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ABSTRACT 
Context Isolated pancreatic tuberculosis is a common mimicker of pancreatic malignancy and a common presentation is abdominal 
pain. However, segmental portal hypertension is very uncommon. Case report A case of isolated pancreatic tuberculosis mimicking 
focal pancreatitis and causing segmental portal hypertension is presented. Conclusion A histological or microbiological diagnosis of 
the presence of pancreatic masses is necessary to detect potentially treatable diseases, such as tuberculosis, in endemic countries like 
India. 
 
INTRODUCTION 
 
Pancreatic tuberculosis is very rare and it closely 
resembles a pancreatic malignancy, both clinically and 
radiologically [1]. Therefore, most cases of pancreatic 
tuberculosis have been diagnosed after surgery carried 
out for a suspected malignancy [2]. However, 
improvement in imaging techniques and the resulting 
image-guided interventions have helped us in the 
preoperative diagnosis of pancreatic masses. We 
present a rare case of isolated pancreatic tuberculosis 
that mimicked focal pancreatitis and caused segmental 
portal hypertension. 
 
CASE REPORT 
 
A 40-year-old female presented with abdominal pain of 
three months duration. The pain was located in the 
upper abdomen with radiation to the back. There were 
no exacerbating factors and the pain subsided with the 
ingestion of oral opioids. The patient also complained 
of weight and appetite loss. There was no history of 
alcohol ingestion. Her laboratory studies revealed an 
elevated erythrocyte sedimentation rate (46 mm in first 
hour; reference range: 0-20 mm) and were otherwise 
unremarkable. Serum amylase was 320 IU/L (reference 
range: 0-160 IU/L). A chest radiograph did not reveal 

any abnormality. Ultrasound of the abdomen did not 
reveal any abnormality and the pancreas was obscured 
by the bowel gases. Contrast-enhanced computerized 
tomography (CECT) of the abdomen demonstrated the 
bulky head and body of the pancreas with 
heterogeneous areas of non-enhancement suggestive of 
necrosis and peripancreatic fat stranding (Figure 1). 
The splenic vein was not visualized which was 
suggestive of thrombosis. The CECT findings were 
suggestive of focal pancreatitis involving the head and 
body of the pancreas with splenic vein thrombosis. As 
the patient had no history of severe pain which required 
admission, had ongoing chronic pain with loss of 
weight and appetite and a bulky head and body of the 
pancreas, image-guided fine needle aspiration was 
carried out to exclude a pancreatic malignancy. The 
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Figure 1. Contrast-enhanced computerized tomography (CECT) 
showing the bulky head and body of the pancreas with heterogeneous 
areas of non-enhancement suggestive of necrosis and peripancreatic 
fat stranding. 
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cytological examination of the CT-guided fine needle 
aspiration revealed caseous necrosis. No acid-fast 
bacilli could be demonstrated. The Mantoux test was 
negative. However, a culture of the aspirated material 
demonstrated the growth of Mycobacterium 
tuberculosis. The patient was treated with anti-
tubercular therapy for twelve months (four drugs for 
two months and two drugs for ten months). The patient 
improved with the therapy and was asymptomatic after 
completing two months of therapy. A repeat CECT of 
the abdomen performed after completion of the therapy 
revealed a normal pancreas with no focal lesions 
(Figure 2). The splenic vein was attenuated and 
collaterals were noted at perigastric, perisplenic and 
gastrohepatic locations (Figure 3). No varices were 
noted on upper gastrointestinal endoscopy. After four 
months of follow-up, the patient is asymptomatic. 
 
DISCUSSION 
 
Abdominal tuberculosis includes the infection of 
varying combinations of the intestinal tract, 
peritoneum, lymph nodes and solid organs, such as the 
liver, spleen, and pancreas. Involvement of solid 
abdominal organs is usually seen in association with 
miliary tuberculosis. Isolated abdominal organ 
involvement, especially of the pancreas, is unusual, 
even in the setting of miliary disease (ranging from 2.1 
to 4.7%) [3, 4]. Postmortem analysis of 300 miliary 
tuberculosis patients over twelve years in India did not 
reveal even one with pancreatic involvement [3]. This 
is probably due to the antibacterial effect of the 
pancreatic enzymes [1]. 
Pancreatic tuberculosis usually affects young adults 
having a mean age of approximately 40 years and with 
equal sex distribution. Higher incidences have been 
observed in endemic areas and in the immuno-
compromised population. It has been speculated that 
tubercular involvement of the pancreas might occur as 
a result of direct extension, lymphohematogenous 
dissemination, and reactivation of a previous 
abdominal focus or immune reaction to generalized 
tuberculosis [5, 6]. 

