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Isolated pancreatic tuberculosis (TB) is unusual, but obstruc-
tive jaundice secondary to pancreaticobiliary TB is extremely
rare. The mechanisms by which tuberculosis causes bile duct
obstruction are varied. Here, we describe a patient with pan-
creatic tuberculosis which mimicked pancreatic carcinoma
with biliary obstruction clinically–radiologically.

A 60-year-old woman presented with a history of pro-
gressive jaundice, nausea, vomiting, and weight loss. There
was no prior history of tuberculosis or family history of
contact. Chest X-ray was normal. Abdominal ultrasound
examination revealed an irregular hypoechoic lesion of
3 cm in the pancreatic head with dilation of entire bile duct
system, mild dilated pancreatic duct, and distended gall
bladder. Contrast-enhanced computed tomography (CT)
scan showed a heterogeneous hypodense mass in the pan-
creatic head that cannot be a clear margin from pancreas and

mild dilated pancreatic duct (Fig. 1). In addition, peripancre-
atic peripherally enhancing enlarged necrotic lymph nodes
were seen (Fig. 2).

A preliminary diagnosis of a periampullary carcinoma
was made. Exploratory laparotomy revealed a mass and
multiple peripancreatic lymph nodes. Histological examina-
tion of intraoperative frozen section of nodal biopsies
showed granulomas with giant cells and no evidence of
malignancy. Cholecystectomy and bilioduodenal anastomo-
sis were performed. More lymph nodes and the mass biop-
sies were obtained for specific histological examination.
This confirmed caseous granulomatous inflammation with
abundant acid-fast bacilli on Ziehl–Neelsen staining
(Fig. 3). Specific antituberculosis treatment was started.
Six months later, the patient has no symptoms, neither
jaundice; the CT control shows a complete resolution of
the pancreatic mass (Fig. 4).

Only 32 patients with obstructive jaundice due to isolated
pancreatic tuberculosis have been reported in detail so far
[1–25]. Four mechanisms have been identified [26]: Isolated
TB of the pancreas itself may cause pseudoneoplastic ob-
structive jaundice [1–13], as in our case; it may be second-
ary to TB lymphadenitis causing compression [26–28];
biliary stricture after biliary tuberculosis, mimicking chol-
angiocarcinoma [29–31]; and TB can create a retroperitone-
al mass leading to biliary tree obstruction [32, 33]. Several
studies have reported that common bile duct (CBD) and the
pancreatic duct are usually normal in patients with pancre-
atic tuberculosis, even with a centrally located head mass
[18, 34, 35]. However, in our case, both the ducts were
dilated. A recent study described that pancreatic duct was
dilated in approximately 80% patients of pancreatic adeno-
carcinoma, whereas it was dilated in 17% of patients with
pancreatic tuberculosis [7].
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The most appropriate management of CBD obstruction in
the setting of isolated pancreatic tuberculosis was not
known until recently; the majority of previously reported
patients underwent surgery [1, 3, 15]. Nowadays, the main-
stay of treatment is to administer antituberculosis therapy
when diagnosed via fine needle aspiration cytology or bi-
opsy. Surgical intervention is indicated in cases of localized
pancreatic involvement in which malignancy is highly sus-
pected if symptoms continue after antituberculosis therapy,
for a positive diagnosis, and for relief of obstructive jaun-
dice with biliary bypass to avoid further injury of the liver
[1, 4, 36]. Although percutaneous or endoscopic stenting of
the stricture has also been reported [29, 37], recent studies
have reported that patients with isolated pancreatic tubercu-
losis can be successfully treated with antituberculosis ther-
apy without needing biliary stenting [25].

