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A Case of Gastric Cancer Presenting Acute Disseminated
Intravascular Coagulation Palliated with Combination
Chemotherapy of Irinotecan and Cisplatin

Sang Hoon Lee, M.D., In Sook Woo, M.D., Seon Young Kim, M.D., Myung Jun Song, M.D. Sang Young Rho,
M.D., Su Jin Koh, M.D., Myung Ah Lee, M.D., Jin-Hyoung Kang, M.D., Young-Seon Hong, M.D., Myung Gyu

Choi, M.D. and Kyung Shik Lee, M.D.

Department of Internal Medicine, College of Medicine, The Catholic University of Korea, Seoul, Korea

Acute disseminated intravascular coagulation (DIC) associat-
ed with gastric cancer is not common and has short sur-
vival of 1 to 3 weeks. Systemic chemotherapy in spite of
hematologic unstability for gastric cancer may prolong survi-
val time. A 47-year-old woman who complained of dyspnea,
vaginal bleeding and easy bruisibility was diagnosed to stage
IV gastric cancer with acute disseminated intravascular coag-
ulation based on the laboratory data. She also had multiple
bone metastases and bone marrow involvement. This is the
first case treated with combination chemotherapy of irinote-
can and cisplatin for advanced gastric cancer complicated by
disseminated infravascular coagulation at the time of diagno-
sis. With systemic chemotherapy, some of the bleeding symp-
toms and the DIC process improved, even not completely re-
covered. However the patient died of disease progression and
survival time was 12 weeks.
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vascular coagulation

INTRODUCTION

Acute disseminated intravascular coagulation (DIC) may be
complicated during the clinical course of cancer including solid
tumors.(1,2) Gastric cancer associated with acute DIC is not
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common and has dismal prognosis.(3) However recently life
prolongation has been induced by effective systemic chemo-
therapy for underlying gastric cancer in spite of hematologically
unstable condition.(3-6) We report a case of advanced gastric
cancer having disseminated intravascular coagulation and mul-
tiple bone metastasis at the time of diagnosis, who survived 12
weeks with irinotecan-cisplatin chemotherapy.

CASE REPORT

The patient was a 47-year-old woman, previously in good
health, presented with several episodes of back pain, hip pain,
dyspnea, dizziness, and weakness of 2 days duration. She com-
plained of vaginal bleeding since a few days ago. Her past his-
tory & family history was unremarkable. On physical exam-
ination palpebral conjunctivae were pale and there were mul-
tiple ecchymoses at whole body. She had very critical appear-
ance. The blood pressure was 130/70 mmHg, the pulse rate
115/min, the respiratory rate 28/min and the body temperature
36.8°C. Laboratory tests revealed pancytopenia (WBC 2.84 X
10’/mm’, normal: 4 ~5 % 10°/mm’, Hb 5.8 g/dl, normal: 12~ 16
g/dl, platelet 27 X 10°/mm’, normal: 150~450 % 10°/mm’), pro-
longed prothrombin time (PT 22.2 sec, normal: 11.1~13.1 sec),
elevated fibrinogen degradation products level (FDP 99.15 ug/
ml, normal: less than 5 ug/ml), D-dimer (104.20 ug/ml, normal
<0.5 ug/ml) and lactate dehydrogenase level (LDH 4666 1U/L,
normal: 218 ~472 IU/L).

Gastrofiberscopy showed a 1.5 cm sized active ulcer with ir-
regular margin at greater curvature of mid body (Fig. 1). Biop-
sies from the margins of ulcer demonstrated moderately differ-
entiated signet ring cell carcinoma (Fig. 2). Abdominal comput-

ed tomographic scan showed small nodules in the paraaortic



Fig. 1. Gastrofiberscopy demonstrates a 1.5 cm sized active ulcer
with irregular margin at greater curvature of mid body.
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Fig. 2. Gastrofiberscopic biopsy shows signet ring cell type adeno-
carcinoma (H&E, X200).

space and mesentery with moderate amount of pelvic fluid col-
lection, suggesting carcinomatosis peritonei. Bone scintigraphy
revealed extensive, numerous hot uptakes in the calvarium, fa-
cial bones, sternum, both clavicles, both scapulae, both rib
cages, the nearly entire vertebrae, both pelvic bones and both
humeri and femurs (Fig. 3). Based on these findings, a diagno-
sis was made as stage IV gastric cancer having multiple bone
and bone marrow metastasis with DIC. With consent of the
patient and her family, we performed irinotecan-cisplatin che-
motherapy to control the underlying gastric cancer. Systemic
combination chemotherapy was composed of irinotecan 70 mg/
m’ on day 1 and day 15 and cisplatin 70 mg/m’ on day 1. Che-
motherapy was repeated every four weeks. After two cycles of

chemotherapy, hematologic profile some improved but not

Fig. 3. Bone scintigraphy reveals extensive, multiple hot uptakes
over bone.

