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Case Report

Pancreatic Tuberculosis. A Case Report
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Abstract

Pancreatic tuberculosis is a rare condition but as a result of increasing migration, tuberculosis is expanding inter-
nationally. We present a case of pancreatic tuberculosis in a 25 years old woman who presented with fever, and
epigastric mass with pain. CT scan finding was compatible with pancreatic abscess, laparoscopic finding showed
caseous materials. Granuloma was found in histology of pancreatic tissue and peri-pancreatic lymph nodes
along with Acid Fast Bacill (AFB). A multi-cystic heterogonous mass with some peri-pancreatic adenopathies on
CT scan imaging may be good evidence for pancreatic tuberculosis diagnosis. Fine Needle Aspiration (FNA) to
confirm a diagnosis of pancreatic tuberculosis may preclude unnecessary laparatomies.
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Introduction

Pancregtic tuberculosis is a rare condition but as a
result of increasing migration, tuberculosis is expand-
ing internationally. Epidemiological, clinica and ra-
diological findings have improved the precision of
diagnosis of pancregtic tuberculosis and therefore,
should be included in the differential diagnosis of
young patients with dinica symptoms and signs of
tuberculosis (fever, weight loss and a developed pan-
credtic lesion) and living in endemic aress.* Pulmo-
nary tuberculosis is a common disease in developing
countries while extrapulmonary tuberculosis is not so
common.* Abdominal tuberculosis is often accom-
panied by enlarged abdominal lymph nodes involving
the ilio-cecal region. Hepatic, splenic, and peritoneal
involvement are less common.®
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Case Report

A 25 year-old woman was admitted with fever, chills,
night-sweating, weight loss, and abdomina pain of
three month duration. There were no significant find-
ings in personal and familial medicd histories and no
known contact with tuberculosis patients. Physical
examination showed an devated temperature
(38.7°C), 6 kilogram weight loss, pallor and a painful
tender mass in the epigastrium with no other abnor-
mal symptoms or signs.

White Blood Cell count was 7700 per mm3 (PMN
73%, Lymphocytes24%); Hb, 10 grs/100 ml; ESR,
91; liver function tests, normd; amylase, lipase, and
LDH, normal; PPD with 16 mm induration and chest
x-ray was normal (Figure 1).

Sonographic imaging of the last month was normal
but showed pancresatic enlargement (Figure 2). Sono-
graphic imaging upon hospitalization showed a non-
homogenic mass of 41x36 millimeters in diameters
located in the pancress. There were no hepatic, splenic,
or biliary duct abnormalities. Ascites was not ob-
served. Spird CT scan with contrast media (oral and
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injected) of hepatic and biliary ducts revealed no ab-
normalities. There was inflammation in the pancresatic
corpus and the head parenchyma, with some non-
homogenous, fluid-filled, and air-filled foci.

There was a high density of peri-pancredtic fat tissue
which expanded to the smdl intestine. Additiondly,
there was compression of the gastric grester curvature
and duodenal C-loop and a small amount of fluid in sub-
hepatic space. Findings aso showed necrotic tissue and
abscess formation (Figure 3). The pancrestic abscess
was draned by lgparatomy (Figure 4) which reveded
adenopathies in the pancregtic and para-aortic aress.
Lymph node biopsy for pathologic investigation was
performed and the pus was sent for Add Fast Badile
(AFB) stain (Figure 5). Pathology reveded granuloma-
tous inflammetion in lymphatic nodes and pancrestic
tissue and some AFB by Kinyoun staining (Figure 6).

The patient was treated with three medications
(isoniazid, rifampicine, and pyrazinamid). She had
no fever in three weeks and was doing wel| thereaf-
ter. Abdominal CT-scan six months later showed
normal pancrestic Size and parenchyma (Figure 7).

Fig 4. Pancreatic abscessin laparotomy.
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Fig 1: Chest X ray of the patient. ~Fig 2: Sonography of the patient.

Pancreatic tuberculosis

Fig 3: CT scan before treatment.

Fig 5: Acid Fast Bacile (AFB) stain.

Fig 6: Granulomatous inflammation in Iymphatic
nodes and pancresti ¢ tissue.

Discussion

Although pulmonery tuberculosis is increesing in en-
demic aress, * pancrestic tuberculosis involving adjacent
lymphatic nodes is very rare. In a report of 300 tubercu-
losis cases by Bhansdli e d. covering a 12 year period,
therewere no pancrestic tubercul osis cases.”
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Fig 7: CT scan after treatment.

In two autopsy reports, pancreatic tuberculosis
was reported in only 2.1% to 4.7% of cases.*>® Pan-
cregtic tuberculosis prevalence is similar in males and
females, with the mean age of fo rty years and it is
more prevaent in North-East Asian countries.”®

More pancregtic tuberculosis cases have been re-
ported in recent years.” The most complete report of
pancregtic tuberculosis includes 42 cases from 1991
to 2001.2 Up to year 2004, 75 cases of pancreatic tu-
berculosis in patients without immunodeficiency were
reported in literature® Till now, 80 cases of pancre-
atic tuberculosis were reported.” The increase in pan-
cregtic tuberculosis cases is atributed to immigration
from tuberculosis endemic regions to non endemic
countries.’ Additionally, there is an association
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between tuberculosis prevalence and HIV infection. It
is recommended that all pancrestic tuberculosis pa-
tients be tested for HIV infection.®*°
Signs and symptoms of pancreatic tuberculosis are as
follows: abdominal pain in 81% of cases, weight loss
in 55%, fever in 36%, vomiting in 19%, jaundice in
17%, and pancregtic mass. Often patients have a high
erythrocyte sedimentation rate (ESR) and 70% of pa-
tients have positive PPD.”®"" Pancreatic mass is the
maost common form of pancregtic tuberculosis (more
than 50% of cases).>*®’ Pancreatic tuberculosis may
presents as acute or chronic pancregtitis, cholestatic
jaundice or may cause porta vein thrombosis,
splenomegaly, thrombocytopenia and ascitis. ™
Radiographic features are non-specific. Sono-
graphic imaging shows hypoecho or heterogenic
masses, and hypodense image on CT-scan. There may
be multicystic lesions on imaging. Presence of athick
margin around the pancregtic lesion is indicative of
pancreatic tuberculosis.®**™®  Peri-pancreatic hypo-
dense lymphatic nodes in adjacent mesentery is evi-
dences of pancretic tuberculosis.® Conclusive diag-
nosis may be by histological investigation, performed
by fine needle aspiration (FNA) or laparatomic bi-
opsy and looking for AFB.” Success rate with FNA
examination is estimated at 50%.°AFB can be seen
only in 20-40% of cases.®’ Interestingly, AFB was
found in histologic slidesin our case, too.
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