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were both normal. From November 2011 to July 2012 he had 3 
further admissions with the same symptoms and underwent 3 OGD’s, 
a colonoscopy, repeat capsule endoscopy and two CT angiograms 
which showed no residual pseudo-aneurysm.

In Aug 2012 he represented and a repeat CT scan showed 
recurrence of pseudo-aneurysm close to the lesser curve of stomach 
and distal body/tail of pancreas. Angiogram showed that the pseudo-
aneurysm had repurfused despite previous coils in left gastric artery 
and the left gastric artery was then again satisfactorily re-occluded 
(Figure 1).

Figure 1 CT guided embolization of the left gastric artery.

In October 2012 he was admitted again with malena & low 
haemoglobin. OGD was normal and CT angiogram showed no 
residual pseudo-aneurysm. RBC scan showed bleeding from region 
of duodenum/jejunum. Single balloon enteroscopy was performed 
which showed clot in second part of duodenum and blood oozing from 
the ampulla Figure 2 (A&B). MRCP confirmed beaded dilation of 
pancreatic duct with normal biliary tree & liver. Since CT had shown 

some splenic varices with splenomegaly a liver biopsy was conducted 
which showed no evidence of cirrhosis and the varices were thought 
to be secondary to splenic vein thrombosis. Subsequently a repeat 
CT angiogram did not show any recurrence of pseudo-aneurysm. 
His LFT’s were always normal and so was his biliary anatomy. A 
diagnosis of Hemosuccus pancreaticus was made and his was referred 
to the regional hepato-biliary centre.

Figure 2A & B Endoscopic view of the ampulla of vater showing blood 
oozing from the ampulla with no periampullary ulcer.

Discussion
Hemosuccus pancreaticus is a rare and potentially life threatening 

cause of upper GI bleeding. It was first reported in 1931 by Lower & 
Farrell who reported bleeding from aneurysm of splenic artery.1 Men 
aged 50-60 and patients with a history of alcohol induced chronic 
pancreatitis are most at risk.2 It is caused due to a rupture of splenic 
artery pseudo aneurysm communicating to the pancreatic duct or a 
communication between the peripancreatic artery and pancreatic 
pseudocyst. In 60-65% cases the culprit is splenic artery followed by 
gastro-duodenal, pancreato-duodenal, hepatic & left gastric artery. 
Continuous thinning & auto digestion of vessel wall by pancreatic 
enzyme along with cyst induced pressure necrosis causes development 
and subsequent rupture of pseudoaneursyms.3
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Introduction
Upper GI bleeding is a common medical emergency with significant 

in hospital mortality if the treatment is delayed. We present a unique 
case of upper GI bleeding in a patient who frequently presented with 
malena to the hospital. 

Case report
45 year old was sent to MAU with anaemia by his GP. His 

Haemoglobin was 39 with MCV 70 & WBC 2.6. He visited his GP 
surgery due to fatigue, breathlessness & one week history of malena. 
His past medical history included episode of pancreatitis 3 yrs ago. 
He drank 2 pints of beer/day. He was initially transfused and OGD & 
Colonoscopy arranged which were both normal. Ultrasound abdomen 
showed splenomegaly. He subsequently underwent a CT scan which 
showed 2.2x2.1 cm pseudo-aneurysm of the left gastric artery in 
close proximity to pancreas and lesser curve of stomach which was 
embolized. A further OGD & Capsule endoscopy were done which 
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It can present with epigastric pain radiating to the back in patients 
with history of chronic pancreatitis or with intermittent malena or 
hematemesis. Diagnosis is difficult to establish due to intermittent 
nature of bleeding which is most often not severe enough to cause 
hemodynamic instability. Endoscopy is the first line of investigation 
however Ultrasound and contrast enhanced CT can pick up pseudo 
cysts & aneurysms and ERCP may help in establishing diagnosis 
of chronic pancreatitis or showing communicating pseudo cyst if 
other modalities fail to show anything.4 Some studies have reported 
Doppler ultrasound or dynamic ultrasound as diagnostic5,6 and others 
have shown a 90% diagnostic rate using contrast enhanced CT.7 
With endoscopy, bleeding can only be picked up only in 30% of the 
cases even if you are using side viewing duodenoscope.8 Diagnosis 
can only be achieved by clinical suspicion, endoscopic, radiological 
and angiographic findings but even then in 52.9% cases no definite 
diagnosis is achieved especially in patients with fistula between 
pancreatic duct and aneurysm of peri-pancreatic vessels.7 Clots 
in the duodenum are thought to be indirect sign of Hemosuccus 
pancreaticus.2 Angiography is diagnostic reference standard with 
sensitivity of 96%7

Management is with embolization of the culprit artery with 
surgery only in cases where embolization has failed, is not feasible 
or haemorrhage is uncontrolled. Surgery can also be considered in 
patients who have other indications of surgery i.e. pseudo cyst, 
pancreatic abscess, gastric outlet obstruction, obstructive jaundice or 
incapacitating pain. Most surgical series document a success rate of 70-
85% with mortality rate of 20-25%.7,9,10 After endovascular treatment 
some studies have shown that the patient is free of symptoms11,12 with 
others showing a recurrence rate of 30%.9,13

Learning points
Hemosuccus pancreaticus should always be thought of in GI 

bleed patients with background of chronic pancreatitis or pancreatic 
pseudo cyst where no other cause of bleeding has been demonstrated. 
Diagnosis is not straight forward and different diagnostic modalities 
along with high clinical suspicion may be required to demonstrate 
Hemosuccus pancreaticus. Mortality is between 12-57% in treated 
and 90-100% in untreated ruptures.14 
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