Isolated pancreatic tuberculosis has higher incidences in
endemic zones and in the immunocompromised population.
The diagnosis of pancreatic TB may be delayed considerably.
There are many common features between pancreatic TB and

malignancy clinically and radiologically; both conditions
have a tendency to occur more commonly in the head and
uncinate process, probably a result of the rich blood supply
[24]. A great spectrum of imaging findings is observed in
pancreatic tuberculosis. On ultrasonography, the pancreas
shows heterogeneity and bulkiness. Intrapancreatic collec-
tions are seen, which are hypoechoic [34]. Computed tomo-
graphic features of pancreatic tuberculosis include hypodense
lesions and irregular borders usually in the head of the pan-
creas, diffuse enlargement of the pancreas similar to that in
acute pancreatitis, or enlarged peripancreatic necrotic lymph
nodes [34].

Isolated pancreatic tuberculosis is a rare disease and
should be considered in the differential diagnosis of a mass
in the head of the pancreas. Obstructive jaundice can be a
rare presentation of pancreatic tuberculosis, as in our case.
Fine needle aspiration cytology or biopsy can be used for
diagnosis without laparotomy and these patients can be
successfully treated with tuberculosis treatment without
needing biliary stenting.

Fig. 2 Peripancreatic peripherally enhancing enlarged lymph nodes
(thick arrow) and dilated common bile duct (long arrow)

Fig. 3 Photomicrograph showing acid-fast bacilli (Ziehl–Neelsen
stain, ×400)

Fig. 4 Contrast-enhanced computerized tomography of the abdomen
performed after completion of the therapy showing a normal pancreas
with no focal lesion

Fig. 1 Contrast-enhanced CT of the abdomen shows a heterogeneous
hypodense mass in the pancreatic head (arrow) and mildly dilated
pancreatic duct (arrowhead)

J Gastrointest Canc (2013) 44:118–120 119



Conflict of Interest The authors declare that they have no conflict of
interest.

References

1. Crowson MC, Perry M, Burden E. Tuberculosis of the pancreas: a
rare cause of obstructive jaundice. Br J Surg. 1984;71(3):239.

2. Abid M, Guirat A, Ayadi L, Mzali R, Ben Amar M, Beyrouti
MI. Pancreatic tuberculosis: a rare cause of pseudoneoplasic
obstructive jaundice. Presse Med. 2009;38(9):e7–10. doi:10.1016/
j.lpm.2008.09.025.

3. Chen CH, Yang CC, Yeh YH, Yang JC, Chou DA. Pancreatic
tuberculosis with obstructive jaundice–a case report. Am J Gastro-
enterol. 1999;94(9):2534–6. doi:10.1111/j.1572-0241.1999.01389.x.

4. Shan YS, Sy ED, Lin PW. Surgical resection of isolated pancreatic
tuberculosis presenting as obstructive jaundice. Pancreas. 2000;21
(1):100–1.

5. Khaniya S, Koirala R, Shakya VC, Adhikary S, Regmi R, Pandey
SR, Agrawal CS. Isolated pancreatic tuberculosis mimicking as
carcinoma: a case report and review of the literature. Cases J.
2010;3:18. doi:10.1186/1757-1626-3-18.

6. Borentain P, Grandval P, Ananian P, Meunier-Carpentier S, Gerolami
R, Escoffier JM, Durand JM, Botta-Fridlund D, Bernardini D.
Pancreatic tuberculosis: an unusual cause of obstructive jaundice
accessible to endoscopic management. Gastroenterol Clin Biol.
2007;31(11):1024–7.

7. Yan CQ, Guo JC, Zhao YP. Diagnosis and management of isolated
pancreatic tuberculosis: experience of 13 cases. Chin Med Sci J.
2007;22(3):152–5.

8. Pandya G, Dixit R, Shelat V, Dixit K, Shah N, Shah K. Obstructive
jaundice: a manifestation of pancreatic tuberculosis. J Indian Med
Assoc. 2007;105(3):133. 136.

9. Felekouras E, Karavokyros IG, Griniatsos J, Kouraklis G, Diamantis
T, Bastounis E. Pancreatic tuberculosis: a medical disease posing
surgical dilemmas. Int Surg. 2006;91(3):168–73.

