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Hemosuccus Pancreaticus: A Rare Cause Of Upper Gastrointestinal 
Bleeding During Pregnancy
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Abstract

Upper gastrointestinal bleeding is most commonly caused by 
lesions in the esophagus, stomach or duodenum. Bleeding which 
originates from the pancreatic duct is known as hemosuccus 
pancreaticus. Only a few scattered case reports of hemosuccus 
pancreaticus during pregnancy have been recorded in literature. 
This is a case of a primigravida with 37 weeks of gestation 
with hemosuccus pancreaticus and silent chronic pancreatitis. 
Evaluating pregnant women with upper gastrointestinal 
bleeding differs from that of non pregnant women as diagnostic 
modalities using radiation cannot be used. Therefore, 
Esophagogastroduodenoscopy should be performed at the time of 
active bleeding to diagnose hemosuccus pancreaticus.
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Introduction

Hemosuccus pancreaticus is the term used to describe the 
syndrome of gastrointestinal bleeding into the pancreatic duct 
manifested by blood loss through the ampulla of Vater. It is the 
least frequent cause of upper gastrointestinal bleeding (1/1500) 
and is observed predominantly in men (sex ratio 7:1).1  It is most 
often caused by chronic pancreatitis, pancreatic pseudocysts, 
and pancreatic tumors. Bleeding occurs when a pseudocyst or 
tumor erodes into a vessel, forming a direct communication 
between the pancreatic duct and the blood vessel. Hemosuccus 
pancreaticus is often difficult to diagnose, partly because of 
its rarity and due to its anatomical location. Also, because the 
bleeding is often intermittent and cannot be easily diagnosed by 
esophagogastroduodenoscopy in the intermittent phase. This case 
report describes a pregnant woman with hemosuccus pancreaticus 
and silent chronic pancreatitis. 

Case Report

A 33 year old primigravida with 37 completed weeks of gestation 
was admitted to Oman Medical College hospital with recurrent 
episodes of melena and hematemesis. There was no other positive 
medical or surgical history. On physical examination, the patient 
was pale, blood pressure was 100/60 mm of Hg and pulse rate 
was 110 beats/min. On abdominal examination, the height of 
the uterus was corresponding to 34 weeks of gestation and with a 
breech presentation. Ultrasound of the fetus showed a single fetus 
of 34 weeks with asymmetrical intrauterine growth restriction 
(IUGR) with AFI of 7 and normal Doppler study. Rectal 

examination showed a combination of dark red blood and melena. 
Laboratory investigations revealed hemoglobin of 6.3 grams/dL, 
liver function tests, serum amylase, glucose and prothrombin time 
were within the normal range. Ultrasound of the abdomen revealed 
no pathology. Esophagogastroduodenoscopy and colonoscopy 
performed to investigate hematemesis and melena were normal. 
In view of fetal growth restriction, breech presentation and critical 
condition of the mother, she had a elective cesarean section and 
delivered a live 2 kg male baby. Abdominal exploration at the time 
of cesarean section revealed a hard pancreas with woody feeling 
of the gland throughout. Repeat endoscopy performed following 
a short period of hematemesis showed bleeding from ampulla of 
Vater, hence the diagnosis of hemosuccus pancreaticus was made, 
(Fig. 1). Computed tomography scan following delivery showed 
calcification of pancreas suggestive of chronic pancreatitis. She 
was referred to higher center for further management where she 
underwent pancreaticoduodenectomy. The patient was being 
treated for chronic pancreatitis and was followed up for almost 
two years since admission, the bleeding did not reccur.

Discussion

Hemosuccus pancreaticus is a very rare cause of upper 
gastrointestinal bleeding. Approxiamtely 100 cases have been 
reported in the literature since it was first reported by Lower in 
1931.2 In 80% of the cases, hemosuccus pancreaticus complicates 
an underlying pancreatic disease; 20% of the cases correspond to 
a vascular anomaly.3 Since there has been no case reported, it is 
unclear if pregnancy precipitates this condition in women with 
underlying chronic pancreatitis. The patient presented with typical 
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Figure 1: Endoscopic picture showing bleeding from ampulla of 
Vater.

features of abdominal pain and intermittent gastrointestinal 
bleeding. The intermittent nature of the bleeding is very specific 
and is due to clot formation in the main pancreatic duct.2

Endoscopy is essential to rule out other causes of upper 
gastrointestinal bleeding and in rare cases, active bleeding can be 
seen from the duodenal ampulla.  Diagnosis in this patient was 
delayed as the initial endoscopy was normal and the patient did 
not have any other features of chronic pancreatitis. Late diagnosis 
is however common due to the intermittent nature of the bleeding.2 

Hence, endoscopic procedure needs to be repeated as it can be 
normal in the event of intermittent bleeding. Other investigations 
such as ultrasonography, duplex scan, endoscopic retrograde 
cholangiopancreatography, selective arteriography, computed 
tomography (CT) and angio-CT can give information on the type 
of pancreatic pathology.4 Evaluating pregnant women differs from 
non-pregnant women as the gravid uterus may hamper visualization 
of the pancreas on ultrasonography and radiation technologies 
cannot be widely used during pregnancy due to radiation exposure 
to the fetus. If indicated, endoscopic procedures can be performed 
with additional safety precautions to minimise the duration of the 
procedure and radiation exposure to the fetus.5 

Esophagogastroduodenoscopy should be considered 
as the gold standard test to evaluate pregnant women with 
upper gastrointestinal bleeding. Management of hemosuccus 
pancreaticus during pregnancy requires a multidisciplinary 
approach and should be individualized according to the period of 
gestation, fetal lung maturity and severity of the disease.  

When hemosuccus pancreaticus occurs in patients without 
pseudoaneurysms or pseudocysts, it can be treated conservatively 
with modalities such as arterial embolization.6 Surgery, in the 
form of pancreaticoduodenectomy is required when embolization 

fails or is unavailable, when there is recurrence of bleeding after 
embolization, when bleeding is associated with pseudoaneurysms 
of peripancreatic arteries or pseudocysts, or in case of hemodynamic 
instability.7,8 

Conclusion

Hemosuccus pancreaticus is a rare cause of gastrointestinal 
bleeding during pregnancy and remains one of the most 
challenging diagnostic and management dilemmas to physicians. 
Early suspicion and serial endoscopic examination in pregnant 
women with abdominal pain and gastrointestinal bleeding may 
result in appropriate diagnosis.
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