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Abstract

Intra-abdominal tuberculoma is a rare manifestation of extrapulmonary 
tuberculosis (TB). It is even rarer for this condition to present with mas-
sive esophageal variceal bleeding. There are a few reports of portal hyper-
tension associated with tuberculosis. A 52-year-old man with a history of 
chronic hepatitis B and a 1-year history of pulmonary TB was seen with 
complaints of hematemesis and bloody stools. He was thrombocytopenic, 
and abdominal computed tomography (CT) revealed a peripancreatic mass 
with vascular encasement and splenomegaly. CT-guided biopsy identified 
the tumor as a tuberculoma. During treatment for TB with an antitubercu-
lous regimen, massive esophageal varices bleeding occurred and endoscopic 
variceal band ligation was performed. Recurrent bleeding subsequently 
necessitated an exploratory laparotomy. This unusual presentation of an 
intra-abdominal tuberculoma with vessel encasement with portal hyper-
tension and splenomegaly required CT-guided biopsy for a definitive diag-
nosis. Surgical intervention may be required for a patient who has esophageal 
varices resulting from portal hypertension after standard therapy for TB. 
Periportal tuberculoma should be included in the differential diagnosis of 
pancreatic head tumor with periportal vessel encasement and portal 
hypertension, especially for patients without evidence of cirrhosis or with a 
history of pulmonary TB. [Tzu Chi Med J 2009;21(2):172–177]
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1. Introduction

Peripancreatic tuberculosis is an unusual complica-
tion of tuberculosis (TB) that rarely manifests in a ma-
cronodular form. Because intra-abdominal TB presents 
with nonspecific signs and symptoms, and is often 
observed without overt gastrointestinal tract or pul-
monary involvement, it presents a diagnostic chal-
lenge [1–3]. A definitive diagnosis is typically made 
after demonstrating acid-fast bacilli in a biopsy or 
surgical specimen, which is often performed to rule 
out malignancy.

The known migratory mechanisms accounting for 
intra-abdominal tuberculosis are: (1) hematogenous 
dissemination to the abdominal viscera via the lym-
phatic system; (2) infectious secretions transported 
from the respiratory tract to the gastrointestinal tract; 
and (3) direct invasion from a pulmonary or extrapul-
monary site [4]. The symptoms of peripancreatic TB 
are nonspecific, and include splenomegaly, ascites, 
cough, diarrhea, weight loss, chills, lymphadenopathy, 
and fever of unknown origin [4–7].

We report a 52-year-old patient with peripancreatic 
TB associated with encasement of the splenic vein, 
portal vein, and superior mesenteric artery/vein, which 
was complicated by portal hypertension and esopha-
geal variceal bleeding.

2. Case report

A 52-year-old man came to our emergency depart-
ment with massive hematemesis and bloody stools 
that began while he was mountain climbing. He had 
been diagnosed with pulmonary TB 1 year previously, 
which was confirmed by a Ziehl-Neelsen stain. He had 
received antituberculous treatment with isoniazid, ri-
fampin, pyrazinamide, and ethambutol in the respi-
ratory outpatient department. He also had a history 
of chronic hepatitis B, and had been followed-up in the 
gastrointestinal outpatient department.

On physical examination, the man was drowsy, 
with pale conjunctivae and dry skin. His blood pres-
sure was 78/47 mmHg, his heart rate was 106/
minute, his respiratory rate was 20/minute, and his 
body temperature was 36.6°C. No tenderness or su-
perficial vein engorgement was found on abdominal 
examination. The liver span was 12 cm over the right 
midclavicular line, and the spleen span was 5 cm 
below the left midclavicular line, which indicated 
splenomegaly.

The results of laboratory studies showed the 
following (Table 1): white blood cell count (WBC), 
3000/mL (normal range, 3500–9100/mL); hemoglo-
bin, 7.9 g/dL (normal range, 13.5–18 g/dL); platelet 
count, 30,000/μL (normal range, 157,000–377,000/
μL); aspartate aminotransferase (AST), 18 IU/L (normal 
range, 11–39 IU/L); alanine aminotransferase (ALT), 
25 IU/L (normal range, 4–38 IU/L); total bilirubin, 
2.2 mg/dL (normal range, 0.2–1.0 mg/dL); ammonia, 
79 μg/dL (normal, < 70 μg/dL); creatinine, 1.2 mg/dL 
(normal range, 0.6–1.5 mg/dL); blood urea nitrogen 
(BUN), 21 mg/dL (normal range, 9–23 mg/dL); pro-
thrombin time, 14 seconds (control, 12–15 seconds); 
α-fetoprotein (AFP), < 3.0 ng/mL (normal, < 20 ng/mL); 
carcinoembryonic antigen (CEA), < 1.0 ng/mL (normal, 
< 5 ng/mL); cancer antigen 125 (CA-125), 15.11 U/mL 
(normal, < 35 U/mL); and CA19-9, 17.81 U/mL (normal, 
< 35 U/mL). His hepatitis B surface antigen (HBs-Ag) was 
positive and markers for hepatitis e antigen (HBe-Ag), 
anti-hepatitis C (HCV), and anti-human immunodefi-
ciency virus (anti-HIV) were all negative. His HBV viral 
load was approximately 194,000 copies/mL.

