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Blood and bile: A gastroduodenal artery pseudoaneurysm
associated with endoscopic retrograde 
cholangiopancreatography stent migration
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Description

A man in his mid-forties presented with a two-day history 
of sudden onset right upper quadrant pain and coffee-ground 
vomiting. Eight months previously, he underwent successful 
endoscopic retrograde cholangiopancreatography (ERCP) with 
biliary stenting for cholangitis and severe gallstone pancreatitis. 
This was followed by a COVID-delayed uncomplicated laparo-
scopic cholecystectomy.

On examination, positive findings were tenderness in the 
epigastrium and melaena. His observations included a blood 
pressure of 144/101 mmHg, pulse 121 bpm, respiration rate 28/
minute, oxygen saturations of 96% on room air and a temper-
ature of 38.2oC. Blood results showed a normal haemoglobin 
(131 g/L) and alkaline phosphatase (95 IU/L with a raised white 
cell count (14.2 x 109/L), C-reactive protein (67 mg/L), bilirubin 
(40 µmol/L), and alanine transaminase (193 IU/L). The working 
diagnosis was cholangitis with possible upper GI bleeding, so 
he was started on intravenous antibiotics and a proton-pump 
inhibitor.

Urgent upper GI endoscopy initially revealed no source of 
bleeding, with the biliary stent correctly positioned. Abdominal 
ultrasound scan demonstrated no aerobilia suggestive of stent 
malfunction, therefore an expedited ERCP was planned.

Forty-eight hours after admission, he became suddenly un-
well with severe epigastric pain and large volume haemateme-
sis. Due to his haemodynamical instability an urgent comput-
erised tomography angiogram (CTA) was performed (Figure 1).

The scan demonstrates evidence of a Gastroduodenal Artery 
(GDA) pseudoaneurysm rupture into the Common Bile Duct 
(CBD), leading to blood in the gastrointestinal tract and biliary 
stent displacement (Figure 2).

GDA pseudoaneurysms are the rarest amongst splanchnic 
arteries (1.5%), and typically (80%) the result of severe pancre-
atitis. The risk of rupture is high (75%) and carries a significant 
mortality rate (21%) [1].

Clinical evidence of GDA pseudoaneurysm rupture into the 
patient’s CBD was the combination of an upper gastrointestinal 
(UGI) bleed, abdominal pain, and jaundice, thereby completing 
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Figure 1: Pre (left) and post (right) contrast coronal computerised tomography angiogram of 
chest, abdomen, and pelvis.

Figure 2: a) Non-contrast CT shows high density material in the CBD lumen in keeping with 
haematoma. Adjacent portal vein containing unclotted blood is lower density. b) Post contrast 
CTA and c) 3D surface shaded CT reconstruction demonstrates contrast filling of a pseudoa-
neurysm within the wall of the CBD (white arrows) which is originating from the GDA (black 
arrow). The CBD stent has also displaced and lies in a loop of distal small bowel (arrowheads).

Figure 3: Oesophagogastroduodenoscopy image demonstrating 
blood at the Ampulla of Vater which is diagnostic of haemobilia.

Quincke’s triad of haemobilia [2]. All three signs are seen in only 
22% of cases. Around 65% of haemobilia is iatrogenic, and most 
cases present immediately post-procedure (ERCP) [3]. Other 
causes include gallstones, trauma, biliary varices, hepatitis, and 
malignancy.

The identification of haemobilia in an UGI bleed includes 
an OGD demonstrating blood at the ampulla of Vater (Figure 
3). CTA is indicated in occult cases. The gold-standard manage-
ment of GDA pseudoaneurysm rupture is angioembolisation 
with clinical success rates of 50-80%. Ongoing bleeding requires 
operative management.

Our patient was resuscitated with blood products and GDA 
angioembolisation was performed which successfully halted 
bleeding. He has since remained well and has manifested no 
further evidence of bleeding. At 30-day and 1 year telephone 
follow up, there were no concerns.
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