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Diagnosis of proximal colonic cancer due to hemorrhagic 
complication of thrombolytic therapy on myocardial infarction
José M. Alanís-Naranjo*, Marco A. Muñoz-Pérez, and Francisco J. Cáceres-Castro
Department of Cardiology, Hospital Regional 1° de Octubre, Instituto de Seguridad y Servicios Sociales de los Trabajadores del Estado,  
Mexico City, Mexico

CLINICAL CASES

Abstract

The incidence of major bleeding in patients who receive thrombolytic therapy has been reported at 3.6%, with gastrointes-
tinal bleeding the most common site followed by vascular access bleeds. The most typical cause of gastrointestinal bleeding 
is peptic ulcer disease. In the literature, few reports of thrombolytic therapy reveal undiagnosed colonic carcinoma. An 
82-year-old man presented an acute posteroinferior myocardial infarction; he denied no gastrointestinal symptoms before 
hospital admission. Tenecteplase IV was administered with an improved clinical condition and an electrocardiogram showed 
reperfusion criteria. Approximately ten hours later, he experienced hematochezia; blood tests were relevant due to a descent 
of hemoglobin. A colonoscopy with biopsy revealed adenocarcinoma in the ascending colon. After stabilization, right hemi-
colectomy confirmed the cecum’s invasive adenocarcinoma (T4aN0M0, stage IIB). The tumor was successfully removed, and 
chemotherapy was initiated. Thrombolytic therapy makes occult bleeding from colonic cancers obvious. Awareness of this 
fact may lead to earlier diagnosis of colonic cancers in asymptomatic patients and an increased likelihood of survival. Patients 
who develop gastrointestinal bleeding after thrombolytic therapy should receive a complete workup of the gastrointestinal 
tract to exclude serious but potentially curable diseases.
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Background

Thrombolytic therapy is a vital reperfusion strategy 
in ST-segment elevation myocardial infarction where 
primary percutaneous coronary intervention cannot be 
offered promptly but is well known for its hemorrhagic 
complications1-3. The incidence of major bleeding in 
patients who receive thrombolytic therapy has been 
reported at 3.6%, gastrointestinal bleeding the most 
common site (31.5%), followed by vascular access 
bleeds (23.8%)4. Peptic ulcer disease is the most typi-
cal cause of gastrointestinal bleeding after thrombolytic 
therapy5. In the literature, few reports of thrombolytic 
therapy reveal undiagnosed colonic carcinoma5,6. We 

report the case of a colonic adenocarcinoma diag-
nosed following thrombolytic therapy on myocardial 
infarction.

Case report

An 82-year-old man presented to the emergency de-
partment with severe, acute precordial chest pain. His 
past medical history included heavy smoking for 
20  years (1 pack/day). An electrocardiogram showed 
an acute posteroinferior epicardial injury (Fig. 1).
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Figure 1. Initial electrocardiogram: elevation of ST-segment in leads DII, DIII, aVF, V7-V9, depression of ST-segment 
in leads aVL, and V1-V3 (posteroinferior epicardiac injury).

Figure 2. 2 h post-thrombolytic therapy electrocardiogram: depression of ST-segment in leads DII, DIII, aVF with 
normalization of ST-segment in leads aVL, and V1-V3.

with tenecteplase 20  mg IV were administered. The 
patient’s clinical condition improved, and the electro-
cardiogram showed reperfusion criteria (Fig. 2).

Approximately ten hours later, he experienced he-
matochezia; blood tests were relevant due to a de-
scent of hemoglobin (Table 1). He denied no gastro-
intestinal symptoms before hospital admission. 
Abdominal and rectal physical explorations were nor-
mal. He received a blood transfusion, and a colonos-
copy with biopsy revealed adenocarcinoma in the as-
cending colon (Fig.  3). We continued antiplatelet 
therapy without recurrent bleeding. He recovered and 
was discharged home symptom-free 4 days after hos-
pital admission.

He underwent a right hemicolectomy 1 month later. 
Further, workup confirmed the cecum’s invasive ade-
nocarcinoma (T4aN0M0, stage IIB). The tumor was 
successfully removed, and chemotherapy was initiated.

Discussion

Bleeding is a frequent complication of managing cor-
onary artery disease (CAD) patients, especially those 
presenting with acute coronary syndromes (ACS). 
Studies have shown a risk of major bleeding of 1-8% 
at 30  days in ACS patients. The gastrointestinal tract 
is one of these patients’ most frequent bleeding sourc-
es7. The literature reports that patients who experience 
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Table 1. Laboratories on hospitalization

At admission At the hemorrhagic event At hospital discharge Reference range

Leukocytes, mm3 8,390 9,790 8,130 5,000-10,000

Platelets, mm3 222,000 192,000 166,000 130,000-400,000

Hemoglobin, g/dl 13.2 9.9 10.7 14-18

Hematocrit, % 40.7 30 32.7 42-52

Sodium, mEq/L 129 132 135 136-145

Potassium, mEq/L 3.9 4.1 3.8 3.5-5.1

Chlorine, mEq/L 99 104 102 98-117

Magnesium, mg/dl 1.8 1.9 1.9 1.9-2.7

Glucose, mg/dl 111 106 86 74-106

Creatinine, mg/dl 1.12 1.1 0.75 0.7-1.3

Urea, mg/dl. 53 54 24 18-50

Blood urea nitrogen, mg/dl 24 25 11 9-23

gastrointestinal bleeding while on anticoagulation or 
antiaggregant therapy positively diagnose colonic can-
cer at early stages (Stage I, II)8-11.

