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A 35-year-old man was admitted to hospital with fever, cough, 

sweats from last month. He had been IDU (Injection Drug User) 
for ten years. Chest X-ray showed linear densities in left and right 
lower parts of the lung. Sonographic imaging showed a 30 × 50mm 
hypoechoic and heterogeneous lobulated mass in the head of 

pancreas. Based on risk factors for HIV infection, HIV antibody 

blot test. His CD4 count was below 10. An abdominal computed 
tomography (CT) scan showed a multiloculated hypoattenuated 
cystic lesion in the head of pancreas, measuring 40mm× 30mm (Fig-
ure 1). A CT-guided FNA was performed. The cytological exami-
nation revealed macrophage without malignant cell and aspirated 

CT scan revealed multiple bilateral nodular pulmonary lesions 
(Figure 2).

What is your diagnosis?
See the next page for diagnosis.

Photoclinic

Figure 1. Multiloculated hypoattenuated cystic lesion in the head of pan-
creas on abdominal CT scan.

Figure 2. Bilateral multiple nodular pulmonary lesions on chest CT.
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Acid fast bacilli (AFB) were found in the sputum in Ziehl-
Neelsen staining and peripancreatic tuberculous lymphadenitis 
was considered. Anti-tuberculosis therapy with isoniazid, ri-
fampin, pyrazinamide and ethambutol was started based on the 
sputum result. The patient responded to antituberculous treatment. 
Abdominal CT scan six months later did not reveal any mass in 
the head of pancreas (Figure 3).                                                                          

The presented case demonstrates abdominal TB mimicking a 
pancreatic mass. The differential diagnosis of cystic pancreatic 
mass is vast and includes lymphoma, serous cystadenomas, in-
traductal papillary mucinous neoplasms, mucinous cystic neo-
plasia, pancreatic islet cell tumors, and pancreatic pseudocysts. 
Pancreatic TB and peripancreatic TB lymphadenitis are relatively 
rare disorders with increasing prevalence in recent years.1,2 The 

differential diagnoses, especially pancreatic tumors. However, if 
physicians consider pancreatic TB as a possibility in patients with 
pancreatic masses and be aware of the clinical features and di-
agnostic methods, pancreatic TB can be effectively treated with 
anti-tuberculosis drugs.3 The biopsy techniques are endoscopic 
ultrasound (US)-guided biopsy, CT/US-guided percutaneous bi-
opsy, and surgical biopsy (open or laparoscopic). A review has 
shown that the three mentioned biopsy approaches are the same in 

case of pancreatic masses.4 The success rate of FNA is estimated 
at 50%; AFB is only seen in 20%-40% of the cases. Although 
abdominal TB can be managed by pharmacotherapy alone, inva-

-
sis and this may sometimes lead to unnecessary interventions and 
delayed treatment.1,2

In conclusion, peripancreatic tuberculosis should be considered 
in the differential diagnosis of pancreatic head cystic lesions. Peri-
pancreatic tuberculosis can be managed successfully by medical 
treatment without any invasive intervention.
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Figure 3.
head of pancreas.
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