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			Abstract

			Tuberculosis (TB) is a serious health problem worldwide. Pancreatic tuberculosis (PTB) is a rare occurrence seen in immunosuppressed individuals. It usually occurs in patients with miliary TB with pulmonary and extra-pulmonary involvement. Even though it is a relatively rare occurrence, it is said to be an Acquired Immune Deficiency Syndrome (AIDS) defining illness. Primary Pancreatic tuberculosis (PPTB) is the isolated involvement of pancreas by Mycobacterium tuberculosis in the absence of involvement of any other organ or previously identified TB. It has a reported incidence of only 0.46% among patients with TB.

			We report a case of a 30-year-old gentleman, previously diagnosed to have been infected with Human Immunodeficiency Virus (HIV) and on antiretroviral therapy (ART), who presented with epigastric pain and high-grade fever for 4 weeks. Contrast Enhanced Computed Tomography (CECT) scan showed a bulky oedematous pancreas with a well-defined collection in the body. Ultrasound (USG) guided Fine Needle Aspiration (FNA) of the fluid revealed pus and the cultures grew M. tuberculosis. There were no other foci of TB in the patient. Anti-tubercular therapy (ATT) was initiated and resulted in gradual resolution of symptoms.

			PPTB is often undiagnosed due to low index of suspicion and because its symptoms mimic more common pancreatic conditions. Since it is a treatable disease, accurate diagnosis is vital in order to initiate appropriate pharmacotherapy.
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			Introduction

			Tuberculosis (TB) is a worldwide public health problem, which has a diverse mode of presentation and the diagnosis is difficult and delayed in some rarer presentations [1]. In India, the incidence of TB in 2015 was 217 per lakh population and the mortality due to TB was 36 per lakh population. Primary Pancreatic tuberculosis (PPTB) is a rare entity among patients with extra-pulmonary TB [2]. Isolated pancreatic TB is predominantly observed in patients who reside in endemic TB zones, in areas of widespread TB dissemination such as a military setting and patients in developing countries who are immuno-compromised. 

			Majority of cases occur in endemic zones and in immunocompromised patients [2]. There are only a few reported cases of isolated tubercular involvement of pancreas [3]. TB is an extremely common opportunistic infection in Human Immunodeficiency Virus (HIV) positive patients and is considered to be an Acquired Immune Deficiency Syndrome (AIDS)-defining illness. Because of the virulence of TB, its symptoms tend to manifest at an early stage of HIV infection. The most overt feature of TB in HIV-sero

positive patients is their substantially greater likelihood of having extra-pulmonary involvement and dissemination [4].

			Case Presentation

			A 30-year-old gentleman presented with complaints of upper abdominal pain, fever, weight loss and generalised malaise for one-month duration. He was recently diagnosed to be HIV positive and was started on antiretroviral therapy (ART). He was not on any treatment for TB or had contact with patients with TB in the past. At admission, patient was conscious, oriented and his vitals were stable. The patient was averagely built, moderately nourished and afebrile at the time of examination. On examination tenderness was present in the epigastrium, with mild guarding. All hematological (Hb 12 gm/dl, Total Leukocyte counts - 6100 cells/cubic mm, Differential Leukocyte count - Neutrophils - 74%, Lymphocytes - 22%, Eosinophils - 3% and Monocytes -1%) and biochemical investigations (blood sugar 92 mg/dL, blood urea 10 mg/dL Amylase 251 IU/L) were within normal reference ranges except for increased erythrocyte sedimentation rate (ESR) of 60 mm in the first hour. On further investigation his Chest X-ray was normal. Ultrasound (USG) suggested bulky edematous pancreas with peri-pancreatic inflammation, and evidence of collection (5x5 cm) in the body of pancreas with moving echoes. Contrast Enhanced Computed Tomography (CECT) was done and it favoured acute pancreatitis with pancreatic abscess (Figure 1).
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			In the CECT, pancreas was bulky, edematous with surrounding fat stranding. Multiple lymph nodes were present in the peri-pancreatic region with the largest diameter of 8mm. Collection was present in the body of pancreas (6x5cm) extending into the lesser sac. Bowel was appearing normal in calibre.
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			Patient was started on antibiotics based on our routine institute protocol (Ceftriaxone, Amikacin and Metronidazole). Therapeutic aspiration from the abscess was done. Thick pus (50 ml) was aspirated and sent for bacterial culture. In view of his immunocompromised state Ziehl-Neelson staining and Acid-Fast Bacilli (AFB) culture was done. The pus was found to be positive for AFB (Figure 2).