Abdominal ultrasound revealed marked spleno-
megaly (15.2 cm) and no ascites. Esophagogastro-
duo denoscopy revealed tortuous (F2) blue varices 
over the lower third of the esophagus, with red wale 
marking and a possible hematocystic spot, indi cating 
recent bleed ing; otherwise, no active lesion was iden-
tified to be res ponsible for the bleeding episode. 
Banding ligation therapy was performed after ad-
mission (Fig. 1). Thus, we initially suspected that the 

Table 1 — Summary of the patient’s serial laboratory data

Admission 2 mo ago 1 mo ago D1 D3 D90

WBC 2030 2600 3000 2700 4900
Hb (g/dL) 11.5 11.7 7.9 8.6 12.9
PLT 51,000 48,000 30,000 55,000 263,000
AST/ALT 23/41 24/26 18/25 23/15 22/29
T. bil 0.8 0.5 2.2 1.3 0.8
Albumin 4.4 4.5 3.7 4.0 4.3
Ammonia   79  111
PT (sec) 13.4/11.6 12.8/11.9 14.0/11.5 13.1/11.5 12.6/11/1
INR 1.3 1.1 1.5 1.2 1.3

WBC = white blood cell count; Hb = hemoglobin; PLT = platelet count; AST = aspartate aminotransferase; ALT = alanine aminotransferase; T. bil = total 
bilirubin; PT = prothrombin time; INR = international normalized ratio.
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patient had HBV-related liver cirrhosis, Child’s clas-
sification A, with recurrent esophageal variceal bleed-
ing. Subsequent abdominal computed tomography 
(CT) revealed a soft-tissue mass (4.2 ̃  5.6 ̃  5.0 cm) 
over the retro- and peripancreatic head region, which 
caused partial encasement of the common hepatic ar-
tery and total encasement of the portal vein–superior 
mesenteric vein (SMV)–splenic vein junction (Fig. 2B). 
It also showed lower esophageal wall thickening and 
an uneven mucosal surface compatible with esopha-
geal varices (Fig. 2A).

Under fluoroscopic control and local anesthesia, 
with the patient in the prone position, CT-guided bi-
opsy of the retropancreatic tumor was performed. 
The biopsy results showed chronic granulomatous 

inflammation characterized by caseous-like necrosis 
with surrounding epithelioid histiocytes and Langhans-
type giant cells (Fig. 3). Under the impression of TB, 
we performed an acid-fast stain but no microorgan-
isms were found. A TB-polymerase chain reaction of 
the paraffin-embedded tissue yielded negative results. 
With this clinical history and typical pathologic find-
ings, TB-related intra-abdominal tuberculoma should 
be considered first for a patient in Taiwan. Thus, a 
diagnosis of peripancreatic tuberculoma with vessel 
encasement and portal hypertension complicated by 
esophageal variceal bleeding was made.

After endoscopic variceal band ligation, the he-
matemesis resolved. However, the patient continued 
to have bloody stools and mild hematemesis while 

A B

Fig. 1 — (A) Upper gastrointestinal panendoscopy shows tortuous blue varices over the lower third of the esophagus, 
with wale marking and a possible hematocystic spot, indicating recent bleeding. (B) Upper gastrointestinal panendos-
copy also shows tortuous varices in the fundus and cardia of the stomach.

A B

Fig. 2 — (A) Abdominal computed tomography (CT) reveals lower esophageal wall thickening and an uneven mucosal 
surface. (B) Abdominal CT reveals a soft tissue mass (4.2 ̃  5.6 ̃  5.0 cm) over the retro- and peripancreatic head region, 
causing partial encasement of the common hepatic artery and total encasement of the portal vein–superior mesenteric 
vein–splenic vein junction. It cannot be separated from the head of the pancreas.
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in the hospital, suggesting that the intra-abdominal 
tuberculoma had not completely resolved and that 
vessel encasement with portal hypertension persisted.

Exploratory laparotomy was performed later be-
cause of recurrent esophageal bleeding and a poor 
response to medical therapy. The preoperative diagno-
sis was portal vein encasement with variceal bleeding, 
SMV sclerosis, and splenomegaly with hypersplenism. 
The operative findings showed vessel sclerotic changes 
and encasement between the junction of the extrahe-
patic portal vein, SMV and splenic vein area (Fig. 4). 
Healthy liver parenchyma without evidence of cirrho-
sis was found. A splenectomy, portal-systemic shunt, 

splenic vein anastomosis (Warren shunt), and liver 
biopsy were performed.

Liver biopsy results showed chronic hepatitis, stage 
1, grade 1 (Fig. 5A). There was a normal sinusoid pat-
tern (Fig. 5B) on silver stain and a minimally enlarged 
portal area on Masson’s trichrome stain. Microscopic 
examination of the splenic vein specimens demon-
strated evidence of an atheroma, which was compat-
ible with the CT-guided biopsy result. All specimens 
showed no evidence of malignancy. Prolonged antitu-
berculous treatment for 6 months was instituted for 
this patient.

