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INTRODUCTION 

Tuberculosis (TB) is a multi-system bacterial infection 

caused by different strains of mycobacteria, mostly 

Mycobacterium Tuberculosis (MTB). It affects nearly 9.7 

million people annually in endemic areas.1 Apart from 

pulmonary TB, extra pulmonary TB accounts for 10-30% 

of all cases in immunocompetent individuals.2 Pancreatic 

TB is an extremely rare entity in immunocompetent as well 

as in immunocompromised hosts.3 Pancreatic tuberculosis 

is found in 2 to 4.7% of autopsied patients.4 It happens on 

the background of miliary TB or Disseminated TB, but it 

can be presented as isolated pancreatic tuberculosis.1 The 

clinical presentation makes its diagnosis a challenge for 

health care professionals. It may be confused with chronic 

pancreatitis, pancreatic cysts and sometimes with 

pancreatic neoplasms.5 The definitive diagnosis 

necessitates histopathological and bacteriological 

confirmation. 

Here we present a case of isolated pancreatic TB, 

presented with obstructive jaundice due to pancreatic 

lesion, impersonating pancreatic neoplasm. Endoscopic 

ultrasound (EUS) guided fine needle aspiration (FNA) 

biopsy was used to obtain definitive diagnosis. Patient was 

treated with standard anti-tubercular therapy and showed 

promising improvement of symptoms. 

CASE REPORT 

A 36-year-old male patient presented to us in August 2016 

through outpatient clinic with a one-month history of 

central abdominal pain, along with yellowish discoloration 

of skin and sclera. He also gave history of dark colored 

urine and clay-colored stools in the absence of pruritus. 

These symptoms were persistent and became worse with 

time. In addition, patient also had low-grade fever, nausea, 

and undocumented weight loss. His past medical history 

was unremarkable. But there was strong evidence of 

positive family history for Pulmonary TB in first degree 

relatives. On examination, patient was deeply jaundiced. 
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Mild tenderness in epigastrium was appreciated on deep 

palpation, but there was no palpable mass or 

visceromegaly. Rest of the systemic examination was 

unremarkable. 

 

Figure 1: CECT abdomen showing dilated 

intrahepatic biliary channels. 

 

Figure 2: Pancreatic head mass with peripancreatic 

lymphadenopathy on contrast enhanced CT abdomen. 

Diagnostic workup was done after admitting the patient at 

a specialized tertiary care facility. Blood complete picture 

showed leukocytosis - 33,020/mm3, Sr. Bilirubin 38.3 

mg/dL, Alanine transaminase (ALT) 57 U/L, Gamma-

glutamyltransferase (GGT) 54 U/L and Alkaline 

phosphatase 328 U/L. Ultrasound abdomen revealed 

dilated common bile duct and a 2.5×1.7 cm hypoechoic 

mass arising from the head of pancreas. Contrast enhanced 

computed tomography (CECT) abdomen identified a 

growth arising from pancreatic head with peripancreatic 

lymphadenopathy. Endoscopic ultrasound confirmed a 

2.2×1.3 cm hyperechoic irregular mass with internal cystic 

areas arising from head and neck of the pancreas and 

peripancreatic lymphadenopathy. EUS guided FNA report 

was concordant with Pancreatic Tuberculosis. A double 

pigtail stent was placed on endoscopic retrograde 

cholangiopancreatography (ERCP) and free flow of bile 

was established. 

 A standard four (4) drug anti-tuberculosis therapy was 

started for a period of 4 months, followed by Isoniazid and 

Rifampicin for 6 months. Patient showed gradual 

improvement in his condition. He was discharged in a 

stable condition with regular follow up. Previously placed 

stent was removed after three months. 