			Patient was started on Anti-tubercular therapy (ATT) subsequently. Following ATT, patient improved symptomatically and was discharged after two weeks.

			Discussion

			India accounts for one-fourth of the global incidence of TB, with nearly 2.8 million incident cases in the year 2015. Nearly, 15-20% of all TB cases occur in extra-pulmonary sites. Among the extra-pulmonary sites, the most common are TB lymph nodes (35%) followed by pleural TB (20%) and TB in bones and joints (10%) [3]. Pancreatic tuberculosis (PT) is rare and can occur in the absence of evidence of TB elsewhere in the body [4]. PT typically presents in patients who reside in endemic tuberculous zones, sporadically in no-risk healthy patients, and in patients who are immuno-compromised [5].

			A wide spectrum of symptoms has been reported. It ranges from abdominal pain, constitutional symptoms such as weight loss, night sweats and anorexia, fever, obstructive jaundice, to massive gastro-intestinal bleeding and iron deficiency anemia and pancreatic abscess [6].

			The most common route of spread of TB to the solid organs of abdomen is the haematogenous route and less commonly the lymphatic route. In abdominal TB, ileocaecal region is most commonly affected; solid organs like kidney, spleen, and liver get involved with TB much more commonly than the pancreas. PT can occur as a result of haematogenous or lymphatic dissemination or direct spread from adjacent organs. The uncommon occurrence of PT is probably due to the presence of pancreatic enzymes, which interfere with the seeding of Mycobacterium tuberculosis. Pancreatic secretions have been reported to have anti-tubercular effect in vitro, suggesting a potential protective mechanism for the rare pancreatic involvement with TB [7].

			Extra-pulmonary TB is not unusual in HIV seropositive patients from countries with a high prevalence of TB. However, in such patients isolated TB of the pancreas is unusual [8]. The most important differential diagnosis includes pancreatic malignancy. PT may present with a wide range of imaging findings. It is difficult to diagnose PT on imaging studies as they may present with masses, cystic lesions or abscesses and mass lesions in most of the cases mimic pancreatic carcinoma.

			In AIDS cases, tuberculous pancreatic abscesses are most common, accounting for 70% of cases. If the diagnosis is delayed, pancreatic TB can be fatal and the disease has a 10.8% mortality rate which is comparable to the mortality rate of 9.1% in immunocompetent patients [9]. Endoscopic USG or image guided needle aspiration is the recommended diagnostic technique. Although the prognosis is good with ATT, it could be fatal without correct diagnosis and treatment [10].

			Therefore, it is important to obtain tissue for appropriate histological and microbiological analyses, highlighting the need for laparoscopy or laparotomy in most published cases of PT.

			Conclusion

			High index of suspicion must be maintained for PT in immunocompromised patients (especially HIV patients) who present with short duration of non-specific symptoms of pancreatic disease. Imaging is helpful but tissue diagnosis is the cornerstone for management. ATT is highly effective for treatment. As it is a rare entity, it cannot be recommended but suggested that PT should be considered in cases with a large space occupying lesions associated with necrotic peripancreatic lymph nodes and constitutional symptoms.
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Figure 2: Histopathological picture (H&E stain, 400X
magnification) is showing epithelioid cell granuloma with
characteristic Langhans Giant cells (black arrow) surrounded
by lymphocytes and plasma cells

H&E: Haemotoxylin and Eosin
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