
INTRODUCTION

Tuberculosis is a common illness in developing co-
untries. Although the involvement of liver, spleen,
bowel and mesenteric lymph nodes is common in
miliary tuberculosis, peripancreatic lymph node
involvement is extremely rare (1). Its occurrence
may pose a diagnostic problem in differentiating it
from a carcinoma of the pancreas and pancreatitis
(2). There are three spread mechanisms for extra-
pulmonary tuberculosis. The first is hematogeno-
us, which accounts for the majority of cases. The
second is infectious secretions via the respiratory
and gastrointestinal tract. The third is by direct
spread from a pulmonary or extrapulmonary site
(3). Abdominal tuberculous lymphadenitis usually
produces minimal symptoms even with advanced
disease. Peripancreatic tuberculous lymphadeni-
tis is rarely seen in the English literature (4). The
clinical and laboratory findings may be non-speci-

fic, resulting in delay in diagnosis. It may be diag-
nosed by percutaneous needle biopsy under ultra-
sound (US) or computerized tomography (CT) gu-
idance (5).

In this paper, we report a case of peripancreatic
tuberculous lymphadenitis in a patient with nons-
pecific abdominal discomfort; mass resection pro-
cedure was necessary for correct diagnosis.

CASE REPORT

A 28-year-old female was admitted with a one-ye-
ar history of epigastric pain associated with weak-
ness. Other family members had no health prob-
lems. On physical examination, she was in no dist-
ress except abdominal tenderness with deep pal-
pation. Blood analysis was normal except for low
hemoglobin rate (8 g/dl). Urinalysis was normal.
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Tüberküloz hastal›¤›nda peripankreatik lenf nodu tutulumu ol-
dukça nadirdir. Bu çal›flmada literatür eflli¤inde peripankre-
atik tüberküloz lenfadenitli bir olgu sunulmufltur. Yirmisekiz
yafl›nda kad›n hasta, epigastrik bölgede a¤r›, halsizlik ve yor-
gunluk flikayetleriyle baflvurdu. Ultrasonografi ve bilgisayarl›
tomografisinde, pankreas bafl k›sm›nda, ekstrapankreatik uza-
n›m gösteren kitle görüldü. Ameliyat edilen olguda, pankreas
kapsülüne yap›fl›k bir kitle tesbit edildi. Total olarak ç›kar›lan
kitlenin histopatolojik de¤erlendirmesinde tuberkuloz lenfade-
nit bulundu. Olgu 1 y›ll›k antitüberküloz tedaviye al›nd›.
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Peripancreatic tuberculosis involving the lymph node is rarely
seen. In this paper, a case is presented and the literature revi-
ewed. A 28-year-old woman was admitted to the hospital beca-
use of pain in the epigastric region, weakness and malaise. Ult-
rasound and computed tomography scan revealed a mass near
the head of the pancreas. The patient was explored for diagno-
sis. A peripancreatic mass was found adherent to the pancreatic
capsule and the frozen section of the mass was reported as
lymphadenopathy. The mass was resected totally. Histopatholo-
gically, the diagnosis was peripancreatic tuberculous lympha-
denitis. She was prescribed antituberculous drugs for one year.
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Sedimentation rate was 15 mm/hour. The chest ro-
entgenogram was interpreted as normal. US exa-
mination revealed a mass 15x10 mm located near
the head of the pancreas. CT demonstrated an ext-
rapancreatic tumor of the same size. Needle biopsy
with CT guidance was performed for diagnosis.
Histopathological examination of aspirate revealed
a benign cytology. The patient was followed for one
year, at which time she returned to our surgery cli-
nic with a mass 32x25 mm in size on the magnetic
resonance (MR) imaging (Figure 1). During the fol-
low-up period, she had not experienced any gast-
rointestinal disorder. Doppler US showed no ab-
normal findings. This patient was diagnosed as
having peripancreatic tumor and underwent sur-
gery. Abdominal laparotomy revealed a capsula-
ted tumor (32x20 mm) adherent to the head of the
pancreas and minimally replacing the pancreatic
gland. The mass was excised totally. Histopatholo-
gical examination confirmed that the lesion was a

granulomatous lymphadenitis. Microscopically,
granulomas were seen in the lymph node. Normal
follicles were seen only under the capsule. There
was caseous necrosis at the center of the granulo-
mas. Some of the granulomas were surrounded by
histiocytes and Langhans giants cells (Figure 2).
Acid fast bacilli were not demonstrated. Antitu-
berculous treatment for the patient was begun fol-
lowing consultation with the pulmonologist. A
one-year follow up has been uneventful.

