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Abstract: Pancreatic tuberculosis is a challenging diagnosise to its rarity. Its presenting features are usually non-

specific. It can appear as a focal lesion mimicking pancreatic carcinoma in many cases and pancreatitis in others. 

Endoscopic ultrasound- guided fine needle aspiration or biopsy may provide a tool for diagnosing a pancreatic lesion. 

However, microbiological confirmation may not always be possible and laparotomy may be required. We report a case of 

a young Moroccan male presented with weight loss and chronic abdominal pain. Computed tomogram scan revealed a 

duodeno-pancreatic lesion and perpancreatic lymph nodes. The diagnosis was confirmed by laparotomy. He responded to 

antituberculous chemotherapy. 
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INTRODUCTION: 

Tuberculosis is a serious health problem 

worldwide. It is a multi-systemic bacterial infection 

caused by different strains of mycobacteria, usually 

Mycobacterium tuberculosis (Cherian, J. V. et al., 

2007). Highest incidence being in most Sab-Saharan 

African countries, South America, Eastern Europe and 

Asia. It occurs in nearly 9.7 million people each year 

worldwide (Floyd, K., & Pantoja, A. 2008). 

Tuberculosis is a potentially systemic disease that can 

affect any organ. In abdominal tuberculosis, ileocaecal 

region is most commonly affected, solid organs get 

involved with tuberculosis (Yokoyama, T. et al., 1999). 

Isolated primary pancreatic and perpancreatic 

tuberculosis is rare even in endemic areas. It presents 

with a wide spectrum of symptoms and mimics a 

number of other diseases. The diagnosis of tuberculosis 

must be kept in mind especially when dialing with 

pancreatic masses. Being a curable disease, every effort 

should be made to arrive at an early diagnosis. 

 

 

 

 

 

 

CASE PRESENTATION: 

Our patient is a 17-year-old Moroccan male 

presented with generalized weakness, decreased 

appetite, weight loss and upper abdominal pain of 6 

month’s duration radiating to the back. He had no past 

history of pulmonary tuberculosis and family history 

was significant for diabetes. Clinical examination was 

unremarkable: there were no lymph nodes in the neck 

and there was no palpable abdominal lump or ascites. 

Haematological investigations, renal and liver function 

tests were normal. He was HIV negative. Abdominal 

CT revealed a narrowing of the 2sd duodenum. The 

common bile duct was dilated at 11 mm. A 2.2 x 1.6-cm 

ill-defined soft tissue mass in the pancreaticoduodenal 

groove between the descending duodenum and the 

pancreatic head was described, associated with local 

enlarged calcified lymph nodes peripancreatic region 

while the rest of the abdomen showed no obvious 

pathology: there were no tubercles in the peritoneum 

and the small and large bowel appeared normal (Figure 

1). 
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Figure 1: Abdominal CT shows an ill-defined soft 

tissue mass in the pancreaticoduodenal groove. 

 

The esophagogastrodudenoscopy showed 

reflux esophagitis with retained food and delayed 

gastric emptying with obstruction at the postbulbar 

duodenum. Barium meal and follow through showed a 

narrowing in the postbulbar duodenum region (figure 

2). There was a high suspicion of pancreatic carcinoma. 

Tumor markers CA 19-9, CEA and AFP were normal. 

Quantiferon gold came back positive and the lymph 

nodule biopsy showed necrotizing granular 

inflammation of tuberculous etiology. Postoperatively 

the patient was started on anti-tuberculous therapy wich 

he tolerated well. 

 

 
Figure 2: Barium tests show a narrowing in the 

postbulbar duodenum region. 

 

DISCUSSION: 

Tuberculosis is one of the most important 

infectious diseases in the world; it’s a systemic disease 

with protean manifestations. The gastrointestinal tract is 

the 6th most common site of extrapulmonary 

involvement for tuberculosis (Sharma, M. P., & Bhatia, 

V. 2004). Isolated primary pancreatic TB is very rare 

even in endemic areas. Because of its rarity, the 

pathogenesis of pancreatic/peripancreatic involvement 

of TB is not yet clear how the infection can only affect 

the pancreas. This low frequency may be due to 

retroperitoneal location of pancreas and pancreatic 

enzyme that appear to confer resistance to invasion of 

Mycobacterium tuberculosis (Knowles, K. F. et al., 

1990; Franco-Paredes, C. et al., 2002; & Porter, A.E. 

