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ABSTRACT 
Context Hemosuccus pancreaticus is a rare cause of intermittent upper gastrointestinal bleeding, commonly caused by aneurysmal 
rupture. Prompt diagnosis and treatment is required. The standard treatment involves embolization via interventional radiology or a 
surgical approach. Case report We report a novel endoscopic approach to hemosuccus pancreaticus with a successful tamponade via 
pancreatic biliary stents and resolution clips. Conclusion This is the only report of endoscopy as a therapeutic modality in a case of 
hemosuccus pancreaticus. 
 
INTRODUCTION 
 
Hemorrhage from the papilla of Vater via the 
pancreatic duct, known as hemosuccus pancreaticus, is 
a rare cause of intermittent upper gastrointestinal 
bleeding [1]. This condition is commonly caused by the 
rupture of aneurysm of the splenic artery associated 
with acute or chronic pancreatitis [1]. Pseudoaneurysm 
of the hepatic, gastroduodenal or pancreaticoduodenal 
artery has also been reported [2, 3, 4]. Other 
uncommon causes are pancreatolithiasis and 
pseudocyst of the pancreas [5, 6]. The management of 
hemosuccus pancreaticus involves diagnosing the 
bleeding source via angiography followed by 
embolization via interventional radiology and/or 
surgical intervention. Delay in recognition of 
hemosuccus pancreaticus can result in a significant 
morbidity for the patient. We report a novel endoscopic 
approach to hemosuccus pancreaticus with a successful 
tamponade via pancreatic biliary stents and resolution 
clips. 
 
CASE REPORT 
 
A 56-year-old female presented with severe abdominal 
pain and elevated liver enzymes. Her medical history 
included coronary artery disease with prior stents, 
hypertension, diabetes, and end stage renal disease on 

hemodialysis. A CT Scan revealed pancreatitis and a 
dilated common bile duct (1.4 cm). ERCP identified 
choledocholithiasis, which was treated successfully 
with sphincterotomy, balloon sweep of the bile duct, 
and stone extraction. Pancreatic duct dilation was also 
noted and two plastic single pigtail pancreatic duct 
stents (5Fr x 7 mm, 5Fr x 3 mm) were placed to 
prevent worsening of pancreatitis. 
Two days later the patient developed chest pain and 
was treated with loading doses of anticoagulation. 
Several hours later she passed multiple bloody bowel 
movements and the hemoglobin dropped (12.5 to 5.3 
g/dL; reference range: 13.5-17.5 g/dL). Emergent 
endoscopy revealed an actively bleeding vessel at the 
sphincterotomy site. The site was treated with injection 
of epinephrine and placement of four resolution clips. 
The patient recovered uneventfully and was discharged 
home, on anticoagulation for heart disease. 
Two weeks later she returned with multiple bloody 
stools and hemoglobin of 5.9 g/dL. Endoscopy 
revealed active bleeding from the pancreatic duct, 
consistent with hemosuccus pancreaticus, and 
interventional radiology was contacted for a pancreatic 
angiogram. Angioembolization is the mainstay of 
therapy, followed by surgery as salvage therapy. In our 
patient, multiple selective angiograms were performed 
without any evidence of extravasation or 
pseudoaneurysm. The patient continued having active 
bleeding and required multiple transfusions. 
The patient was a high surgical risk subject due to 
recent angina/cardiac ischemia and an endoscopic 
attempt at hemostasis was pursued. Repeat ERCP 
revealed yellow bile at the common bile 
duct/sphincterotomy site and active red blood flowing 
from the pancreatic duct orifice (Figure 1). 
Pancreatogram revealed a dilated duct (6 mm) at the 
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head of the pancreas, without any contrast 
extravasation or evidence of aneurysmal dilatation. The 
ampulla/proximal portion of the pancreatic duct was 
injected with epinephrine. Four plastic pigtail stents 
were deployed into the pancreatic duct (5Fr x 9 mm; 
5Fr x 5 mm; 5Fr x 3 mm (n=2)) in an effort to 
tamponade the source of bleeding. Two resolution clips 
were also deployed at the pancreatic duct orifice, 
adjacent to the stents (Figure 2). No evidence of 
bleeding was seen at the completion of the procedure. 
Two months later the patient returned for an elective 
ERCP with uneventful removal of the pancreatic duct 
stents. Pancreatoscopy (SpyGlass® Direct Visualization 
System, Boston Scientific, Natick, MA, USA) revealed 
friable mucosa, from the head of the pancreas to the 
genu, with granulation tissue and inflammation, but no 
neoplasia, seen on biopsy. 
 

DISCUSSION 
 
Hemosuccus pancreaticus is a rare cause of upper 
gastrointestinal bleeding but needs to be recognized 
promptly. It is usually caused by pseudoaneurysm and 
treated with embolization. In our patient no aneurysm 
was identified despite multiple repeat imaging. We 
suspect that the cause of hemosuccus pancreaticus in 
our patient was pancreatitis combined with increased 
bleeding risk stemming from the patient’s chronic renal 
disease and the addition of anticoagulation. The patient 
was not an appropriate surgical candidate due to 
multiple comorbidities and endoscopic therapy was our 
only choice for hemostasis. No other reports of 
endoscopic hemostasis are available in the literature. 
Sayilir et al. reported a case of hemosuccus 
pancreaticus in a chronic pancreatitis patient where 
embolization was performed for treatment of a 
pseudoaneurysm and endoscopy/ ERCP with 
pancreatic duct stenting was performed for treatment of 
the pancreatic pseudocyst [7]. This is the only report of 
endoscopy as a therapeutic modality in a case of 
hemosuccus pancreaticus. Our case is the first reported 
endoscopic treatment of hemosuccus pancreaticus 
utilizing endoscopic stents and resolution clips for 
tamponade. 
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Figure 1. Common bile duct orifice at the ampulla showing yellow
bile (blue arrow) and pancreatic duct orifice showing red blood
(black arrow). 

Figure 2. Four pancreatic duct stents and two resolution clips
creating tamponade at the pancreatic duct orifice at the ampulla. 


