
Abstract
Endoscopic ultrasonography guided fine needle

aspiration is a useful diagnostic aid in evaluation of cystic
pancreatic mass. We report our patient with pancreatic
tuberculous abscess who presented with pyrexia, and was
found to have cystic pancreatic mass on CT scan. Pancreatic
tuberculous abscess was diagnosed with the help of
endoscopic ultrasound (EUS)-guided fine needle aspiration
cytology (FNAC), thereby obviating the necessity for
surgery.

Introduction
Pancreatic tuberculosis was first reported in the

literature in 1966.1 Being rare and often presenting with
non-specific symptoms and/or an incidental abdominal
mass that is detected on radiological imaging, it poses a
great diagnostic challenge to clinicians. We report a case of
pancreatic tuberculous abscess diagnosed with the help of
endoscopic ultrasound (EUS)-guided fine needle aspiration
cytology (FNAC). 

Case Report
A 76-years old Chinese lady was admitted to our

hospital with a four-week history of fever. She had a
background history of pulmonary tuberculosis treated for 9
months thirty years ago. Upon admission, she complained
of a vague epigastric pain that was non-radiating and not
related to the intake of food. Apart from a fever of 38°C,
physical examination was unremarkable. Investigations
included a high white cell count of 18x0.5x109/L with
polymorph neutrophilia, an elevated erythrocyte
sedimentation rate (146mm/hr), a raised C-reactive protein
(13.7mg/dl, normal 0- 1.0mg/dl), and an increased
procalcitonin level (90.65 unit, normal 0-0.50). Her liver
function tests and serum amylase were within normal limits.
There was no pathogen detected on urine and blood
cultures. Her chest X-ray showed right upper lobe apical
fibrosis that was compatible with her past history of
pulmonary tuberculosis. In view of the presence of
persistent fever with abdominal pain and the absence of a
definite source of sepsis, a CT scan of the abdomen was
done. It showed a multiseptated cystic mass in the head of
pancreas that encased the common hepatic artery. The porta-

hepatis and left para-aortic lymph nodes were enlarged.
Based on these findings, differential diagnoses of a cystic
pancreatic tumour and a pancreatic abscess were made. The
option of surgery was entertained. However, in view of the
clinical picture favouring sepsis, and the patient's high
operative risk, EUS with view to FNAC was performed to
further define the mass and ascertain the diagnosis. EUS
showed a 3cm x 2cm septated cystic mass in the head of
pancreas with a normal main pancreatic duct and a normal
common bile duct (Figure-1). There was no distinct
interface between the mass and the portal vein and superior
mesenteric vein. Multiple enlarged lymph nodes were seen
adjacent to the mass. Under antibiotic cover, EUS-guided
FNA of the mass was done and this revealed pus, which was
confirmed to be copious polymorphs on staining.
Microscopic examination of the aspirated material showed
abundant necrosis and groups of epithelioid cells, but
Langhans' giant cells were not present. However, occasional
acid-fast bacilli were seen in the cellblock material retrieved
from the needle washings (Figure-2). Material aspirated
from a contiguous pancreatic lymph node showed a
polymorph neutrophil infiltration. A diagnosis of pancreatic
tuberculous abscess was made. The patient was promptly
started on anti-tuberculosis therapy comprising isoniazid,
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Figure-1.



rifampicin, and pyrazinamide with rapid improvement of
her symptoms. On review 6 months later, she was well with
no fever and was free of abdominal pain.

Discussion
Tuberculosis is most commonly diagnosed as a

pulmonary disease. Pancreatic involvement is extremely
rare. Pancreatic tuberculosis has been known to occur as an
isolated entity or as part of a disseminated disease.2 Such
reports emerge mostly from areas endemic in tuberculosis,
e.g., developing countries in Asia. However, in recent years,
developed countries too have reported this disease in
immuno-compromised individuals due to the human
immunodeficiency virus infection and other
immunodeficiency states such as after liver and renal
transplants.3 Pancreatic tuberculosis can present with a wide
spectrum of symptoms, the most common being abdominal
pain; others include gastrointestinal tract bleeding,4 diabetes
mellitus,5 splenic vein thrombosis,6 and pancreatic abscess.7
In the case of pancreatic abscess, it can present as a
pancreatic mass mimicking a cystic tumour of the
pancreas,8 as was seen in our patient. The diagnosis of
pancreatic tuberculous abscess is hard to establish. Blood
investigations are not very helpful since inflammatory
markers can be raised in malignancy as well. In cases with
isolated pancreatic tuberculosis, chest X-ray may be normal
or shows evidence of previous infection, which is a
common but unhelpful finding in areas where tuberculosis
is endemic. Indeed, scarring was noted in the right apical
zone of one of our patient's chest X-ray, but this did not raise
suspicion of the diagnosis since such findings are relatively
common among the older population of our country. On
imaging there are no distinctive features to differentiate
between cystic pancreatic neoplasm and pancreatic
tuberculosis. Takhtani et al reported radiological features of
pancreatic tuberculosis in a series of three patients.9 Both