The clinical and radiological findings of pancreatic 
tuberculosis usually mimic pancreatic malignancy as a 
result of common features such as weight loss, 
anorexia, abdominal pain, jaundice and a pancreatic 
mass [2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15]. Both 
tend to occur in the head and uncinate process, 
probably due to the rich dual vascular supply [7]. Other 
rare presentations, such as acute pancreatitis, portal 
hypertension, gastrointestinal bleeding, diabetes 
mellitus and obstructive jaundice have also been 
described in the published literature [2, 8, 9, 10, 11, 12, 
13, 14, 15]. A case report of pancreatic tuberculosis 
presenting as a head mass along with a 
pancreaticobiliary fistula has also been reported [14]. 
The Mantoux test may also be negative because of poor 
nutritional status leading to a weak immune response 
as happened in our case. 
The imaging findings may suggest the possibility of 
tuberculosis, but none of the findings are pathognomic 
for pancreatic tuberculosis. The CT findings include 
hypodense lesions and irregular borders usually in the 
head of the pancreas, diffuse enlargement of the 
pancreas or enlarged peripancreatic lymph nodes. The 
presence of hypodense lymph nodes with rim 
enhancement in the peripancreatic region, ascites 
and/or mural thickening affecting the ileocecal region 
may suggest the possibility of tuberculosis [16]. MRI 
findings of focal pancreatic tuberculosis include a 
sharply delineated mass located in the pancreatic head, 
showing heterogeneous enhancement. These lesions 
usually are hypointense on fat-suppressed T1-weighted 
images and show a mixture of hypo- and hyper-
intensity on T2-weighted images [17]. The common 
bile duct and the pancreatic duct have been reported to 
be normal in patients with pancreatic tuberculosis, even 
if the tuberculous mass is centrally positioned in the 
pancreatic head [17, 18]. This is in contrast to 
pancreatic adenocarcinoma where the pancreatic duct 
is dilated in centrally located tumors in the head region. 
The diffuse form of pancreatic tuberculosis is 
characterized by pancreatic enlargement with 
narrowing of the main pancreatic duct and 

Figure 2. Contrast-enhanced computerized tomography (CECT) of 
the abdomen performed after completion of the therapy showing a
normal pancreas with no focal lesion. 

Figure 3. Contrast-enhanced computerized tomography (CECT) 
showing an attenuated splenic vein and collaterals noted at 
perigastric, perisplenic and gastrohepatic location. 



JOP. J Pancreas (Online) 2010 Jul 5; 11(4):393-395. 

JOP. Journal of the Pancreas - http://www.joplink.net - Vol. 11, No. 4 - July 2010. [ISSN 1590-8577] 395

heterogeneous enhancement [17]. On ERCP, bile 
cytology also shows poor results in diagnosing 
tuberculosis, although it may occasionally help in 
establishing the diagnosis [15, 19]. 
Since there are no clinical, laboratory or radiological 
features which are specific for pancreatic tuberculosis, 
histopathological or cytological as well as 
bacteriological confirmation is necessary for 
establishing the diagnosis of isolated pancreatic 
tuberculosis. Most of the cases in the literature have 
been diagnosed after laparotomy for a suspected 
pancreatic malignancy. Percutaneous imaging or 
endoscopic ultrasound-guided fine needle aspiration of 
the pancreatic lesion have been reported for 
establishing a diagnosis of pancreatic tuberculosis [20, 
21, 22, 23]. Because of the rarity of this disease, there 
are no specific treatment guidelines. The majority of 
cases of pancreatic tuberculosis respond well to 6-12 
months of anti-tubercular therapy and their prognosis is 
good [24]. 
In conclusion, isolated pancreatic tuberculosis is a rare 
entity and can be clinically elusive. Fine needle 
aspiration cytology and definitive biopsy are the 
primary techniques used for reaching a definitive 
diagnosis and avoiding surgery in people living in an 
endemic area who present with pancreatic mass 
lesions. 
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