DISCUSSION 

Worldwide, tuberculosis is one of the top 10 causes of 

death and the leading cause from a single infectious agent 

(above HIV/AIDS).6 According to World Health 

Organization (WHO) recent statistics, an estimated 10 

million people are acquiring TB worldwide annually, and 

a total of 1.5 million people are dying each year.7 Pakistan 

is ranked 5th among high burden countries worldwide and 

accounts for 61% of the TB burden in WHO Eastern 

Mediterranean Region. In Pakistan, about 510,000 cases 

are emerging each year. Among these, approximately 

15,000 are drug resistant strains of tuberculosis.8 

 Tuberculosis can involve any part of the human body, but 

lungs remain the commonest foci (75%).4 Gastrointestinal 

tract is forming 6th most predilection site for TB.9 Isolated 

pancreatic TB is a rare condition even in countries with a 

high prevalence of TB. First case of isolated pancreatic TB 

was reported in 1944.10  

 Pancreas is a retroperitoneal organ, overlapped with other 

abdominal organs, hence protected. An additional 

protection is provided by various pancreatic enzymes such 

as deoxyribonucleases and lipases, due to their 

antimicrobial effects.11 

Nonetheless, there are various possible routes and 

mechanisms through which MTB infection can be 

transmitted to pancreas. These include hematogenous 

spread in case of miliary TB and lymph nodes, such as 

celiac and other retroperitoneal lymph nodes.9,12,13 Loss of 

exocrine function of pancreas, making it vulnerable to 

infections and ingestion of contaminated food with 

Mycobacterium tuberculosis are other possible routes.9 

A diverse spectrum of presentation can be seen in case of 

isolated pancreatic TB, making it a diagnostic challenge. It 

can be presented in the form of abdominal pain, fever, 

night sweats, anorexia/weight loss, malaise to a 

mechanically obstructing lesion causing obstructive 

jaundice14 where it masquerades as pancreatic 

inflammatory conditions such as pancreatitis and cysts or 

even misdiagnosed as pancreatic neoplasm.9,10 Various 

case reports have shown that pancreatic TB has a male 

predominance and 36-56 year age group is affected the 

most as compared to the true pancreatic malignancies 

which are more common in old age.15 There is also enough 

evidence regarding positive past medical or family history 

of tuberculosis in patients who acquired isolated 

pancreatic TB later in their life due to latent infection with 

MTB. In addition, majority of case are residents of 

endemic areas where prevalence of pulmonary TB is 

high.2,6 

Head of pancreas is the most affected site of pancreatic 

tuberculosis where it forms solitary or multiple lesions 
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with multiple cystic components.12 Pancreatic 

adenocarcinoma, cystadenocarcinoma, solid 

pseudopapillary neoplasm and cystic neuroendocrine 

tumors are the main differential diagnosis of isolated 

pancreatic TB due to its solid cystic masses.16 

Definitive diagnosis of isolated pancreatic Tuberculosis 

requires radiologic and histopathologic evidence. 

Ultrasound and Computed topography (CT scan) are the 

first line imaging modalities but none of these can 

differentiate between pancreatic tuberculous lesion and 

rest of the pancreatic tumors.17 Multiple reasons are 

attributed to it. Same density of pancreatic mass and other 

abdominal viscera, presence of gas and fluid in abdominal 

cavity and gut peristalsis are some of the influencing 

factors.9 On CECT abdomen, ringed enhancement masses 

with low densities and calcifications can be appreciated in 

case of pancreatic TB.15 On T1-weighted fat suppressed 

magnetic resonance imaging (MRI), tubercular lesion 

appears hypointense.7 On T2-weighted images, a mixture 

of hypo- or hyperintensity is shown by pancreatic 

tubercular lesions.11 Positron emission tomography–

computed tomography (PET-CT) can be used for 

assistance in making diagnosis but is usually performed to 

identify metastasis all over the body in case of 

malignancies.10 Traditional method of obtaining diagnosis 

for pancreatic tuberculosis was tissue biopsy taken during 

surgery. About 45-86% patients with pancreatic 

tuberculosis were diagnosed after surgery based upon 

histopathology of the tissue collected intra operatively.16 

Endoscopic ultrasound is believed to be a useful diagnostic 

technique for assessing the pancreato-biliary system. It is 

helpful in determining the size and location of pancreatic 

lesion, lymphadenopathy, dilatation of ducts and vascular 

involvement. The sample obtained on EUS is used for 

microbiological and cytological evaluation.15 EUS guided 

FNA is the most sensitive and specific modality for 

determining the etiology of pancreatic lesions.17 It gives 

76% diagnostic accuracy as compared to percutaneous 

FNA in identifying unknown pancreatic lesions. 

Consequently, a major surgery can be avoided in case of 

pancreatic tuberculosis.18  

 Conclusive diagnosis can be formed only after 

appreciating caseating granulomas, acid fast bacilli on 

Ziehl–Neelsen staining.16 Polymerase Chain Reaction 

(PCR)-based assay of biopsy specimen can demonstrate 

Mycobacterium Tuberculosis for further confirmation. It is 

highly specific and gives positive results when other 

staining methods and cultures have failed making 

definitive diagnosis.19 

Treatment of isolated pancreatic tuberculosis is based 

upon standard four (4) Anti-Tubercular drugs regimen 

which includes isoniazid, rifampicin, ethambutol and 

pyrazinamide for a period of 6 to 12 months, depending 

upon the response of the patient to drug therapy as well as 

improvement in general well-being.2,17 In patients with 

larger pancreatic tubercular lesions and those with 

persistent symptoms despite ATT, other minimally 

invasive procedures should be considered such as biliary 

stenting, endoscopic internal drainage and percutaneous 

catheter drainage.15,20  

Follow up entails a detailed history and clinical 

examination, liver function tests and imaging with CT scan 

to look for resolution of the disease and to rule out rare 

possibility of coexisting pancreatic malignancy.15,17,19  

Delay in diagnosis of pancreatic TB is associated with a 

mortality rate of 10.8%.15 Nonetheless, the disease 

responds effectively to anti tuberculosis medication.16 

CONCLUSION 

Isolated Pancreatic Tuberculosis is an exceedingly rare 

condition. It is frequently confused with pancreatic 

malignancy because of its similar clinical presentation and 

radiological findings. Endoscopic ultrasound with fine-

needle aspiration (EUS-FNA) proved to be a valuable 

diagnostic tool and prevents unnecessary surgical 

procedures. Conservative management with Anti 

tubercular therapy (ATT) is sufficient in alleviating 

symptoms of the disease.  
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