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Obscure gastrointestinal bleeding secondary  
to gastroduodenal pseudoaneurysm

Sanket Thakore MD, Omar N Nadhem MD, Essam Nakhla MD, Steven Urban MD

IntroductIon

 Upper gastrointestinal bleeding is one of the 
leading causes of admission to the emergency de-
partment.1 Hemorrhage from the ampulla of Vater 
via the pancreatic duct, known as hemosuccus pan-
creaticus (HP), is a rare cause of intermittent upper 
gastrointestinal bleeding.2 Hemosuccus pancreaticus 
usually occurs as a complication of acute or chronic 
pancreatitis. During an episode of acute pancreatitis, 
HP occurs after necrosis of arterial walls or rupture 
of pseudoaneurysms originating from the enzymatic 
destruction of the arterial walls. When the involved ar-
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AbstrAct

 Among the uncommon etiologies of gastrointestinal bleeding, gastroduodenal ar-
tery pseudoaneurysm is a rare condition that complicates acute recurrent pancreatitis, 
trauma, endoscopic retrograde cholangiopancreatography, cholecystectomy, and other 
conditions. It is a life threatening condition that carries a mortality rate of 40% if not 
treated. We report a case of a 51-year-old man with a history of recurrent acute pan-
creatitis who presented with repeated episodes of upper gastrointestinal bleeding from 
an uncertain source that required multiple admissions and blood transfusion. After thor-
ough evaluation, the source was found to be a gastroduodenal artery pseudoaneurysm 
secondary to recurrent idiopathic acute pancreatitis that was successfully treated with 
catheter embolization.
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tery or pseudoaneurysm communicates with the pan-
creatic duct, blood may enter the duct and empty from 
the ampulla into the duodenum.3 Gastroduodenal ar-
tery (GDA) pseudoaneurysms comprise only 1.5% of 
all visceral artery aneurysms.4 Although sometimes 
asymptomatic (~7.5% of cases), GDA pseudoaneu-
rysms usually present with pain in the upper abdo-
men, gastrointestinal or intraperitoneal bleeding, or 
anemia.5 In the management of pseudoaneurysms, 
early diagnosis is essential, given the high mortality 
of untreated bleeding. Endoscopy is useful to exclude 
other sources of hemorrhage, as visualization of the 
bleeding from the papilla is a rare event.6 Ultrasound 
with Doppler or CT scan may aid in the diagnosis. 
Visceral angiography is the gold standard diagnostic 
method.7 Percutaneous angiographic embolization is 
the treatment of choice for hemodynamically stable 
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patients because it can achieve definitive hemosta-
sis. Surgery should be reserved for hemodynamically 
unstable patients or for embolization failure.8 We re-
port a case of patient with recurrent idiopathic acute 
pancreatitis who presented with repeated episodes of 
upper gastrointestinal bleeding due to a leaking GDA 
pseudoaneurysm.

cAse 
 
 A 51-year-old man with a past medical history 
of recurrent episodes of idiopathic pancreatitis over 
the last 2 years and past a surgical history of chole-
cystectomy presented to the hospital with epigastric 
pain, nausea, and vomiting of 2 days duration.
 
 At admission, his hemoglobin level was 13.2 
gm/dl, amylase 247 unit/L (normal 36-128), and li-
pase 293 unit/L (normal 10-57). A computed tomog-
raphy scan of his abdomen with IV contrast showed 
peripancreatic inflammation and a hypodense area 
within the pancreatic head (Figure 1). On the second 
day, the patient had three melanotic stools (estimated 
blood loss 750 cc), and his hemoglobin level dropped 
to 8.7 gm/dL. Colonoscopy and EGD failed to reveal 
any source of bleeding. The patient’s condition then 
improved with minimal abdominal pain, diminishing 

pancreatic enzymes, no more bleeding episodes, and 
stable hemoglobin level. No blood transfusion was re-
quired, and he was discharged to follow-up with the 
gastroenterologist.

 A few days later, the patient developed anoth-
er episode of severe abdominal pain and was admit-
ted with acute pancreatitis. His amylase and lipase 
levels were 425 and 618 unit/L, respectively, and his 
hemoglobin was 9.5 gm/dL. Shortly after admission, 
we witnessed an episode of hematemesis (about 250 
cc of fresh blood). Since he was actively bleeding, a 
tagged RBC scan was done but failed to identify the 
source of bleeding. His hemoglobin dropped to 6.5 
gm/dl, and he received 3 units of packed RBCs. EGD 
and colonoscopy were repeated and again failed to 
identify any pathology. We then proceeded with CT 
angiography that showed no vascular abnormality in 
the abdomen that could explain the ongoing bleeding. 
To further pinpoint the diagnosis, we obtained cap-
sule endoscopy which showed no source of bleeding 
below the ligament of Treitz. 

 Endoscopic ultrasound was subsequently 
done with fine needle aspiration of the hypodense 
lesion of pancreatic head revealing necrosis (i.e, 
necrotizing pancreatitis). Computed tomography en-
terography was also done with negative results. The 
patient then underwent small bowel enteroscopy with 
fluoroscopy looking for any source of bleeding into 
the small bowel. As the endoscope was advanced 
through the duodenum, fresh blood was seen coming 
from the ampulla of Vater with a clot in the ampulla. 

