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Case Report

Chronic Gl Bleeding as the Only Presenting Sign of AML in an Elderly Patient
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( Abstract N
Episodes of bleeding are a common presenting symptom of acute
myeloid leukemia (AML), frequently manifesting as petechiae, epi-
staxis, or hematuria. On the other hand, gastrointestinal (GI) bleed-
ing is a rare sequela of disease, mainly being reported after disease
recurrence or initiation of chemotherapy. This report highlights the
clinical course of an 87-year-old Hispanic male who presented to
his primary care physician for a routine visit reporting fatigue and
dark stools. The patient was later found to have AML with prob-
able GI involvement, which was his only primary manifestation
of disease. We hope this case will encourages providers to include
AML in their differential diagnosis list when evaluating a patient
with persistent melena. Earlier identification of GI involvement in
undiagnosed disease may improve the patient’s clinical course and

treatment outcomes.
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Introduction

While acute myeloid leukemia (AML) remains a common type of
leukemia in adults, it is a relatively rare cancer diagnosis overall, re-
sponsible for only one percent of adult cancer deaths in the United
States.1-3 AML stems from the malignant clonal expansion of undif-
ferentiated myeloid precursor cells, resulting in ineffective hematopoi-
esis and bone marrow failure.1,2 The production of malfunctioning
white blood cells can cause cytopenias, creating downstream symp-
toms related to anemia and thrombocytopenia.1-4 However, a handful
of individuals may be asymptomatic upon diagnosis with isolated lab
abnormalities.1

Episodes of bleeding have historically been attributed to a patient’s
thrombocytopenic state, presenting as cutaneous bleeding, epistaxis,
or hematuria.1,5 On the other hand, gastrointestinal (GI) sources of
bleeding are an atypical finding in those diagnosed with AML and are
seldomly a primary manifestation of disease.3,4 Those with AML and
possible GI involvement should be investigated and treated promptly
to avoid potentially life-threatening complications such as hemor-
rhage, infection, and necrotizing enterocolitis.3

A limited number of publications have documented the clinical course
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of AML with isolated GI bleeding as the primary manifestation of dis-
ease, with even less frequent cases describing chronic melena over a
period of months.3-8 We present the clinical course of an 87-year-
old Hispanic male who presented to his primary care physician for a
routine visit reporting fatigue and dark stools. Bone marrow biopsy
later confirmed AML with probable GI involvement manifesting as
chronic melena. This case illustrates an unlikely clinical presentation
that should encourage providers to include AML in their differential
diagnosis list when evaluating a patient with persistent melena. In ad-
dition, we hope this case will allow for the earlier identification of dis-
ease, leading to better treatment outcomes and a greater likelihood of

survival.

Case Report

Our patient is an 87-year-old Hispanic male with no significant past
medical history that presented to his primary care doctor for a routine
visit in September of 2021. During the interview, he reported having
mild fatigue and dark stools for a few weeks. Laboratory values from
this visit revealed pancytopenia, with a hemoglobin (Hb) < 6.5 g/dl,
hematocrit 19%, white blood cell (WBC) count 1.6 x 109/L, and plate-
let count 73 x 109/L. This was incongruent with laboratory values from
six months prior that were within normal limits.

The patient returned to the office three days later for repeat phleboto-
my, which showed similar values. It was then recommended that this
patient be seen at the local hospital for a blood transfusion, in which
he received two units of packed red blood cells (pRBC) before return-
ing home. Fecal occult blood test (FOBT) performed at this visit was
negative. Appointments with a hematology and oncology specialist for
pancytopenia and gastrointestinal specialist for melena were sched-
uled.

Two weeks following the transfusion, the patient came back into the
primary care office complaining of GI upset and persistent dark stools.
Laboratory values were Hb of 8.0 g/dl and hematocrit 24%. He was
then started on Pantoprazole Sodium 40mg by mouth daily until he
was able to see a gastroenterologist. However, phlebotomy results
drawn ten days later again revealed a Hb < 6.9g/dl, hematocrit 21%,
WBC 2.0 x 109/L, and platelets 75 x 109/L. He was sent for a second

transfusion at the local hospital with two units of pRBCs.

Citation: Emily R. Finkelstein, BS"; Shari Barro, BA'; Fernando Diaz, MD?.
Chronic GI Bleeding as the Only Presenting Sign of AML in an Elderly Pa-
tient . Int Clin Img and Med Rew. 2022; 2(3): 1073.

Volume 2 | Issue 3 | 2022
DOI: 10.55920/1JCIMR.2022.02.001073


https://dx.doi.org/10.55920/IJCIMR.2022.02.001073

http:/fijcimr.org/

Bone marrow biopsy was performed in the first week of November.
The patient was found to be pale after the procedure and was admitted
after his labs revealed a Hb below the transfusion threshold. He was
transfused for a third time with two units of pRBCs, making this his
third transfusion within a month’s time. Results of the bone marrow
biopsy were available a couple days later which showed AML with 40%
blast cells.