1917). literature review was undertaken in PUBMED 

using the terms “pancreas” in combination with 

“tuberculosis” including literature from English and 

other languages; a total of 67 cases have been identified 

in various case reports.  

 

The common presenting features are non-

specific; abdominal pain localized to epigastric region 

is the most common symptom, other includes weight 

loss, anorexia and night sweats (Fan, S. T. et al., 1986). 

Less common symptoms include: cases of obstructive 

jaundice (Chen, C. H. et al., 1999; Pandya, G. et al., 

2007), acute/ chronic pancreatitis (Rana, S. S. et al., 

2010) and upper gastrointestinal haemorrhage due to 

secondary splenic vein thrombosis (Fan, S. T. et al., 

1986). Patient may had or no other forms of 

tuberculosis in the past. Most common location of mass 

in pancreatic tuberculosis is in the head, as in our case, 

followed by body however, occasionally isolated 

involvement of the pancreatic tail has also been 

described (Rao, R. N. et al., 2013). 

 

The vague symptomatology and lack of 

clinical findings therefore make clinical diagnosis of 

pancreatic tuberculosis virtually impossible. Many 

imaging methods like transcutaneous ultra-sound, CT 

scan, MRI and endoscipic ultrasound are used to assess 

pancreatic pathology. Ultra-sound scan is a simple, non-

invasive and available that is usually used as an initial 

diagnostic tool. It may reveal a diffusely enlarged 

pancreas with focal hypoechoic lesions or cystic lesions 

of the pancreas.  CT scan is used to rule out associated 

pathologies and to plan for disease management. It is 

the investigation of choice for pathologies of pancreas 

because of its high sensitivity. CT scan findings include 

hypodense lesions and irregular borders usually in the 

head of the pancreas, diffuse enlargement of the 

pancreas or enlarged peripancreatic lymph nodes 

(Takhtani, D. et al., 1996). On MRI, T1 weighted fat 

suppressed images; pancreatic tuberculosis lesion 

appears hypointense, whereas on T2 weighted images it 

shows heterogeneous signal intensities (De Backer, A. 

I. et al., 2005). 

 

Diagnosing pancreatic tuberculosis is 

challenging due to its nonspecific clinical or 

radiological features. Cytological or histopathological 

as well as bacteriological confirmation is necessary for 

the diagnosis. Ultra-sound, endoscopic ultrasound or 

CT-guided fine needle aspiration cytology (FNAC) may 

provide the diagnosis, especially with the help of an 

expert cytologist experienced in the diagnosis of 

tuberculosis. FNAC is the easiest and non-invasive 

method of diagnosing pancreatic tuberculosis (Chatterji, 

S. et al., 2012). American joint commission on cancer 

recommends EUS-FNAC as the diagnostic modality of 

choice for identifying the etiology of pancreatic masses 

(Kaushik, N. et al., 2006).  This investigation can avoid 
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an unnecessary laparotomy. However, the best way of 

diagnosing tuberculosis is direct histopathological proof 

by taking excisional biopsy. Direct histopathological 

examination by laparotomy should only be done in 

cases imaging and FNAC fail to confirm diagnosis 

(Saluja, S. S. et al., 2007).  

 

Pancreatic tuberculosis is usually difficult to 

diagnose, but once diagnosed, it is potentially curable 

with antituberculous drugs. Directly observed therapy 

multidrugs anti-tuberculous chemotherapy, is usually 

effective (Jaber, B., & Gleckman, R. 1995). Reported 

literature recommends the use of antituberculous drugs 

for 6 -12 months (Nagar, A. M. et al., 2009; Xia, F. et 

al., 2003). The treatment consists of fourfold 

combination: isoniazid (5mg/kg/day), rifampicin 

(10mg/kg/day), pyrazinamide (30mg/kg/day), 

ethambutol (20mg/kg/day) generally for 2 months, 

subsequently isoniazid and rifampicin for 6-12 months. 

Invasive treatments such as surgery and drainage of 

fluid are not necessary most of the times (Meesiri, S. 

2012). 

 

CONCLUSION: 

Tuberculosis shouls be considered in the 

differential diagnosis of an abscure pancreatic mass, 

and the cindition is readily curable. 
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