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Introduction

Tuberculosis (TB) is a common disease in 
developing countries. According to a World 
Health Organization (WHO) report, the 
population of the Islamic Republic of Iran 
was 71 208 384 in 2007, with an estimated 
incidence of TB (all cases) of 22/100 000 
population/year [1]. In 1999, the highest 
and lowest TB rates in the provinces of 
the country were 137/100 000 (Sistan va 
Baluchestan) and 10/100 000 (Khorasan) 
respectively [2]. The development of ab-
dominal TB is independent of the pulmo-
nary disease, with a reported incidence of 
co-existing disease varying from 5% to 36% 
[3]. Intra-abdominal TB usually involves 
the liver, spleen, bowel, peritoneum and 
mesenteric lymph nodes. Unusual presenta-
tions of digestive tract TB are more likely in 
immunocompromised patients [4].

Pancreatic TB is an extremely rare 
clinical entity [5]. We report here a case of 
pancreatic TB in a patient who presented 
with a pancreatic mass. To the best of our 
knowledge, the first report from the Islamic 
Republic of Iran.

Case report

A 51-year-old woman was referred to Fi-
roozgar Teaching Hospital in February 2006 

with epigastric pain unrelated to meals, fe-
ver, anorexia and weight loss: she had lost 
3 kg over the previous 2 months. There was 
no history of pulmonary TB and physical 
examination was unremarkable.

Laboratory evaluation revealed an in-
creased erythrocyte sedimentation rate (80 
mm/hr) and alanine aminotransferase (125 
U/L), alkaline phosphatase was elevated 
(650 IU/L), tuberculin skin test with puri-
fied protein derivative 5 units giving an in-
duration of 17 mm, HIV test was negative. 
Serum electrolyte, blood urea nitrogen, cre-
atinine, bilirubin, amylase, lipase and chest 
radiography were all normal. Ultrasound of 
the abdomen revealed a mass in the region 
of the head of the pancreas. Abdominal 
computed tomography with contrast showed 
a heterogeneous mass with necrosis in the 
head and body of the pancreas and peripan-
creatic lymph nodes (Figure 1). The patient 
was referred for endo-ultrasonography and 
fine needle aspiration for a tissue diagnosis. 
This revealed a heterogeneous mass that 
was atypical for a malignancy. Fine needle 
aspiration was performed and revealed in-
flammatory cells with degenerative changes 
but neoplastic malformation could not be 
ruled out. The patient underwent explora-
tory surgery for diagnosis, and a mass with 
necrosis was seen in the head and body 
of the pancreas with multiple nodes seen 
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in peripancreatic and perihepatic regions. 
Biopsies of the pancreas and lymph nodes 
showed inflammatory changes with multi-
ple granuloma and caseous necrosis without 
evidence of malignancy (Figure 2). Staining 
for acid-fast bacilli and fungal organisms 
was negative. Based on these pathologi-
cal findings, a diagnosis of pancreatic TB 
was made and the patient was put on an-
titubercular therapy (isoniazid, rifampin, 
pyrazinamide and ethambutol for 2 months 
followed by isoniazid and rifampin for the 
next 4 months).

On follow-up at 4 months, the patient 
was doing well, the fever and anorexia had 
gone and she had gained weight.

Discussion

Extrapulmonary TB is a diagnostic prob-
lem, especially when an unusual organ such 
as the pancreas is involved [6]. It is biologi-
cally protected from infection by Mycobac-
terium tuberculosis, probably because of the 
presence of pancreatic enzymes. Most cases 
of pancreatic TB arise from contiguous in-

fection from peripancreatic lymph nodes or 
rarely from haematogenous spread [7].

Isolated pancreatic TB is rare in immuno
competent individuals. Auerback reviewed 
1656 autopsies performed on TB patients 
and did not find any cases of isolated TB of 
the pancreas [8]. Bhansali reported no cases 
of pancreatic TB in a series of 300 cases of 
abdominal tuberculosis in India [9]. Xia and 
colleagues reported 16 patients from China 
with TB of the pancreas and peripancreatic 
lymph nodes; the predominant symptoms 
were abdominal pain (75%–100%), ano-
rexia, weight loss (69%), malaise, weakness 
(64%), fever and night sweats (50%) [10]. 
Infrequently, pancreatic TB may present 
as acute pancreatitis with radiographic 
findings of pancreatic enlargement and 
oedema [11,12]. Other unusual presenta-
tions include obstructive jaundice, gas-
trointestinal bleeding, pancreatic abscess, 
chronic pancreatitis, diabetes and splenic 
vein thrombosis [13–18]. Laboratory ab-
normalities include anaemia, lymphocyto-
penia, hypertransaminasaemia and elevated 
alkaline phosphatase in approximately 50% 
of cases [10].

Figure 2 Granulomatous reaction composed 
of epithelioid cells, lymphocytes, Langhans 
giant cells and foci of caseation necrosis. 
Adipose tissue is adjacent to the granuloma.

Figure 1 Abdominal computed tomography 
scan showing lesion in the head of the 
pancreas
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Our patient had no history of TB, her 
chest X-ray was normal, she had no other 
detectable foci of TB and acid-fast staining 
was negative. A culture of the pancreatic 
and lymph node tissue was not performed 
because tuberculosis was not initially 
suspected and the sample was sent to the 
pathology department for identification of 
malignant cells; however, bacteriological 
confirmation has been reported in only half 
of cases with extrapulmonary TB [19]. 

As the clinical and radiographic pres-
entation mimics pancreatic cancer, preop-
erative diagnosis of pancreatic TB is rare. 
Most reported cases have been diagnosed at 
laparotomy, while there have been several 
cases diagnosed by the percutaneous fine-
needle aspiration technique [20]. There is 
little experience in this technique in the 
Islamic Republic of Iran and unfortunately 
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