After receiving a definitive biopsy report, the patient was stable and
awaiting hematology and oncology treatment recommendations until
November 26th when the patient awoke with subjective severe weak-
ness and dark stools. His son took him to the hospital where he re-
ceived another two units pRBCs. He was scheduled for a colonoscopy
during his stay in the intensive care unit, however left against medical
advice before the procedure could be performed.

During a follow-up appointment on December 9th at the primary care
office, phlebotomy revealed a Hb of <6.7 g/dL, warranting yet another
transfusion. He also complained of increased weakness and shortness
of breath compared to baseline. Due to a delay in care with previously
scheduled hematology and oncology appointments, the patient estab-
lished care with a different hematologist at this time.

Patient was admitted to the hospital on December 14th to begin in-
duction chemotherapy regimen of azacitadine 131mg subcutaneously
daily for seven days. On admission, he complained of weakness, dys-
pnea of exertion, lightheadedness and over thirty pounds of uninten-
tional weight loss. Before therapy was initiated, bone marrow biopsy
was repeated, confirming AML with 40% blasts. Hospital course was
significant for symptomatic anemia below transfusion threshold, ne-
cessitating two units pRBCs on December 24th.

Two weeks following this discharge, he was readmitted due to labora-
tory results yielding a Hb 4 g/dl and platelet count 12 x 109/L. He had
minimal symptoms, denying any recent subjective fever or chills. In
the emergency department, he was found to have neutropenic fever
and was positive for Coronavirus Disease 2019 (COVID-19). He was
started on intravenous antibiotics, remdesivir, and transfused with
three units pRBCs and one unit of transfused platelets. After a couple
of weeks, the patient was refusing further treatment, stating that he
would like to leave against medical advice. His disease was deemed
advanced and with rapid progression and therapy was discontinued
based on patients and families wishes. Patient now resides in hospice

care.

Discussion

Our patient is an 87-year-old Hispanic male who presented to his
primary care physician for a routine physical examination when he
reported having mild fatigue and dark stools upon evaluation. Over
the next few weeks, the patient had persistent pancytopenia, with rap-
idly declining hemoglobin necessitating multiple transfusions at local
hospitals before a bone marrow biopsy was performed revealing AML.
This case presentation highlights an unusual presentation of disease
and may assist outpatient physicians in identifying AML with isolated
signs of GI bleeding. Early identification of AML as the predominant
cause of GI manifestations may lead to better responses to treatment

and increased likelihood of survival.

Autopsy studies predict the presence of any GI manifestation of dis-
ease in 25 percent of patients diagnosed with leukemia.3-4 Leukemic
infiltrates, secondary inflammatory processes and infection are the
most common culprits, with the ability to occur anywhere along the
GI tract from the esophagus to the anus including the gallbladder and
appendix.3,4 Symptoms can present as non-specific fever, abdominal
pain, diarrhea, nausea, vomiting, abdominal distension or tender-
ness, making it difficult to isolate the cause of the patient’s symptom-
atic complaints.3 Our patient did not possess any of these presenting
symptoms and unfortunately, no relevant endoscopic studies were
performed to find the root cause of GI involvement.

Furthermore, clinically significant bleeding may be found in up to 32
percent of thrombocytopenic patients with AML.9 The most frequent
presentations of bleeding are cutaneous petechiae or bruising, epi-
staxis, vaginal bleeding, or hematuria.3,4 These manifestations have
mostly been documented in cases of malignancy relapse, after che-
motherapy, or following a bone marrow transplant.3,4,9 Rarely has GI
bleeding been documented as the first manifestation of primary dis-
ease, such as in our patient.5 In addition, the amount of blood loss was
sufficient to drop his hemoglobin count in a matter of weeks, which
may have led to potentially life-threatening anemia, especially in an
elderly individual.

Pathophysiology behind bleeding in patients with leukemia has his-
torically been attributed to a patient’s low platelet count, though more
recent publications suggest there is no association between the two.5,9
Vinholt et al. found that clinically significant bleeding in AML is likely
caused by reduced platelet function, due to a deficiency in platelet
aggregation response and a reduced capacity for platelet activation.9
This may be an underlying reason for the occurrence of significant
bleeding in the setting of AML with relatively high platelet counts, as
seen in our patient with values consistently around 70 x 109/L. This
platelet count is above the threshold that traditionally leads to clini-
cally significant bleeding and points to another mechanism behind
increased incidence of bleeding in AML.10

Most of the existing reports detailing GI bleeding in the setting of
AML describe cases presenting with acute hemorrhage or cases that
occurred after malignancy relapse and initiation of treatment.3,4,6,7
One case reported fatal GI bleeding after secondary formation of a
granulocytic sarcoma.6 This report demonstrates a rare presentation
of AML with chronic melena in an otherwise asymptomatic elderly

patient.

Conclusions

Although AML commonly presents as episodes of bleeding secondary
to a thrombocytopenic state or as alterations in lab values, gastrointes-
tinal bleeding can be a presenting sign as well. We hope this detailed
clinical course will prompt providers to keep AML on their list of dif-
ferential diagnoses when encountering an elderly patient reporting
dark stools. The early identification of GI involvement in the setting
of AML could prevent otherwise severe consequences of bleeding and

may improve outcomes of disease.
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