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Primary Pancreatic Tuberculosis Presenting Differently
in an Immunocompetent Host
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Cystic lesions of the pancreas are usually secondary to inflammatory or neoplastic etiologies. In endemic areas,
tuberculosis can rarely cause infectious pancreatitis. Isolated pancreatic tuberculosis is commonly associated
with miliary disease and a compromised immune system. A pancreatic pseudocyst secondary to isolated
pancreatic tuberculosis in an immune-competent patient was diagnosed and managed as follows.

An otherwise healthy 34-year-old woman presented with recurrent pancreatic-type pain and episodic low-grade
pyrexia for a duration of four months. She denied any previous history or contact with tuberculosis. Cross-
sectional imaging showed a large unilocular cystic lesion in the pancreatic neck and body, with surrounding
necrotic lymphadenopathy. Percutaneous fluid aspiration and analysis were unremarkable, and microscopy

was negative for cellular atypia. Staining and culture for bacteria were also inconclusive. Reverse transcriptase
polymerase chain reaction (rt-PCR) for mycobacterial antigen was positive in cyst fluid. Antitubercular therapy
was started, and she had transient symptomatic relief. However, her pain worsened with the onset of fever,
chills, and signs of systemic sepsis. She underwent percutaneous external drainage of the now-formed pancreatic
abscess with an improvement in symptoms. Antitubercular therapy was continued for six months, following
which the patient had complete symptomatic recovery with radiological remission of the pancreatic lesion.

A low-output pancreatic fistula through the drain site was persistent for nearly a year, which was managed
expectantly, and the drain tube was removed. She is doing well at five-year follow-up.

Tuberculosis of the pancreas can present as infectious pancreatitis, pseudocyst masquerading as cystic neoplasm,
and peri-pancreatic abscess. Diagnosis is confirmed by rt-PCR analysis of cyst fluid and managed by medical
and/or radiological intervention. In endemic regions, tell-tale signs of febrile pancreatitis with suspicious cystic
pancreatic lesions and locoregional necrotic lymphadenopathy warrant a high index of suspicion.

infective pancreatitis; pseudocyst; pancreatic abscess; external drainage; non-surgical management

CECT: Contrast-enhanced computed tomography, MRI: Magnetic resonance imaging, MRCP: Magnetic
resonance cholangiopancreatography, MPD: Main pancreatic duct, EUS: Endoscopic ultrasound, CEA:
Carcino-embryonic antigen, re-PCR: Reverse transcriptase polymerase chain reaction, DNA: Deoxyribonucleic
acid, PCD: Percutaneous drain, IPMN: Intraductal papillary mucinous neoplasm
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Case Description

A 34-year-old woman presented with four months history
of recurrent dull aching upper abdominal pain radiating
to the back alongside low-grade episodic pyrexia, mal-
aise, and lethargy. Mild anorexia was present without any
significant weight loss or pancreatic exocrine insufficien-
cy. She had no known medical comorbidities or any past
history or contact with tuberculosis. On examination, she
was moderately built with adequate nutrition and hydra-
tion status. Abdominal examination showed an ill-defined
non-tender lump in the epigastrium, extending into the
umbilical region and under the left costal margin.

On evaluation, routine hemogram and biochemistry were
within normal limits. Serum amylase and lipase were raised
three times beyond normal. Pancreas protocol triphasic
contrast-enhanced computed tomography (CECT) and
contrast-enhanced magnetic resonance imaging (MRI) of
the abdomen with cholangiopancreatography (MRCP)
showed a large unilocular cystic lesion measuring 8.4 x 6.4
cm with non-enhancing thickened walls in the region of
pancreatic neck and body (Figure 1). There was no evi-
dence of calcifications, septations, or mural nodularity.
Pancreatic parenchyma adjoining the cyst was atrophic,
with some normally enhancing pancreas preserved near
uncinate and tail regions. No peripancreatic fat stranding
or post-inflammatory sequelae were noted. The main pan-
creatic duct (MPD) was prominent towards the tail, with

Figure 1. CECT Scan Axial Cuts Showing Large Cystic Lesion in Pancreatic
Neck and Body. Published with Permission

Note. Thickened unenhanced walls and absence of mural nodularity.
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no observed communication with the cyst (Figure 2). Mul-
tiple necrotic periportal and peripancreatic lymphadenop-
athy were also noted. A working diagnosis of pancreatitis,
secondary to suspected cystic neoplasm of the pancreas,
was made.

Figure 2. T2-Weighted MRI Axial Image Showing Cystic Pancreatic Lesion.
Published with Permission

Note. Prominent MPD at tail.