Follow-up endoscopy 3 months later revealed no 
esoph ageal varices and improvement of the gastric 
varices (Fig. 6). The patient currently remains in stable 
condition.

3. Discussion

Variceal bleeding secondary to extrahepatic portal 
hypertension is a different problem from variceal 
bleeding in patients with cirrhosis [8]. In this case, 
the following preoperative evidence suggested the 
presence of a tuberculoma: (1) pre-existing pulmo-
nary TB; (2) splenomegaly, commonly identified with 
intra-abdominal TB with splenic involvement [9]; 
(3) bloody stools and hematemesis, indicating gas-
tro intestinal tract involvement [10]; and (4) portal hy-
pertension, suggesting portal vein stenosis, upper 
gastrointestinal hemorrhage, increased intra-abdominal 
pressure [11], and liver cirrhosis [12]. Of note, pub-
lished data have indicated no consensus on the 
relationship between liver function and portal hyper-
tension [13], further suggesting the involvement of a 

A B

Fig. 3 — Histopathologic examination of a retroperitoneal lesion found on computed tomography-guided biopsy dis-
closes chronic granulomatous inflammation with caseous-like necrosis and surrounding epithelioid histiocytes and 
Langhans-type giant cell infiltration (hematoxylin & eosin): (A) 100˜; (B) 200˜.

Fig. 4 — Macroscopic operative specimen of the tubercu-
loma from exploratory laparotomy shows vessel sclerotic 
changes and encasement between the junction of the ex-
trahepatic portal vein, superior mesenteric vein and splenic 
vein area.
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TB-mass-encasement-induced stenosis rather than a 
direct HBV-related response. In this context, the es-
ophageal varices bleeding noted during the upper 
gastrointestinal panendoscopy was most likely a col-
lateral response to the increase in the portocaval 
pressure gradient.

Diagnosing peripancreatic/splenic TB is difficult, 
and differentiating peripancreatic TB from peripan-
creatic tumors and carcinoma is also complex [14]. 
The possibility of cirrhosis or malignancy-induced 
portal hypertension can be eliminated by examining 
hepatocellular function with a Modified Child-Pugh 
score or Heinz Kalk classification.

Reports in the literature indicate that pancrea tic 
le sions infected with mycobacteria mimic cystic 
neoplasms of the pancreas [15]. A definitive diagno-
sis of abdominal TB requires demonstration of acid-
fast bacilli on a smear or culture, the presence of 

characteristic granulomas, and radiological features 
compatible with TB on barium radiographs, ultra-
sound, or CT scans of the abdomen. CT-guided biopsy 
is not the only diagnostic approach for confirming 
intra-abdominal TB, but when the patient has a large 
peripancreatic mass, it is prudent to order a diagnos-
tic biopsy to demonstrate acid-fast bacilli and to ex-
clude malignancy. CT-guided noncoaxial fine-needle 
aspiration biopsy with an approach that crosses the 
inferior vena cava or renal vein is safe and effective 
for obtaining diagnostic specimens from pancreatic 
and peripancreatic masses, and has been found to 
have an overall diagnostic accuracy of 86%.

This case report illustrates a rare cause of esopha-
geal variceal bleeding in a patient with chronic viral 
hep atitis and pulmonary TB. Most clues, including 
esophageal variceal bleeding, splenomegaly and throm-
bocytopenia, and positive stains for HBsAg, are thought 

A B

Fig. 5 — Microscopic pathology of the liver biopsy specimen shows a sinusoid pattern on silver stain: (A) 200´; (B) no 
cirrhosis picture is seen (400˜).

A B

Fig. 6 — Esophagogastroscopy 3 months after surgery shows improvement of the: (A) esophageal varices; and (B) gastric 
varices, compared to the preoperative status.
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to point to portal hypertension-related liver cirrhosis 
due to HBV. Despite this, one should also consider the 
length of infection with viral hepatitis and the viral 
load. The possible effects of hepatotoxic agents such 
as antituberculous drugs should also be taken into 
account.

Normal findings for prothrombin time, albumin, liver 
function tests and liver biopsy can be misleading in 
these cases. It is important to remember that portal 
hypertension can be divided into three types: prehe-
patic, intrahepatic and posthepatic hypertension.

Lee et al reported a 27-year-old man who suffered 
from portal hypertension with esophageal variceal 
bleeding. However, the portal hypertension was caused 
by periportal tuberculous lymphadenitis rather than 
a peripancreatic tuberculoma with vessel encase-
ment [16]. Our case illustrates the need to include 
intra-abdominal TB in the differential diagnosis of 
patients with a history of pulmonary TB who present 
with an abdominal mass, vascular encasement, and 
splenomegaly.

4. Conclusion

We believe that periportal tuberculous lymphadeni-
tis should be included in the differential diagnosis of 
extrahepatic portal hypertension, especially for pa-
tients without evidence of cirrhosis or with a history 
of pulmonary TB. It has a poor response to a standard 
antituberculous regimen and early surgical interven-
tion may prevent acute complications. The condition 
is very rare, but is curable with proper management.
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