10. Beaulieu S, Chouillard E, Petit-Jean B, Vitte RL, Eugene C.
Pancreatic tuberculosis: a rare cause of pseudoneoplastic obstruc-
tive jaundice. Gastroenterol Clin Biol. 2004;28(3):295–8.

11. Singh B, Moodley J, Batitang S, Chetty R. Isolated pancreatic tuber-
culosis and obstructive jaundice. S Afr Med J. 2002;92(5):357–9.

12. Babu RD, John V. Pancreatic tuberculosis: case report and review
of the literature. Trop Gastroenterol. 2001;22(4):213–4.

13. Castellano G, Gonzalez-Gamarra A, Blasco A, Gomez-Sanz R,
Solis Herruzo JA. Pancreatic tuberculosis. A rare cause of obstruc-
tive jaundice. Rev Clin Esp. 1992;190(1):46–7.

14. Ibrahim EM, Al-Sohaibani MO, Al-Suleiman SA, Satti MB,
Al-Mulhim FA, Qaddura F. Tuberculosis of the pancreas: a rare cause
of obstructive jaundice and portal hypertension. Trop Gastroenterol.
1987;8(3):167–72.

15. Desai DC, Swaroop VS, Mohandas KM, Borges A, Dhir V, Nagral
A, Jagannath P, Sharma OP. Tuberculosis of the pancreas: report of
three cases. Am J Gastroenterol. 1991;86(6):761–3.

16. Watanapa P, Vathanopas V. Tuberculous pancreatic abscess: a rare
condition mimicking carcinoma. HPB Surg. 1992;5(3):209–11.
discussion 212–203.

17. Varshney S, Johnson CD. Tuberculosis of the pancreas. Postgrad
Med J. 1995;71(839):564–6.

18. Riaz AA, Singh A, Robshaw P, Isla AM. Tuberculosis of the
pancreas diagnosed with needle aspiration. Scand J Infect Dis.
2002;34(4):303–4.

19. Kumar R, Kapoor D, Singh J, Kumar N. Isolated tuberculosis of
the pancreas: a report of two cases and review of the literature.
Trop Gastroenterol. 2003;24(2):76–8.

20. Rolny P, Falk A, Olofsson J. Obstructive jaundice due to isolated
tuberculosis of the pancreas: endoscopic treatment instead of sur-
gery? Endoscopy. 2006;38(1):90–2. doi:10.1055/s-2005-870405.

21. Benkabbou A, El Malki HO, Mohsine R, Ifrine L, Belkouchi A.
Isolated tuberculosis of pancreas and peripancreatic lymph nodes:
diagnostic challenge. Tunis Med. 2009;87(1):89–92.

22. Chakrabarti N, Roy CA, Sinh U, Sah S, Saha C, Mukherjee S,
Boler AK, Mukhopadhyay P. An unusual case of obstructive
jaundice. J Assoc Physicians India. 2010;58:700–2.

23. Gupta P, Guleria S, Agarwal S. Role of endoscopic ultrasound
guided FNAC in diagnosis of pancreatic TB presenting as mass
lesion: a case report and review of literature. Indian J Tuberc.
2011;58(3):120–4.

24. TanKK, ChenK, LiauKH,HoCK. Pancreatic tuberculosis mimicking
pancreatic carcinoma: series of three cases. Eur J Gastroenterol Hep-
atol. 2009;21(11):1317–9. doi:10.1097/MEG.0b013e32832bab73.

25. Rana SS, Bhasin DK, Srinivasan R, Sampath S, Mittal BR, Singh K.
Distinctive endoscopic ultrasound features of isolated pancreatic
tuberculosis and requirements for biliary stenting. Clin Gastroenterol
Hepatol. 2012;10(3):323–5. doi:10.1016/j.cgh.2011.10.018.

26. Colovic R, Grubor N, Jesic R, Micev M, Jovanovic T, Colovic N,
Atkinson HD. Tuberculous lymphadenitis as a cause of obstructive
jaundice: a case report and literature review. World J Gastroenterol.
2008;14(19):3098–100.

