
Hellenic Journal of Surgery42

A Rare Case of pancreatic tumor
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Abstract
Many patients are diagnosed with pancreatic lesions nowadays. The differential diagnosis of pancreatic lesions 
is broad, including both benign and malignant causes. Endoscopic ultrasound (EUS) is a useful diagnostic tool 
for investigating such lesions, as it offers the advantage of obtaining specimens for histological examination. 
Here, we present a case of a patient with the rare diagnosis of pancreatic tuberculosis.
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Introduction 

The pancreas is a common site of different and vari-
ous lesions. These lesions can be benign such as IPMN 
(Intraductal Papillary Mucinous Neoplasm), autoimmune 
pancreatitis, infections, and others, or malignant, such as 
adenocarcinoma, neuroendocrine carcinomas etc [1-2]. The 
most common causes of infection are viruses (CMV, HSV, 
coxsackie virus, VZV, HIV), bacteria (Legionella, Leptospira, 
Salmonella, Mycoplasma, Brucella, Salmonella Typhi), fungi 
(Aspergillus), parasites (Toxoplasma, Cryptosporidium, 
Ascaris lumbricoides) [1-2]. 

In some cases, benign pancreatic tumors can mimic 
pancreatic cancer, and the diagnosis can only be made 
by obtaining a specimen from the lesion via endoscopic 
ultrasound (EUS) [2]. Pancreatic lesions are now better 
understood and more frequently and accurately diagnosed 
due to Computed Tomography (CT) and Endoscopic Ul-
trasound (EUS) which provides the ability to take biopsies 
through Fine Needle Biopsy (FNB) [2-3]. 

This case report presents a rare case of a pancreatic 
tumor, with a non-specific clinical presentation, which was 
revealed after EUS-FNB to be an unexpected and favorable 
benign outcome, of pancreatic tuberculosis.  

Case Presentation

A 68-year-old male patient with a medical history of 
hypertension and dyslipidemia, with no history of immu-
nosuppression or past tuberculosis infection or suspicious 
travels presented to our endoscopic department to inves-
tigate a pancreatic tumor that was found on a Computed 
Tomography (CT) scan. The initial evaluation of the patient 
and the prescription of the CT imaging was made by the 
GP. The symptoms that lead the patient to the GP were 
fatigue, weight loss (10kg the last 3 months) and mild 
abdominal pain. The clinical examination revealed stable 
vital signs and abdominal examination was unremarkable. 
His complete blood counts, liver function, renal function 
and coagulation profile were within normal limits. Inflam-
mation markers, such as CRP and ESR, were elevated and 
specifically 10.90 mg/dl (Normal Values: 0-3mg/dl) and 
35mm/hr (Normal values: 0-15mm/hr) respectively. Tumor 
markers, such as CEA, PSA, and AFP, were unremarkable 
except for a mild elevation of Ca19-9 which was 44,6 U/
mL (Normal values: 0-37U/ml). 

The CT that he brought showed a mass lesion in the 
head of the pancreas (Figure 1A, 1B) measuring 4.0 x 4.5 
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x 4.1 cm. No other imaging tests have been performed.  
The EUS revealed a hypoechogenic compact mass with 
homogeneous texture and longest diameter approxi-
mately 4cm, which did not infiltrate the main pancreatic 
duct, the common bile duct or important blood vessels. 
The extra-hepatic bile tree was normal. There were no 
lymph nodes near the pancreas or hepatic lesions that 
were suspected of metastasis (at the region that we could 
examine). EUS-FNB performed through the stomach, with a 
22-gauge needle, was performed. Pathology test revealed 
a rare diagnosis and particularly: necrotic granulomatous 
inflammation, composed of central necrotic zone sur-
rounded by epithelioid histiocytes with varied numbers of 
multinucleated giant cells and lymphocytes (Figure 2 and 
3). Finally, Ziehl-Neelsen staining revealed the diagnosis 
of pancreatic tuberculosis (Figure 4A, 4B). 

Discussion

Tuberculosis (TB) is caused by Mycobacterium Tu-
berculosis. Most of Tb cases are pulmonary, 20% are 
extrapulmonary and specifically abdominal TB accounts 
for approximately 10% of cases [4]. Tuberculosis can af-
fect any intra-abdominal organ. The most frequent cite of 

Figure 1 A - B. The yellow arrows show the pancreatic tumor 
that led the patient to EUS-FNB for the final diagnosis. 

Figure 2. Central zone of necrosis.

