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Hemorrhage through the pancreatic duct into the duodenum
is rare presentation of upper gastrointestinal bleeding. This
condition is most commonly associated with inflammatory
disorders of the pancrease with the bleeding originating from
an area of hemorrhagic pancreatitis, abscess, or pseudocyst.
A pseudoaneurysm of the splenic artery be can form as a
result of erosion and autodigestion by the inflammatory
process of this major blood vessel. More frequently, splenic
artery aneurysms rupture into the greater or lesser peritoneal
sacs, stomach, retroperitoneum, colon, or splenic vein. We
experienced a patient with a prolonged history of upper
gastrointestinal bleeding in which the diagnosis of hemo-
succus pancreaticus secondary to a ruptured splenic artery
aneurysm was diagnosed preoperatively. We report our
experience with a review of the related literature. (J Korean
Surg Soc 2001;60:460-464)
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Creatinine (0.8 mg/dl), T.bilirubin (1.4 mg/dl), Amylase
(203 U/ml), Lipase (0.3 U/ml), Na/K (141/3.8 meq/ml).
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Fig. 2. Abdomal ultrasonography shows 2~3 cm sized pseudo-
aneurysm of splenic artery ([>).

Fig. 3. Abdomen CT finding shows cystic mass ([>) in pancreas
tail with pseudoaneurysm of the splenic artery (P) and
chronic pancreatitis.



462 [HSIQIMSISIX] - KI60 A K45 2001

2) &2; wh

sl A w5 Flol 2 em 2719

v EwRs) BdEa, uAd Aue) HH2 oy S
& 5 dgkge] WEE. AR vRalE o A9 7}
AdEEol B2t

S 2547
A% 2 em AR WA EAF R

e A g

2) AR Aoz 9%5 o] 5.

B. /n 74 2247

D A A

D) ulAE AEUF

3) vl S1EuFe} A4 Aol9] FE(Hemosuccus Pan-
creaticus)

3
XX Al AZ(Fig. 5A, B):
A.
1y

rlr
ek
2
lo
fu

Fig. 4. Ceilac arteriography show splenic aneurysm at pancreas
body portion (P).
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Fig. 5. Gross specimen shows a cystically dilated area filled with blood clot and severe atrophic appearence A. Microscopic finding
shows chronic pancreatitis and splenic artery pancreatic duct fistula B.
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