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ABSTRACT

The combination of cirrhosis and chronic pancreatitis is rare and poses increased risk of hemorrhage requiring close clinical
monitoring. We present a patient with history of alcohol-associated cirrhosis and chronic pancreatitis who was admitted to the
intensive care unit with clinical hemorrhage believed secondary to epistaxis. After initial delay, esophagogastroduodenoscopy
ultimately found blood and clots evacuating through the ampulla consistent with hemosuccus pancreaticus confirmed with com-
puted tomography angiography. The patient ultimately improved with coil and gel foam vascular embolization. This case highlights
the dangers of early diagnostic closure and presents a rare finding of hemosuccus without pseudoaneurysm formation.
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INTRODUCTION

Cirrhosis and chronic pancreatitis are independently associated with an increased risk of hemorrhage. Comorbid cirrhosis and
chronic pancreatitis is rare1 and requires particularly careful evaluation for hemorrhagic complications. Among cirrhotic patients,
themost common cause of hemorrhage is variceal bleeding, accounting for roughly 50%–78%of upper gastrointestinal bleeds. Peptic
ulcer disease,Mallory-Weiss tear, portal hypertensive gastropathy, and erosive esophagitis account for themajority of the remaining
case.2–4 In patients with acute pancreatitis, 80% of gastrointestinal bleeds are attributable to esophageal or gastroduodenal ulcers.
However, nearly half of hemorrhages in patients with acute pancreatitis are extraluminal, with the majority of these involving
hemorrhage into a pancreatic collection or pseudocyst,5 whichmaymanifest in hemosuccus pancreaticus (HP). HP is an exceedingly
rare cause of gastrointestinal hemorrhage and is characterized by bleeding from the duodenal papilla through the pancreatic duct.6

Here, we report an atypical case of HP in a patient with comorbid alcohol-associated cirrhosis and chronic pancreatitis without
pseudoaneurysm formation.

CASE REPORT

A 31-year-old woman with decompensated alcoholic cirrhosis and chronic pancreatitis presented with hypovolemic shock in the
setting of epistaxis and tertiary adrenal insufficiency. On admission, she required blood products, pressor support, and stress dose
steroids. Her epistaxis resolved with these measures, and she was weaned off pressors with stable hemodynamics. Endoscopy was
initially deferred because she had undergone endoscopy amonth earlier, during a similar presentation of epistaxis and hematochezia,
which showed mild portal hypertensive gastropathy without any luminal evidence or sources of bleeding or varices. A week after
admission to the intensive care unit, she was transferred to the medical ward. Although she remained hemodynamically stable, the
patient experienced sudden onset of abdominal pain and hematochezia. Repeat esophagogastroduodenoscopy demonstrated fresh
blood and clots emancipating from the ampulla (Figure 1). Computed tomography angiography revealed active arterial bleeding
within the pancreatic head without pseudoaneurysm formation (Figure 1), consistent with HP, as well as acute on chronic pan-
creatitis with peripancreatic fluid collections in the head and tail. Hemostasis was achieved through interventional radiology–guided
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coil embolization of the right gastroepiploic artery and gel foam
embolizationof thegastroduodenal artery andpancreaticoduodenal
arcade (Figure 1).

DISCUSSION

Cirrhosis and chronic pancreatitis both increase the risk of
numerous hemorrhagic processes. Although variceal bleeding
is common and a major concern in patients with alcohol-
related organ dysfunction, it is important to consider other
hemorrhagic processes, particularly those related to any un-
derlying pancreatic disease, including HP. Chronic pancrea-
titis is present in 76% of cases of HP, and acute pancreatitis is
present in 13%.7 Other, rare etiologies of HP include neoplasm
and trauma.6

There are a small number of case reports of HP in patients with
cirrhosis,8–10 and one retrospective study showing that 1 of the 17
patients treated forHPat a single centerhad comorbid cirrhosis.11

However, despite numerous overlapping risk factors for liver
disease and chronic pancreatitis, there are no larger retrospective
studies on the prevalence of comorbid liver disease and HP. It is
not known whether the coagulopathy of cirrhosis, marked by
decreased coagulant cofactor levels, endothelial dysfunction,

renal dysfunction, and portal hypertension,12 increases the risk of
HP itself.