Figure 3. Epithelioid histiocytes with multinucleated giant cells 
and lymphocytes.

abdominal tuberculosis is the ileocecal region. The other 
organs of the abdomen (liver, spleen, kidney, and pan-
creas) can also be affected by the disease [5]. Pancreatic 
tuberculosis, however, is a very rare type of TB that can 
mimic pancreatic carcinoma. The increase in reported 
cases of pancreatic TB in the last years can be attributed 
to improved imaging techniques such as EUS, which can 
obtain specimens from the pancreatic lesion [6]. EUS 
images can provide a first impression about the type of 
tumor, but biopsy is required for the final diagnosis. The 
clinical symptoms are variable, including abdominal pain, 
jaundice, fatigue, weight loss, fever, anorexia, peripheral 
lymphadenopathy and night sweats [7].

Tuberculosis is still a major health problem worldwide, 
with an estimated of 10 million individuals becoming 
ill in 2018 [7]. In the same year 1.5 million deaths were 
reported because of TB. In developing countries, TB is a 

A

B



A. Kontos, et al

Hellenic Journal of Surgery44

constant problem [8]. The main factors responsible for 
the erection of the global TB epidemic are due to poverty, 
Human immunodeficiency Virus (HIV) infection, and drug 
resistance [8-9]. 

The most common type of Tuberculosis is pulmonary 
TB [7]. The bacilli reach the lungs of patient via droplet 
infection and if the immunity of the body fails to limit 
the infection, bacterial proliferation occurs inside the 
alveolar macrophages [7]. These bacilli migrate to other 
organs. Abdominal TB comprises about 10% of all TB cases 
which include the GI tract, peritoneum, lymph nodes or 
solid organs [5,7]. 

Gastrointestinal Tuberculosis can occur by ingestion 
of contaminated milk or meat. Infection can occur from 
adjacent organs or spread can occur via lymphatics. Pan-
creatic Tb is an extremely rare type of tuberculosis [7]. There 
are three forms of pancreatic TB that have been reported: 
miliary TB, spread from retroperitoneal lymph nodes to 
the pancreas and localized pancreatic TB [10]. The most 
common symptoms include weight loss (75%), anorexia 

Figure 4  A - B. Ziehl-Neelsen stain for Mycobacteria Tuberculosis.

(69%), fever (50%), jaundice (31%) and abdominal pain 
(25%). Pancreatic TB can mimic pancreatic carcinoma. 
The most common site of pancreatic TB is the head of 
the pancreas (~59%) following body (18%) and tail (13%). 
Usually, pancreatic TB presents with the form of mass 
(~80%) [10-11]. 

The imaging features of pancreatic Tb in CT are solitary 
parenchymal lesions (head>body), intra/peri-pancreatic 
collections, pancreatic duct dilatation, enlarged lymph 
nodes, granulomas in liver/spleen/omentum, ileocecal 
and peritoneal involvement and ascites. EUS findings 
include heterogeneous echotexture of the pancreas, 
and hypoechoic collections may be seen in some cases, 
peripancreatic lymphadenopathy and ascites [12]. 

Fine Needle Biopsy through EUS gives us the ability 
to obtain specimen from the pancreatic lesion, so the di-
agnosis is made soon enough to avoid further dilemmas. 
The diagnostic accuracy of EUS-FNA/FNB in pancreatic TB 
is difficult to determine due to the rarity of this entity [11]. 
It has been reported that the success rate of EUS-FNA/
FNB for pancreatic TB ranging from 50-62% [10-11]. The 
pathology test confirms the diagnosis [13]. The common 
pathology findings are granulomas, inflammatory cells 
comprising neutrophils, lymphocytes and macrophages. 
The Ziehl-Neelsen stain for Acid-Fast Bacilli (AFB) showed 
positive results indicating presence of AFB [12-14]. 

The gold standard of treatment of Pancreatic TB in-
cludes anti-tubercular drugs. The duration of treatment 
is six months. The drugs administrated include Rifampic-
in (10mg/kg/day), Isoniazid (5mg/kg/day) Ethambutol 
(20mg/kg/day) and Pyrazinamide (30mg/kg/day). Con-
ventional anti-tubercular treatment is adequate for Pan-
creatic tuberculosis that usually retreats completely [15]. 
Our patient received the standard quadruple therapy 
(Rifampicin, Isoniazid, Ethambutol, Pyrazinamide) and 
after 6 months he responded completely. 

Conclusion 

Pancreatic tuberculosis is a very rare form of abdomi-
nal TB, which still exists even in countries, like Greece, 
that was eliminated. This is a result of the migration from 
epidemic regions of TB. It is important to know that a 
pancreatic tumor is not always carcinoma. The symptoms 
are not specific and high levels of suspicion are needed to 
do the diagnosis. CT is important but the final diagnosis 
depends on pathology examination of the specimen we 
obtain through EUS-FNB. Conventional anti-tubercular 
treatment usually achieves complete response.
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