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Abstract
Tuberculosis (TB) is an extremely common disease in developing countries. Atypical form of TB involves
immune-compromised patients. Pancreatic involvement of TB is much more a rarity. Here we would like to
present a case of pancreatic TB in an immune-compromised woman. Ultrasound guided Fine Needle Aspiration
(FNA) from the pancreatic mass of young immune-compromised woman was done, and smears were prepared
using May-Grunwald-Giemsa stain and Ziehl-Neelsen stain for acid fast bacilli (AFB). Smears showed loaded
AFB in a necrotic background. A high index of suspicion must be maintained for pancreatic TB in immunocompromised patients who are presenting with mass abdomen, and guided FNA would help in diagnosis.
Key words: Fine Needle Aspiration, Immuno-compromised, Pancreas, Tuberculosis

Introduction
Tuberculosis (TB) is an extremely common disease
in developing countries, though its incidence is
on the rise in western world too. TB of digestive
system involves ileocecal region commonly,
followed by regional lymph nodes. Atypical form of
TB is commonly seen with immunocompromised
patients.1 Pancreatic TB is considered a very rare
clinical entity, although in postmortem studies
pancreatic involvement was seen in 0 to 14% of
deaths from miliary TB.2,3,4
Increased incidence of this entity is related
now to frequency of abdominal tuberculosis in
immunocompromised patients and improvement
in the imaging modalities of pancreas.4
Fine Needle Aspiration Cytology (FNAC) is
a sensitive and rapid method in diagnosing
pancreatic TB. Pancreatic TB should be considered
as a differential diagnosis of a pancreatic mass
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in immunocompromised patients and most
patients have good response to anti-tuberculosis
treatment.
Case Report
A 35 year old female patient, retro viral (HIV)
positive, presented to the outpatient department
with complaints of fever on and off since one month,
pain abdomen of twenty days duration and mass
per abdomen noticed four days back. The patient
underwent ultrasonographic (USG) examination
of abdomen. USG revealed a well circumscribed
irregular cystic lesion containing anechoic fluid and
internal debris in head and the body of pancreas
and extending outside. Subsequently the patient
underwent Computerized Tomography (CT) scan,
which revealed a hypodense lesion in the head
and body of pancreas (Fig. 1).

Fig.1. Axial CT of upper abdomen with oral contrast
and without IV contrast reveals enlargement of head
and body of pancreas with an ill-defined hypodense
lesion.
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Differential diagnosis such as cystic neoplasm of
pancreas, pseudo-cyst of pancreas, and pancreatic
abscess were considered. USG guided FNAC was
performed under strict aseptic conditions using
an 18 gauge spinal needle. The aspirate revealed
frank, thick pus, and the material was smeared on
slides and stained with May-Grunwald-Giemsa
(MGG) stain, and Ziehl-Neelsen (ZN) stain for acid
fast bacilli (AFB). The smear showed degenerative
/ necrotic background loaded with acid fast bacilli
on ZN stain (Fig. 2).

tuberculosis has been found to be negative.11 Very
few are diagnosed by FNAC.
Conclusion
A high index of suspicion must be maintained for
pancreatic TB in immunocompromised patients
who are presenting with mass abdomen or
hypodense lymph nodes in peri-pancreatic region.
When diagnosis is suspected, a detailed screening
for TB and image-guided FNAC of pancreatic
lesion can confirm the diagnosis and unnecessary
explorative laparotomy or pancreatic resection can
be avoided.
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Fig. 2. Loaded with acid-fast bacilli (pink rod-like
structures) on Ziehl-Neelsen stain (100x)

Discussion
Tuberculosis (TB) in its extra-pulmonary form
rarely affects pancreas, because it is biologically
protected from Mycobacterium tuberculosis bacilli
due to presence of pancreatic enzymes.5 Most of
the medical literature on this rare disease is limited
to case reports or small case series. Most cases
of pancreatic TB arise from contiguous infection
from peripancreatic lymph nodes or directly from
hematogenous spread or reactivation of previous
abdominal TB.6.7 Clinical features of TB are
nonspecific. A meta-analysis of twelve published
reports by Lo et al,8 listed constitutional symptoms
like weight loss, fever, malaise, night sweats,
epigastric pain, nausea, diarrhea and obstructive
jaundice as the most common symptoms. CT scan
may demonstrate focal hypodense lesion, diffuse
enlargement of pancreas, but none of them are
pathognomonic of TB. Ring enhancement or low
density areas within enlarged lymph nodes should
make one suspect TB lymph nodes.9 Percutaneous
image guided FNAC of suspected lesions might
suggest the diagnosis of TB, there by obviating
the need for diagnostic laparotomy or pancreatic
resection.6,10 In almost half of the patients with
extra-pulmonary tuberculosis, ZN staining for
AFB and prolonged culture for mycobacterium
34

1.

Varshney S, Johnson CD. Tuberculosis of Pancreas.
Postgrad Med J. 1995 Sep;71(839):564-6.

2.

Auerbach O. Acute generalized miliary Tuberculosis. Am
J Pathol. 1944;20:121-36.

3.

Bhansali S K. Abdominal Tuberculosis, Experience with
300 cases. Am J Gastroenterol. 1977 Apr;67(4):324-37.

4.

Pombo F, Díaz Candamio MJ, Rodriguez E, Pombo
S. Pancreatic Tuberculosis CT Findings. Abdom
Imaging. 1998 Jul-Aug;23(4):394-7.

5.

Franco-Paredes C, Leonard M, Jurado R, Blumberg
HM, Smith RM. Tuberculosis of Pancreas. Report
of two cases and review of literature. Am J Med Sci.
2002:323:54-8.

6.

Stambler JB, Klibaner MI, Bliss CM, Lamart JT.
Tuberculous abscess of pancreas, Gastroenterology
1982;82:922-5.

7.

Stock KP, Riemann JF, Stadler W, Rosch W. Tuberculosis
of pancreas. Endoscopy 1981;13:178-80.

8.

Lo SF, Ahchong AK, Tang CN, Yip AW. Pancreatic
Tuberculosis: Case Reports and review of literature. J R
Coll Surg Edinb. 1998;43:65-8.

9.

Hulnick DH, Megibow AJ, Naidich DP , Hilton S, Cho KC,
Balthazar EJ. Abdominal Tuberculosis. CT Evaluations
Radiology 1985;157:199-204.

10. Pandita KK, Sarla, Dogra S. Isolated pancreatic
tuberculosis. Indian J Med Microbiol. 2009 JulSep;27(3):259-60.
11. Farer LS, Lowell AM, Meador MD. Extrapulmonary TB in
United states Am J Epidemiolo. 1979; 109:205-17.

Journal of Basic and Clinical Research 2015; 2(1) : 33-34

