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Acute necrotizing pancreatitis complicated by
severe hemorrhage from the celiac trunk into
walled-off pancreatic necrosis
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A 45-year-old male patient with no significant
medical history was admitted to the Department
of Gastroenterology and Hepatology, Medical
University of Gdansk, Poland, because of jaun-
dice and right upper abdominal pain. Based on
clinical, imaging, and biochemical tests, we sus-
pected that his symptoms were caused by com-
mon bile duct stones. Endoscopic retrograde chol-
angiopancreatography (ERCP) revealed signs of
spontaneous passage of gallstones; therefore, sub-
sequent biliary sphincterotomy was performed.
Considering the presence of stones in the gall-
bladder, a 7Fr stent (Biliary Stent Double Pigtail
Marflow AG, Adliswil / Zurich, Switzerland) was
placed in the bile duct. Epigastric pain worsened
on the first day after the procedure. A diagnosis
of post-ERCP pancreatitis was made on the basis
of the elevated serum amylase and lipase activity
(exceeding more than 3 times the upper limit of
normal). Contrast-enhanced computed tomogra-
phy revealed necrotizing pancreatitis.

On the 22nd day after ERCP, the patient report-
ed significant weakness and melena. Laboratory
tests showed severe anemia. An urgent esopha-
gogastroduodenoscopy did not allow to identify
the cause of bleeding. Subsequent arteriography
revealed bleeding from the celiac trunk, which
was successfully treated with stenting (WallGraft,
9 mm/30 mm, Boston Scientific, Marlborough,
Massachusetts, United States) (FIGURE 1A-C). Be-
cause of the clinical suspicion of infected necro-
sis (fever, worsening abdominal pain, increase
in inflammatory parameters), endotherapy (en-
doscopic ultrasound-guided transmural trans-
gastric drainage) of walled-off pancreatic necro-
sis was introduced (FIGURE 1DE). After 46 days of
drainage, necrosis resolved and the active part
of treatment was completed (FIGURE 1F). During
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FIGURE1 A-
selective angiogram of
the celiac trunk
visualizing the
hemorrhage (arrow);

B, C — stent graft
successfully deployed
across the rupture of the
celiac trunk (arrow);

D — contrast-enhanced
computed tomography of
walled-off pancreatic
necrosis (arrow) before
the treatment; E —
drainage system of
walled-off pancreatic
necrosis and biliary tree
(3-dimensional computed
tomography
reconstruction); F —
contrast-enhanced
computed tomography
after the treatment

550

103 days of hospitalization, the patient received
9 units of fresh frozen plasma and 15 units of
packed red blood cells.

Since 1968, ERCP has evolved from a diagnostic
to an almost exclusively therapeutic procedure for
biliary and pancreatic disorders.' This procedure
can be complicated by a variety of adverse events
including acute pancreatitis, hemorrhage, cholan-
gitis, cholecystitis, or perforation. In 1991, stan-
dardized consensus definitions for major com-
plications of ERCP were introduced and are still
widely used.? Of these complications, post-ERCP
pancreatitis is the most frequent. It is usually
clinically mild or moderate in severity but can be
severe or even potentially fatal in about 10% of
the cases.3 The 2012 Revised Atlanta Classification
defined acute pancreatitis as well as systemic and
local complications of pancreatitis (eg, walled-off
pancreatic necrosis).* In 2013, the Internation-
al Association of Pancreatology and American
Pancreatic Association recommended image-
-guided percutaneus (retroperitoneal) or endo-
scopic transluminal drainage as the optimal inter-
vention for patients with suspected or confirmed
infected necrotizing pancreatitis.®

Our case is a reminder that a therapeutic ERCP
may be the cause of severe acute necrotizing pan-
creatitis associated with a clinically significant
complication such as massive hemorrhage and
infection of pancreatic necrosis.
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