27. Armelao F, Barbareschi M, de Pretis G. Tuberculous lymphadeni-
tis: an uncommon cause of obstructive jaundice. Clin Gastroen-
terol Hepatol. 2006;4(8):xxiv. doi:10.1016/j.cgh.2006.02.007.

28. Xia F, Poon RT, Wang SG, Bie P, Huang XQ, Dong JH. Tubercu-
losis of pancreas and peripancreatic lymph nodes in immunocom-
petent patients: experience from China. World J Gastroenterol.
2003;9(6):1361–4.

29. Inal M, Aksungur E, Akgul E, Demirbas O, Oguz M, Erkocak E.
Biliary tuberculosis mimicking cholangiocarcinoma: treatment
with metallic biliary endoprothesis. Am J Gastroenterol. 2000;95
(4):1069–71. doi:10.1111/j.1572-0241.2000.01944.x.

30. Prasad A, Pandey KK. Tuberculous biliary strictures: uncommon
cause of obstructive jaundice. Australas Radiol. 2001;45(3):365–8.

31. Kakar A, Bhalla S, Gupta PS. Obstructive jaundice due to a rare
cause of biliary stricture. J Assoc Physicians India. 2000;48
(12):1219–20.

32. Jazet IM, Perk L, De Roos A, Bolk JH, Arend SM. Obstructive
jaundice and hematemesis: two cases with unusual presentations of
intra-abdominal tuberculosis. Eur J Intern Med. 2004;15(4):259–
61. doi:10.1016/j.ejim.2004.04.004.

33. Tosun S, Tosun A. Imaging of malignancy-suspected pancreatic
involvement of extrapulmonary tuberculosis. Turk J Gastroenterol.
2010;21(1):54–9.

34. Nagar AM, Raut AA, Morani AC, Sanghvi DA, Desai CS, Thapar
VB. Pancreatic tuberculosis: a clinical and imaging review of 32
cases. J Comput Assist Tomogr. 2009;33(1):136–41. doi:10.1097/
RCT.0b013e31816c82bc.

35. De Backer AI, Mortele KJ, Bomans P, De Keulenaer BL,
Vanschoubroeck IJ, Kockx MM. Tuberculosis of the pancreas:
MRI features. AJR Am J Roentgenol. 2005;184(1):50–4.

36. Kok KY, Yapp SK. Tuberculosis of the bile duct: a rare cause of
obstructive jaundice. J Clin Gastroenterol. 1999;29(2):161–4.

37. Lee YJ, Jung SH, HyunWJ, Kim SH, Lee H, Yang HW, Kim A, Cha
SW. A case of obstructive jaundice caused by paradoxical reaction
during antituberculous chemotherapy for abdominal tuberculosis.
Gut Liver. 2009;3(4):338–42. doi:10.5009/gnl.2009.3.4.338.

120 J Gastrointest Canc (2013) 44:118–120

http://dx.doi.org/10.1016/j.lpm.2008.09.025
http://dx.doi.org/10.1016/j.lpm.2008.09.025
http://dx.doi.org/10.1111/j.1572-0241.1999.01389.x
http://dx.doi.org/10.1186/1757-1626-3-18
http://dx.doi.org/10.1055/s-2005-870405
http://dx.doi.org/10.1097/MEG.0b013e32832bab73
http://dx.doi.org/10.1016/j.cgh.2011.10.018
http://dx.doi.org/10.1016/j.cgh.2006.02.007
http://dx.doi.org/10.1111/j.1572-0241.2000.01944.x
http://dx.doi.org/10.1016/j.ejim.2004.04.004
http://dx.doi.org/10.1097/RCT.0b013e31816c82bc
http://dx.doi.org/10.1097/RCT.0b013e31816c82bc
http://dx.doi.org/10.5009/gnl.2009.3.4.338

	Isolated Pancreatic Tuberculosis Mimicking Malignancy and Causing Obstructive Jaundice
	References