resolved to normal: WBC 3.9 X 10°/mm’, platelet 62 x 10*/mm’,
PT 14.4 sec, FDP 20.4 ug/ml, D-dimer 18.5 ug/ml, and LDH
353 IU/L. She felt better than before chemotherapy, vaginal
bleeding stopped and the ecchymosis of anterior trunk disap-
peared. Grade 2 emesis with chemotherapy was tolerable. How-
ever, tumor response could not be assessed because she had not
measurable lesion. After third cycle of chemotherapy, she
admitted via emergency room complaining of gross hematuria.
WBC 4.4 X 10’/mm’, platelet 4 X 10’)mm’, FDP 69.9 ug/ ml,
D-dimer 36 ug/ml. Three days later after admission, she expired
of progression of cancer associated disseminated intravascular

coagulation.
DISCUSSION

The incidences of DIC are reported to be 0.68% of patients
with gastric cancer.(5) DIC associated with cancer has been re-
ported in gastric cancer, breast cancer, prostate cancer and high-
grade non-Hodgkin lymphoma.(2) Tissue factor on their surface
of tumors activates intrinsic and extrinsic pathway. DIC in can-
cer is a consequence of thrombin formation linked to the re-
lease into circulation of procoagulant material which activates
the extrinsic coagulation pathway by converting factor X to
factor Xa. Thrombin catalyzes the activation and the consequent
consumption of fibrinogen and other coagulant proteins, as well
as the production of fibrin thrombi. Continued fibrin formation

and fibrinolysis lead to hemorrhage from the depletion of co-
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agulation factor and platelet and the antihemostatic effects of
fibrin degradation products.(1) Clinical features of DIC are ab-
normal thrombosis, abnormal bleeding and rapidly fatal course.
DIC associated with a large tumor burden or with metastatic
disease is difficult to manage when the tumors are not sensitive
to treatment. The role of heparin in the treatment of acute DIC
is controversial. The transfusion of blood components may be
a way to support complication of acute DIC transiently. The
underlying cancers should be controlled to manage acute DIC
complicated by cancers. Gastric cancer is moderately sensitive
to systemic chemotherapy. Systemic chemotherapy improves sur-
vival and quality of life (QOL) in patients with advanced gastric
cancer compared with the best supportive care alone.(7,8) There
have been several reports on disseminated gastric cancer with
DIC that showed prolonged survival with systemic chemother-
apy in spite of coagulopathy and severe thrombocytopenia.(3,
4,6) Two phases chemotherapy for gastric cancer associated
DIC resulted in survival time of 6 months.(3) In that report,
high dose 5-fluorouracil and leucovorin were used as an initial
nonmyelosuppressive regimen and myelosuppressive chemo-
therapeutic drug, etoposide and cisplatin were added after suc-
cessful control of DIC process. Hironaka et al reported se-
quential methotrexate and S-fluorouracil therapy as feasible reg-
imen for gastric cancer with DIC showing 113 days of median
survival time.(9) A phase II study of monthly cisplatin (80
mg/m2/4 weeks) and bimonthly irinotecan (70 mg/m2/2 weeks)
in patients with metastatic gastric cancer have shown overall
response rate 48%.(10) We planned combination chemotherapy
of cisplatin (70 mg/m2/4 weeks) and bimonthly irinotecan (70
mg/m2/2 weeks) and 75% of each of the drugs were adminis-
tered at first cycle because the hematologic laboratory finding
was unstable including severe thrombocytopenia. She felt better
than that time of initial diagnosis, and the ecchymosis and
vaginal bleeding was controlled. All patients with gastric cancer
associated with acute DIC died within 1~3 weeks of diagnosis.
But our patient survived 12 weeks after we first made the di-
agnosis of stage IV gastric cancer complicated by DIC. The ir-
inotecan/CDDP chemotherapy may be a potential palliative re-
gimen. Systemic chemotherapy for gastric cancers with acute DIC

could be helpful to prolong survival and improve quality of life.
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