wound. Physical examination showed acute epigastric
pain without splenomegaly of presence of lymphadenopathy.
Biochemical blood test such as white blood cell count, blood urea
nitrogen, creatinine, albumin, total bilirubin, transaminases, and
lactate dehydrogenase value were within the normal limits.
Abdominal ultrasonography (US) showed the presence of a hetero-
geneous solid mass localized in the in mesogastrium of 13 cm in
size with a central blood vessel (Figures 1 and 2); no US alterations
of liver, spleen, pancreas and kidneys were found. For better eval-
uation of the abdominal mass, the patient underwent contrast
enhanced computed tomography (CT) scan that confirmed the
presence and the size of the retroperitoneal mass (Figure 3A) with-
out vascular infiltration and showing a compression of the jejunum
(Figure 3B). Chest X-ray was normal as well as both the electro-
cardiogram and echocardiography.

A CT-positron emission tomography was also carried out
showing a clear intense hyperaccumulation of the radiotracer in the
abdominal mass (SUV max 20.8) and in the Glisson’s capsule
(SUV max 17.5) and in retroperitoneal lymph nodes (SUV max
5.9) (Figure 4). 

An ultrasound-guided fine-needle aspiration of the abdominal
mass was performed (Figure 5). Predominant population of large
cells with irregular nuclei, some hallmark cells with eccentric kid-
ney shaped nuclei. All malignant cells are strongly positive for
CD30 (T phenotype) and anaplastic lymphoma kinase negative.
Bone marrow biopsy revealed a normal picture. Patient was also
negative for HIV antibodies, Quantiferon test, cytomegalovirus,
Epstein and Barr virus, B and C hepatitis viruses, and strongy-
loides; serum tumor markers (Ca 19-9 and CEA) had also normal
levels.

The final diagnosis of the retroperitoneal bulky mass was
anaplastic large cell lymphoma in stage IV (with involvement of
lymph-nodes and liver) B (with systemic symptoms)6 and a
CHOEP chemotherapy (Cyclophosphamide 750 mg/m2 IV on day
1 Doxorubicin  50 mg/m2 IV on day 1 Vincristine (Oncovin) 2 mg
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IV on day 1, Etoposide 100 mg/m2 IV on days days 1-3 Prednisone
100 mg per os on days 1 to 5) was carried out. After 12 months the
patient is still alive and in good general health.

Discussion and Conclusions
Hematologic disorders represents the 0.3% of all admissions

for acute abdominal pain.5 In addition the case we have reported,
i.e. retroperitoneal bulky mass was anaplastic large cell lymphoma

represents a rare tumor7 being the larger series reported by Pileri et
al.8 Some clinical characteristics of this case are superimposable to
those previously reported:5 foreign young male patient, without
Italian medical assistance, with high severe abdominal pain, hav-
ing more diagnostic imaging procedure to reach a diagnosis. 

According to the International Agency for Research on Cancer,
the age standardized incidence rate of non-Hodgkin lymphoma
between both sexes worldwide is estimated at 5.0 per 100,000 peo-
ple. The differential incidence between more and less developed
regions of the world is more pronounced than that of mortality rate
(2.3 and 2.7 per 100,000 respectively).9

                                                                                                                     Case Report

Figure 1. Ultrasonography showing the large abdominal mass
delimited with +.

Figure 2. Echo-color-Doppler of the abdominal mass showing a
central blood vessel.

Figure 3. Contrast enhanced computed tomography showing (A) the abdominal mass without vascular infiltration and showing a com-
pression of the jejunum (B).
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Patients with Stage IV Ann Arbor disease constituted a total of
49.3%. The median overall survival is 47 months and the median
event free survival is 32 months.10,11

The large primary retroperitoneal T-cell lymphoma we have
described is a rare tumor and the gastrointestinal symptoms may be
better evaluated, especially in emergency due to acute abdominal
pain. In conclusion, we should be aware that early diagnosis leads
to a correct diagnosis of the origin of the acute abdominal pain and
chemotherapy is vital to ensure good prognosis as in our case clas-
sified as Stage IV-B.

                             Case Report

Figure 4. Computed tomography-positron emission tomography showing a clear intense hyperaccumulation of the radiotracer in the
abdominal mass (SUV max 20.8) and in the Glisson’s capsule (SUV max 17.5) and in retroperitoneal lymph nodes (SUV max 5.9).

Figure 5. Ultrasound-guided fine-needle aspiration of the
abdominal mass.
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Figure 6. (A, B) Predominant population of large cells with irregular nuclei, some hallmark cells with eccentric kidney shaped nuclei
(hematoxylin eosin stain, Giemsa stain); (C) all malignant cells are strongly positive for CD30 (T phenotype).
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