Endoscopic ultrasound (EUS) was performed for better
characterization, which showed a thick-walled unilocu-
lar cyst with no vascularity or mural nodules. Cyst fluid
aspirated was clear, non-viscous, and non-hemorrhagic
with high amylase (6550 U/L) levels. Adenosine deami-
nase (ADA) levels were high (54 IU/L), and carcinoem-
bryonic antigen (CEA) levels were low (3.4 ng/mL).
Fluid cytology showed scant cellularity with no atypical
cells. Gram stain and acid-fast staining of cyst fluid, like
bacterial cultures, were negative. Per institutional proto-
col for fever evaluation, the fluid was further analyzed for
tuberculosis by reverse-transcriptase polymerized chain
reaction (RT-PCR), which was positive for mycobacterial
DNA. Thus, first-line antitubercular therapy was initiat-
ed. Despite an initial symptomatic improvement for two
weeks, she developed intermittent high-grade fever spikes
with chills and worsening abdominal pain. Signs of sys-
temic sepsis soon ensued. She underwent external percuta-
neous drainage (PCD) of the fluid-filled cavity (Figure 3),

draining frank purulent effluent.
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Figure 3. Post-PCD Insertion CECT Scan Axial Cuts, Showing Drain Tube
In Situ Within Cyst Cavity. Published with Permission

Following drainage, symptoms gradually resolved, and her
general condition improved. Serial clinical and radiological
follow-up was performed every month until the end of six
months of antitubercular treatment. CECT showed com-
plete resolution of the pancreatic cystic lesion, with normal
adjacent parenchyma (Figure 4). She, however, developed
a low-output pancreatic fistula through the PCD tube,
with fluid amylase levels >90,000 IU/ L. The patient was
kept on regular follow up during the next year. During the
follow-up, drain output gradually decreased, amylase levels
decreased to <10,000 U/L, and the drain was gradually
withdrawn and removed. The patient was kept on close
surveillance, and she is doing well at five years follow-up.
There is no evidence of pancreatic exocrine insufficiency or
relapse of tuberculosis.

Figure 4. Follow-up CECT at Six Months Antitubercular Therapy, Showing
No Residual Lesion. Published with Permission
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Discussion

Solid organ tuberculosis is predominantly a disease of the
immuno-compromised." In the immune-competent host,
it is usually seen with miliary disease.” About 300 cases
of primary pancreatic tuberculosis have been reported in
world literature. Usual presentation of pancreatic tuber-
culosis is a solid non-homogenous mass or pseudotumor,
often misdiagnosed as pancreatic malignancy. Diagnosis
of pancreatic tuberculosis is usually confirmed on final
histopathology after surgical resection.”® Other varied
presentations have been reported in the literature, namely
masquerading as intraductal papillary mucinous neoplasm
(IPMN),” focal pancreatitis,® and peripancreatic abscess
with necrotic lymphadenopathy.”'® Pancreatic tuberculo-
sis presenting as acute moderately severe pancreatitis with
locoregional complications is rare."

Pancreatic cystic neoplasm was a plausible differential diag-
nosis in our patient. The unilocular cyst in the neck and
body region with thick non-enhancing walls without any
obvious ductal communication was suspicious of muci-
nous cystadenoma or branch-duct IPMN."? However, EUS
and fluid analysis ruled them out due to the serous nature
of aspirate, low mucin, and CEA. Moreover, a cyst-fluid
amylase value >5000U/L greatly favored pseudocyst."

Diagnosis of pancreatic tuberculosis by cyst-fluid micros-
copy and culture has been previously described,”” but
is often inconclusive, as evidenced by our case. A histo-
pathological examination requires subjecting a potentially
benign condition through a morbid procedure.' The fluid
sample obtained by endoscopic or percutaneous approach-
es with rt-PCR has 64% sensitivity for the detection of
tubercular antigen.”'®

Tubercular abscesses usually respond well to standard anti-
tubercular therapy without the frequent need for external
drainage. However, in view of local and systemic sepsis, as
in our case, external drainage is warranted. EUS-guided
internal drainage is not considered prudent for an infected
pseudocyst (previously called pancreatic abscess'), as it is
often unsuccessful due to frequent blockage or ineffective
drainage.'®

Surgery is not routinely indicated in pancreatic tuberculo-
sis. A symptomatic pancreatic mass or asymptomatic lesion
with diagnostic uncertainty is an absolute indication for
resection.”® One report of open necrosectomy and drain-

ACS Case Reviews. 2022;3(8):52-55



ACS Case Reviews in Surgery

Kumar S, Madhavan SM, Masood S

age for pancreatic abscess has been described for pancreatic
tuberculosis.’ The aim of managing pancreatic tuberculo-
sis remains to defer laparotomy, owing to poor healing and
increased morbidity and mortality in these patients.

Conclusion

Primary tuberculosis of the pancreas can present as infec-
tious pancreatitis, pseudocyst masquerading as cystic neo-
plasm, or pancreatic abscess. RT-PCR of cyst-fluid can
confirm the diagnosis with acceptable results. Most cases
can be managed nonoperatively with antitubercular thera-
py; seldom requiring radiological and/or endoscopic inter-
ventions.

Lessons Learned

Febrile pancreatitis with peri-pancreatic fluid collcc:ion
in the presence of multiple necrotic retroperitoneal lymph
nodes should be evaluated for tuberculosis, especially in
the endemic area. There exists a good chance of cure with
non-surgical therapy.
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