
Introduction: Neurolytic celiac plexus block is a well established intervention to palliate 
pain, and it potentially improves quality of life in patients suffering from an upper abdominal 
malignancy, specifically pancreatic cancer. 

Methods: We describe a 61-year-old female with a history of pancreatic cancer, unexplained 
transfusion dependent anemia with a normal recent upper endoscopy, and abdominal pain, 
who had previously undergone gastrojejunostomy and a Roux-en-Y hepaticojejunostomy as 
well as chemotherapy and radiation therapy. She suffered from intractable abdominal pain and 
elected to undergo palliative celiac plexus neurolysis. 

Results: The patient initially appeared to tolerate celiac plexus block well, however, 45 minutes 
after the procedure, the patient had bright red blood per rectum followed by bloody diarrhea. 
Her abdomen was soft and non-tender with minimal distention and positive bowel sounds. The 
patient’s hemoglobin decreased to 7.5 g/dl from 9.0 g/dl, and she received a blood transfusion. 
Upper endoscopy and enteroscopy demonstrated diffuse hemorrhagic gastritis and duodenitis. 
The bleeding was controlled and the patient remained hemodynamically stable. Ultimately, the 
patient did well and was discharged home. 

Discussion: We report a case of a patient with known history of gastritis and duodenitis, who 
developed severe upper GI bleeding immediately following the celiac plexus neurolysis. There 
are no published reports documenting similar cases. It is difficult to offer a precise physiologic 
explanation for this complication. However, we speculate that inhibition of sympathetic tone 
from the celiac plexus neurolysis caused increased blood flow to the GI system, and this resulted 
in active bleeding from previously indolent hemorrhagic gastritis and duodenitis. 

Conclusion: It may be beneficial for patients with a history of gastritis, duodenitis or GI 
bleeding to undergo a careful upper GI evaluation prior to celiac plexus neurolysis.
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Pancreatic cancer can be accompanied by severe 
abdominal pain and has as a 5-year survival 
rate of only 4% (1). The incidence of pancreatic 

cancer is 8.8 per 100,000 (2). Pain management is an 
important aspect of care for patients with pancreatic 
cancer. Neurolytic celiac plexus block is a well 
established intervention to palliate pain originating 

from pancreatic cancer which could potentially 
improve quality of life (3). 

The celiac plexus lies below the diaphragm, ap-
proximately at the level of the first lumbar vertebrae. 
It is composed of a dense network of sympathetic 
nerve fibers that travel in parallel to the anterior 
surface of the abdominal aorta and the origin of the 
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utes later, 10 mL of 100% alcohol was slowly injected 
through each of the needles for neurolysis. The nee-
dles were then removed at the end of the injection.

The patient tolerated the procedure well and was 
discharged to the recovery room in stable condition. 
Forty-five minutes after the procedure, the patient 
noted bright red blood per rectum followed by bloody 
diarrhea. Her vital signs remained stable, without 
tachycardia or hypotension. Pertinent physical exami-
nation findings were soft, non-tender abdomen with 
minimal distention and positive bowel sounds. Rectal 
exam showed normal tone with heme-positive stool 
and no evidence of active anorectal bleeding. 

The patient’s hemoglobin decreased to 7.5 from 
9.0, and she received a blood transfusion. Within a 
few hours, she underwent an upper endoscopy with 
evaluation of the esophagus, stomach, duodenum, 
and proximal jejunum to a distance of 60 cm from the 
mouth. This demonstrated diffuse hemorrhagic gastri-
tis with areas of active bleeding in the antrum. Hemor-
rhagic duodenitis was also visualized. The esophagus 
and jejunum were unremarkable. The bleeding was 
stopped with Argon plasma coagulation (APC) and 
the patient remained hemodynamically stable. Lower 
endoscopy was not performed because active bleed-
ing was discovered on upper endoscopy. Hemoglobin 
remained stable with no further episodes of bleeding 
and the patient was subsequently discharged home. 

The patient returned for follow-up approximately 
6 weeks later and reported that she has remained pain 
free since the procedure. Upper endoscopy at that time 
revealed no evidence of active bleeding with normal 
jejunal mucosa. However, the antrum and duodenum 
were diffusely edematous, erythematous, and friable, 
consistent with tumor infiltration. 