Proximal colon cancer has a poorer prognosis than 
left colon cancer due to late-stage diagnosis and ad-
vanced patient age. Distal colon and rectum cancer 
symptoms include changing defecation habits, fresh 
rectal bleeding, mucoid discharge, and obstruction. In 
addition, proximal colon cancer is associated with ane-
mia and non-specific symptoms. Due to non-specific 
symptoms such as anemia, abdominal pain, fatigue, 

and weight loss, it is difficult to diagnose the disease 
efficiently, resulting in a low survival rate10.

One-hundred and thirty-five cases of colonic cancers 
during thrombolytic, anticoagulation, or antiaggregant 
therapy have been reported in five studies (Table 2). Of 
the reported cases, 83  patients were diagnosed with 
the early-stage colonic cancer5,6,9-11.

The concomitance of very high thrombotic and hem-
orrhagic risks in a patient with bleeding poses com-
plex treatment decisions7. Mehran et al. proposed an 
objective, hierarchically graded bleeding classification 

Figure 3. Colonoscopy. A, B, C, and D: rectum, sigmoid colon, descending and transverse colon preserved shape and 
architecture, mucosa of normal appearance. E: ascending colon: exophytic, ulcerated lesion with irregular edges 
that occlude 70% of the colonic lumen (arrows).
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Table 3. Bleeding academic research consortium (BARC) 
definition for bleeding

Type Definition

0 No bleeding

1 Bleeding that is not actionable and does not cause the 
patient to seek unscheduled performance of studies, 
hospitalization, or treatment by a health-care 
professional; may include episodes leading to 
self-discontinuation of medical therapy by the patient 
without consulting a health-care professional

2 Any overt, actionable sign of hemorrhage (e.g., more 
bleeding than would be expected for a clinical 
circumstance, including bleeding found by imaging 
alone) that does not fit the criteria for type 3, 4, or 5 
but does meet at least one of the following criteria: (1) 
requiring non-surgical, medical intervention by a 
health-care professional, (2) leading to hospitalization 
or increased level of care, or (3) prompting evaluation

3 a Overt bleeding plus hemoglobin drop of 3-< 5 g/dL 
(provided hemoglobin drop is related to bleed)
Any transfusion with overt bleeding

3 b Overt bleeding plus hemoglobin drop ≥ 5 g/dL (provided 
hemoglobin drop is related to bleed)
Cardiac tamponade
Bleeding requiring surgical intervention for control 
(excluding dental/nasal/skin/hemorrhoid)
Bleeding requiring intravenous vasoactive agents

3 c Intracranial hemorrhage (does not include microbleeds 
or hemorrhagic transformation, does include 
intraspinal)
Subcategories confirmed by autopsy or imaging or 
lumbar puncture
Intraocular bleed compromising vision

4 Coronary artery bypass graft-related bleeding
Perioperative intracranial bleeding within 48 h
Reoperation after closure of sternotomy for the 
purpose of controlling bleeding
Transfusion of ≥ 5 U whole blood or packed red blood 
cells within a 48-h period
Chest tube output ≥ 2 L within a 24-h period

5 a Probable fatal bleeding; no autopsy or imaging 
confirmation but clinically suspicious

5 b Definite fatal bleeding; overt bleeding or autopsy or 
imaging confirmation

that serves the clinical community as helpful guidance 
on managing patients with antithrombotic or anticoag-
ulant drugs who suffer any bleeding. (Bleeding Aca-
demic Research Consortium [BARC] Definition for 
Bleeding) (Table  3)12. When the thrombotic risk is 
higher than the risk of recurrent bleeding in a patient 
who develops minor (BARC type 2) or major bleeding 
(BARC type ≥ 3)12, it is suggested to continue anti-
thrombotic therapy, as long as the bleeding event is 
not a life-threatening bleed7. In the case of resuming 
antiplatelet therapy after gastrointestinal bleeding, it is 

recommended to restart a single treatment with low-
dose aspirin with restarting the second antiplatelet 
agent as soon as possible7.

We present a patient with a colonic carcinoma been 
revealed due to a thrombolytic therapy complicated by 
a gastrointestinal major bleeding event (BARC type 3a: 
Overt Bleeding plus Hemoglobin drop > 3 to < 5 g/dL), 
a situation few documented in the literature. A colonos-
copy with biopsy was performed for further evaluation, 
showing adenocarcinoma in the ascending colon. After 
stabilization of a patient with a moderate risk of recur-
rent bleeding risk (Extracranial major bleeding) but with 
a very high thrombotic risk (ACS <8 days), antithrom-
botic therapy was restarted without recurrent bleeding 
or hemoglobin drop.

Conclusion

This case illustrates a complication of thrombolytic 
therapy that led to the discovery of undiagnosed colon 
cancer. Patients with proximal colon cancer have a 
poorer prognosis due to non-specific symptoms, result-
ing in a low survival rate. Early-stage diagnosis rates 
are higher in patients with rectal bleeding and melena. 
As a result of thrombolytic therapy, occult bleeding 
from colonic cancer becomes apparent. Increasing 
awareness of this fact may result in earlier detection 
of colonic cancer in asymptomatic patients and a 
greater likelihood of survival. In addition, an examina-
tion of the digestive tract should be conducted for 
patients who develop gastrointestinal bleeding after 
thrombolytic therapy to exclude serious but potentially 
curable conditions.
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