 The gastroenterologist stopped the procedure, 
and the patient was immediately transferred to the in-
terventional radiology department for catheter arterio-
gram of the celiac and superior mesenteric arteries. 
This demonstrated a pseudoaneurysm originating 
from the gastroduodenal artery (Figure 2). Catheter 
embolization was performed with multiple coils placed 
proximal and distal to the pseudoaneurysm (Figure 
3). Post-embolization images demonstrate no flow 
through the gastroduodenal artery and no enhance-
ment of the pseudoaneurysm (Figure 4). The patient 
had no further episodes of gastrointestinal bleeding 

Figure 1: Acute pancreatitis with peripancreatic inflam-
mation. Nonspecific hypodense areas within the pan-
creatic head and multiple pancreatic cystic lesions.
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and was discharged home.  He was seen later on in 
the gastroenterology clinic with complete resolution of 
his symptoms.

dIscussIon
 

 
 Upper gastrointestinal bleeding is a leading 
cause of admission to the emergency department.1 
Hemorrhage from the papilla of Vater via the pan-
creatic duct, known as hemosuccus pancreaticus, 
is a rare cause of intermittent upper gastrointestinal 
bleeding that usually develops from complications of 
pancreatitis.2,7 Visceral artery pseudoaneurysms are 
responsible for 20% of hemosuccus pancreaticus 
cases, and gastroduodenal artery pseudoaneurysms 
are among the rarest forms of visceral artery pseu-
doaneurysm (<2%).9 Pseudoaneurysms are primarily 
a condition of middle age and most commonly found 
between 50 and 58 years of age. The male/female 
ratio is 4.5:1, and mean size is 3.6 cm.4

 GDA pseudoaneurysms are the result of ves-
sels exposed to proteolytic pancreatic enzymes or 
erosion of a pancreatic pseudocyst into an adjacent 
artery, which leads to pseudoaneurysm formation or 
bleeding.8,10 Once a GDA pseudoaneurysm ruptures, 
the patient faces a life threatening condition that rap-
idly leads to death in 40% of cases.4 Patients can 
present with nonspecific symptoms, such as nausea, 

Sanket Thakore    Obscure GI Bleeding

Figure 2: Digital Subtraction Arteriogram demon-
strated a pseudoaneurysm originating from the gastro-
duodenal artery [GDA]. Black arrow shows GDA. Red 
arrow shows pseudoaneurysm originating from GDA. 
Blue arrow shows Common Hepatic artery.

Figure 3: It shows coil embolization of GDA. Black ar-
row shows coil placed distally to the pseudoaneurysm.

Figure 4: Digital Subtraction Arteriogram confirms ab-
sence of flow through the gastroduodenal artery and 
the pseudoaneurysm [black arrow] post coil emboliza-
tion.



The Southwest Respiratory and Critical Care Chronicles 2015;3(12)24

vomiting, and increased abdominal pain, but they 
may present with more serious symptoms, including 
melena, hematochezia, or hematemesis.5 The pres-
ence of a pulsatile abdominal mass with or without a 
bruit on auscultation can be the sole warning sign and 
should raise the suspicion of a GDA aneurysm with a 
prompt diagnostic work-up to prevent a catastrophic 
outcome.4 Bleeding due to the pseudoaneurysm com-
monly occurs in the bowel followed by the peritoneal 
cavity, pancreatic duct, and biliary tree.5 Endoscopic 
diagnosis of hemosuccus pancreaticus is made when 
blood is seen coming from the ampulla of Vater. This 
finding is uncommon because bleeding is intermit-
tent.7 The intermittent nature of the bleeding is thought 
to occur because increased pressure in the pancreat-
ic duct eventually seals and leads to thrombosis of its 
communication with the pseudoaneurysm.  However, 
once the pancreatic duct decompresses and the clot 
lyses, the cycle can repeat itself. Bleeding events can 
occur infrequently over a period of months to years or 
can occur in rapid succession.6 

 The gold standard diagnostic test is visceral 
angiography; it serves both diagnostic and therapeu-
tic purposes by delineating the arterial anatomy and 
allowing therapeutic intervention.4 Recently, emboli-
zation, with or without endoscopic stent placement, 
has been considered the first therapeutic method 
for ruptured pseudoaneurysm. Success rates range 
78%–100% in peripancreatic pseudoaneurysms sec-
ondary to pancreatitis.5,11 Angioembolization is consid-
ered much less invasive than surgery. The procedure 
can be completed quickly and is comfortable for the 
patient.5 Failure of catheter embolization may result 
from inability to isolate the bleeding vessel, incom-
plete arterial occlusion, or misidentification of the 
bleeding vessel.7 When coil embolization fails to con-
trol the bleeding, a surgical approach is usually nec-
essary.5 The mortality rate is high even if surgery is 
performed.11

 In conclusion, hemosuccus pancreaticus due 
to rupture GDA pseudoaneurysm, especially in patient 
with recurrent acute or chronic pancreatitis, should be 
considered in the differential diagnosis of intermittent 
upper gastrointestinal bleeding of obscure source. In 
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our case, active bleeding from the ampulla of Vater 
at the time of endoscopy led to immediate catheter 
angiography and successful ablation of the pseudoa-
neurysm. 
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