ultrasound and computed tomography revealed a diffusely
enlarged pancreas with focal hypoechoic and hypodense
lesions, respectively. In addition, one patient had a large
pancreatic cyst with internal echoes on ultrasonography.
Associated findings included peripancreatic and mesenteric
lymph nodes, bowel wall thickening at the ileocecal
junction, focal hepatic or splenic lesions, splenic vein
thrombosis, and ascites. They concluded pancreatic
tuberculosis should be considered in the differential
diagnosis of focal pancreatic lesions, especially if
associated with ancillary findings such as enlarged nodes in
the peripancreatic region or in the mesentery in patients
presenting with longstanding fever and abdominal pain.9 In
view of the non-specific and variable clinical presentation
and atypical radiological signs, pancreatic tuberculosis is
sometimes diagnosed in retrospect on laparotomy or after
resection of suspicious pancreatic lesions. There are also
case reports of diagnosis being based on finding of acid-fast
bacilli after transabdominal image guided FNAC for
inoperable and suspected cystic tumours.10 However, the
diagnostic accuracy of the transabdominal approach is
limited by the ability of these imaging modalities to clearly
visualize the pancreatic lesion, and the technical difficulties
associated with percutaneous aspiration of such a lesion.
EUS-FNA of primary and metastatic pancreatic neoplasms
have already been well described. We report here the use of
EUS-FNA for the diagnosis of pancreatic tuberculous
abscess. For our patients, we chose to use EUS because it
gave the added advantage of being able to further
characterize the mass in terms of resectability should the
need arise to resect the lesion if it turned out to be a tumour.
Above all EUS-FNA is a safe, quick, radiation-free, and
relatively painless way of obtaining tissue for staining,
cytology and culture. It may become the standard of care
test in atypical cases with cystic pancreatic lesions where
tissue is needed to resolve a diagnostic dilemma. In our
institution a cytotechnologist is in attendance during image
guided FNAC to make smears for instant examination to
ascertain specimen adequacy, thus helping to restrict the
number of aspiration passes to the minimum. A
cytotechnologist also facilitates the harvesting of potentially
useful diagnostic material that may be discarded such as
blood clot and needle rinsings. This material can be used to
make cellblocks, which are excellent for ancillary tests such
as special stains or immunostaining. In our case the
cellblock sections contained the all important acid-fast
bacilli that helped clinch the diagnosis and graphically
demonstrates the useful role of the cytotechnologist during
FNAC. The logical approach to treating pancreatic
tuberculosis is by anti-tuberculosis medications. Our patient
responded very well to the anti- tuberculosis therapy and the
lesion was found to have subsided on follow-up. The role of
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surgery in patients with pancreatic tuberculosis is very
limited. However, prognosis is good even after surgical
resection provided this is later followed by anti-tuberculosis
therapy. The use of EUS-FNA for investigating cystic
pancreatic lesions of unknown etiology that were later
confirmed to be isolated pancreatic tuberculosis have
recently been reported in 2 case reports.11,12 These reports
also highlight the importance of high level of clinical
suspicion followed by a EUS_FNAC diagnosis in order to
avoid unnecessary surgical intervention. In summary, this
report describes our patient with pancreatic tuberculous
abscess diagnosed by EUS guided FNA, who was treated
successfully with anti- tuberculosis pharmacotherapy, thus
avoiding unnecessary surgery. We hope that the sharing of
our experience will encourage others to consider this
differential diagnosis as the threat of a resurgence of
tuberculosis due to the human immunodeficiency virus
infection looms ahead. 
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