Pancreatitis-induced inflammation and erosion likely promote
vessel degradation and pseudoaneurysm formation. Although
pseudoaneurysms are common in chronic pancreatitis,13 the
majority of these never result in hemorrhage. Pseudoaneurysm
rupture is themost common cause ofHP, and asmany as 98%of
patients with HP have $1 pseudoaneurysm.14 Bleeding pseu-
doaneurysms most often involve the splenic artery and less
commonly the gastroduodenal artery, pancreaticoduodenal
arteries, and hepatic artery.7,15 A minority of patients with HP
have no identifiable pseudoaneurysm,7 and absence of pseu-
doaneurysm on cross-sectional imaging, such as in this case,
does not rule out HP.

HP may present as melena or hematochezia and less often
hematemesis.14 Bleeding and abdominal pain are often in-
termittent, whichmay result from intermittent papillary duct
obstruction from passing blood clots that may temporarily
raise intraductal papillary pressures and prevent passage of
blood into the small bowel lumen.16 Regardless of the path-
ophysiology, the intermittent nature of the bleeding likely
explains the poor sensitivity of endoscopy, which is around

Figure 1. (A) Endoscopic visualization of the proximal duodenumwith apparent fresh and clotted blood emancipating for the ampulla. (B) Portal
phase of a computed tomography angiography series showing a cystwithin thehead of thepancreas andaccumulation of contrast within the cyst
indicating active bleeding. (C) Coil embolization of the right gastroepiploic artery and gel foam embolization of the gastroduodenal artery and
pancreaticoduodenal arcade. (D) Fluoroscopy showing injection of the celiac axiswithout evidence of associated aneurysmor pseudoaneurysm.
The blue arrow indicates the gastroduodenal artery. (E) Fluoroscopy showing direct injection of the gastroduodenal artery without evidence of
associated aneurysm or pseudoaneurysm. The blue arrow indicates the gastroduodenal artery, the red arrow the pancreaticoduodenal arteries,
and the green arrow the transverse pancreatic artery. (F) Delayed fluoroscopy after injection of the gastroduodenal artery demonstrating contrast
blush along the second part of the duodenum indicating active bleeding as indicated by the blue arrow.
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81%, and frequent delays in diagnosis.7,14 Optimizing the
sensitivity of endoscopy also requires careful inspection of
the papilla, which may be overlooked as a source for
hemorrhage.

Although endoscopy may show bleeding from the papilla and
helps to exclude other hemorrhagic etiologies, computed to-
mography angiography is the gold standard for diagnosing
HP17 and should be considered in patients with pancreatic
disease and suspicion of gastrointestinal hemorrhage. For these
multiple reasons, a negative endoscopy does not preclude a
diagnosis of hemosuccus. A low threshold is necessary for in-
vestigating possible HP because mortality is reported as high as
9.6%18 and may exceed 90% without adequate intervention.19

Endovascular and surgical management are effective in con-
trolling hemorrhage and reducing mortality; in addition, re-
currence of HP after effective treatment is rare.6,14

This case ofHP is notable for several atypical features, including
the concurrence of alcohol-induced cirrhosis and pancreatitis,
which are rarely comorbid but even more rare to manifest at
such a young age. It also illustrates the importance of main-
taining a low threshold for repeat endoscopy for patients with
hemorrhagic shock, particularly in the setting of conditions that
increase bleeding risk, regardless of negative index examina-
tion, whichmay not capture certain hemorrhagic processes that
may manifest in intermittent and atypical arterial sources of
bleeding. Furthermore, although HP typically develops from
splenic and gastroduodenal arterial pseudoaneurysms, the ar-
terial source of HP here was notably atypical and void of
pseudoaneurysmal formation.
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