DISCUSSION

Tuberculosis of the peripancreatic lymph node is
rarely seen. In countries with high endemicity for
tuberculosis it is more widespread than in develo-
ped countries and it remains a clinical diagnostic
problem (1, 2). Focal peripancreatic involvement is
even a rarer situation, which may mimic a carci-
noma of the pancreas or acute or chronic pancre-
atitis or present with biliary obstruction (1, 6).
Even at laparotomy, the peripancreatic mass with
lymphadenopathy resembled a carcinoma of the
pancreas (3).

Most patients with peripancreatic tuberculous
lymphadenitis have no specific symptoms. Abdo-
minal pain, anorexia, and weight loss are the
symptoms of a carcinoma of body and tail of the
pancreas, but these are also the symptoms of ab-
dominal tuberculosis (3). Patient’s age, race, clini-
cal features, lung x-ray and tuberculin test can as-
sist in the diagnosis. In adult patients with pan-
creatic tuberculosis, the probability of findings
suggesting tuberculosis is 30% in lung x-ray. Con-
tact history and tuberculin positivity in adults are
not as important as in children. According to a
study including 16 patients with pancreatic and
peripancreatic lymph node tuberculosis, the most
common symptom was abdominal pain followed by
fever, night sweats, back pain and jaundice. In la-
boratory examination, anemia, lymphocytopenia
or pancytopenia, elevated liver function tests and
increased sedimentation rate were found (7). The
diagnostic criteria for abdominal tuberculosis inc-
lude a positive tuberculin test, the presence of cha-
racteristic granulomas, and the demonstration of
mycobacteria by staining and culture techniques.
Bacteriological confirmation is not possible in
many patients (3). It was also reported that tuber-
culosis could be diagnosed by polymerase chain re-
action of ascites from which the culture was nega-
tive for tuberculosis (8, 9). Increased adenosine de-
aminase is a diagnostic method in patients with
tuberculous ascites (10).
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Figure 1. MRI showing mass. Arrow located near peripancreatic
region

Figure 2. Histopathological examination revealed Langhans
type giant cells (400 X)



Ultrasonography reveals that a mass <2 cm can be
seen uniformly; those >2 cm can show heterogene-
ity. CT is important to distinguish peripancreatic
lymphadenitis and Hodgkin’s or non-Hodgkin’s
lymphoma (10, 11). US and CT are effective in the
diagnosis as well as in follow up after treatment
(8). MR imaging shows enlarged lymph nodes in
patients with peripancreatic tuberculous lympha-
denitis (12).

Incisional biopsy has been renounced because it
commonly leads to fistula. In recent years, fine ne-
edle aspiration biopsy (FNAB) has been used ins-
tead of surgical biopsy for diagnosis and follow up
(13). Studies have reported sensitivity and specifi-
city of FNAB as 80% and 90%, respectively (11).
However, aspiration of material from mesenteric
lymph nodes or peripancreatic tumors may be dif-
ficult. It is emphasized that the diagnosis should
be verified by examination of tissue, even inope-
rable lumps of the pancreas, to confirm their natu-
re and to exclude peripancretic tuberculosis,
which is curable (1). Acid fast bacilli have not be-
en demonstrated at any time in histopathologic
examination (14). Especially in young patients
who present with a mass in the pancreas, pancre-
atic tuberculosis should be considered in the diffe-
rential diagnosis, particularly in developing co-
untries and in immunosuppressed individuals (6).

It has been reported that tuberculosis is prevalent
in acquired immunodeficiency syndrome (AIDS)
patients who present with an atypical form of tu-
berculosis. It is now apparent that 36% of AIDS
patients develop tuberculosis, and in 76% of such
cases it is extrapulmonary (9, 13).

When the tuberculosis cannot be localized, laparo-
tomy is necessary for correct diagnosis. The surgi-
cal procedure is useful when involvement of the
great vessels and abscess formation are present
and when malignancy cannot be distinguished.
The histopathologic examination confirms the co-
existence of pancreatic malignancy. Surgical tre-
atment is unsuccessful without antituberculous
chemotherapy in this form of lymphadenitis.

In conclusion, this case report illustrates the high
degree of suspicion required to diagnose peripanc-
reatic tuberculous lymphadenitis based on clinical
and laboratory features; needle biopsy is the pri-
mary method for definitive diagnosis. An inadver-
tent puncture or suspected tumor mass indicates
abdominal exploration. Treatment of peripancre-
atic tuberculous lymphadenitis consists of antitu-
berculous regimens. In endemic countries, tuber-
culosis should be considered and aimed for defini-
te diagnosis for tumoral mass located in the peri-
pancreatic region.
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