Discussion

In this case report, we present a patient suffering 
from abdominal pain secondary to pancreatic cancer. 
She underwent palliative celiac plexus neurolysis for 
abdominal pain and subsequently developed hem-
orrhagic gastritis and duodenitis. The question re-
mains regarding the relationship of the celiac plexus 
block to the GI bleed in the setting of uncontrolled 
diffuse gastritis and duodenitis. We believe that by 
blocking the sympathetic innervations of the celiac 
plexus, there was an overwhelming parasympathetic 
influence over this area, resulting in increased blood 
flow. In this case of a woman with recent unexplained 
anemia requiring blood transfusion and a history of 

celiac artery. The celiac plexus transmits pain signals 
originating from all abdominal viscera and the ma-
jority of pelvic viscera, including the pancreas, liver, 
gallbladder, stomach, renal pelvis, ureter, and intes-
tine proximal to the transverse colon (4). The most 
frequent indication for celiac plexus neurolysis is pain 
secondary to an upper abdominal malignancy, specifi-
cally pancreatic cancer, although it is also effective for 
pain generated by retroperitoneal tumors or metas-
tases (5).

case RepoRt

A 61-year-old female with history of pancreatic 
cancer, anemia, and abdominal pain was admitted 
for elective neurolytic celiac plexus block under fluo-
roscopic guidance. She underwent gastrojejunostomy 
and a Roux-en-Y hepaticojejunostomy in July of 2007. 
She subsequently received chemotherapy and radia-
tion which was completed in March of 2008. In August 
of 2008 the patient was found to have occult blood in 
her stool. Colonoscopy revealed no pathology. Esoph-
agogastroduodenoscopy (EGD) revealed mild gastritis 
but no evidence of active bleeding. The patient re-
mained stable and no gastrointestinal intervention 
was required. She continued to suffer from significant 
abdominal pain, and elected to undergo palliative 
celiac plexus neurolysis in November of 2008. In the 
month prior to the neurolysis, the patient denied me-
lena or blood in the stool.

The patient underwent celiac plexus neurolysis in 
the operating room. Using a posterior approach, the 
mid-point of L1 was marked. The needle entry point 
was 7 cm to the left of midline and 3 cm inferior to 
the rib cage. The skin entry site was anesthetized with 
1% lidocaine. A 5-inch 22-gauge spinal needle was in-
serted and directed to the left anterior lateral aspect 
of the L1 vertebral body under fluoroscopic guidance.  
Using the same technique, a second needle was then 
placed to the right anterior lateral aspect of the L1 
vertebral body. After negative aspirations for blood, 
4 mL of Omnipaque was injected through each of the 
needles. The contrast spread was visualized in the an-
terior lateral aspect of the vertebral bodies of T11, 
T12, and L1. For diagnostic and prognostic purposes, 
6 mL of 1% lidocaine was injected through each of 
the needles. The patient reported complete resolution 
of her abdominal pain 5 minutes after the injection.  
Five mL of 0.5% bupivacaine containing epinephrine 
1:2000 dilution was then injected to prevent increased 
pain associated with initial alcohol injection. Ten min-
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gastritis but otherwise unremarkable EGD, it is likely 
the inhibition of sympathetic tone resulting from the 
celiac plexus block/neurolysis that potentially opened 
the “floodgates” of unopposed parasympathetic ac-
tivity (9). Unopposed parasympathetic activity allowed 
for increased acid secretion, blood flow, etc., ultimate-
ly resulting in the unmasking of indolent hemorrhagic 
gastritis and duodenitis. Upper GI bleeding may result 
in passage of bright red blood per rectum if there is a 
rapid enteral transit time (10), which likely occurred in 
this case.  

Lillemore et al (6) suggest that significant pain 
relief may be achieved following celiac plexus neu-
rolysis for approximately 3 to 4 months prior to the 
return of severe pain. Another study demonstrated a 
considerable decrease in the need for daily analgesic 
use following celiac plexus neurolysis (7). A prospec-
tive, randomized, double-blind study involving 137 pa-
tients with histologically proven unresectable pancre-
atic cancer showed an increase in survival time in those 
patients who received neurolysis (6). However, another 
double-blind, randomized clinical trial by Wong et al 
(8) revealed no statistically significant differences in 
quality of life and survival time between the neuro-
lytic celiac plexus group and systemic analgesic therapy 
alone. In both studies, the pain relief following celiac 
plexus neurolysis was clearly demonstrated. Bleed-

ing is one of the most severe potential complications 
when this procedure is performed. Therefore, it is im-
perative to screen for patients who are at high risk 
for developing adverse effects from the procedure. 
The findings we present suggest the need for further 
studies to help illustrate the potential for GI bleed fol-
lowing celiac plexus neurolysis.

We report a case of a patient with known history 
of gastritis and duodenitis, who developed severe 
upper GI bleeding immediately following the celiac 
plexus neurolysis. Upper endoscopy and enteroscopy 
within a few hours after the procedure revealed dif-
fuse hemorrhagic gastritis and bleeding requiring 
APC. There are no published reports documenting 
similar cases. It is difficult to offer a precise physiolog-
ic explanation for this complication. We believe that 
in this case it is unlikely that the needles positioned in 
the paravertebral region posterior to the major ves-
sels caused bleeding in the GI tract. We speculate that 
inhibition of sympathetic tone from the celiac plexus 
neurolysis caused increased blood flow to the GI sys-
tem, and this resulted in active bleeding from previ-
ously indolent hemorrhagic gastritis and duodenitis. 
Therefore, it may be beneficial for patients with a his-
tory of gastritis, duodenitis, or GI bleeding to under-
go a careful upper GI evaluation prior to celiac plexus 
neurolysis. 
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