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Tuberculous pancreatitis complicated by
ruptured splenic artery pseudoaneurysm
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ABSTRACT: Tuberculous pancreatitis complicated by
ruptured splenic artery pseudoaneurysm. M. Irfan,
F. Thiavalappil, J. Nagaraj, T.H. Brown, D. Roberts,
L. Mcknight, N.K. Harrison.
Tuberculosis involving the pancreas is rare. We report a patient with pancreatic tuberculosis complicated by
haemorrhage from a splenic artery pseudoaneurysm. As

far as we are aware, the development of a splenic artery
pseudoaneurysm in association with a large caseating
mass of tuberculous pancreatic lymph nodes has not been
reported previously. We review the literature and discuss
the varied presentations of tuberculosis involving the pancreas or the pancreatic bed and its draining lymph nodes.
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Tuberculosis involving the pancreas is rare.
We report a patient with pancreatic tuberculosis
complicated by haemorrhage from a splenic artery
pseudoaneurysm.
A 33-yr-old Eritrean man was admitted with
abdominal pain and fever. He gave a six month history of anorexia, weight loss of 37 kg, vomiting and
drenching night sweats. Three days before admission he had developed unsteadiness of gait. He had
lived in the UK for six years. He was an ex-smoker of five cigarettes per day and worked in a warehouse. His past medical history included malaria
aged 25. Three months before admission he had
been investigated at another hospital for similar
symptoms. A computed tomography (CT) scan at
that time revealed mediastinal and intra-abdominal
lymphadenopathy (figure 1a). Whilst it was suspected he might have a lymphoma, microscopic examination of a bone marrow aspirate and a CT scan
guided core biopsy of an intra-abdominal node
showed caseating granulomata and in the latter,
acid fast bacilli (AFB) were demonstrated by ZielNielsen stain although samples had not been cultured for mycobacteria. He was referred to a chest
clinic but defaulted and was lost to follow-up.
At the time he re-presented, physical examination revealed an emaciated man with a temperature
of 38.5°C. He had palpable, non tender posterior
cervical lymphadenopathy and mild epigastric tenderness on palpation of the abdomen but physical
examination was otherwise unremarkable.
Investigations revealed a haemoglobin of 11.9
g/dl and white cell count of 8.2x 103 /μl. His renal

function was normal. Liver function tests showed
alkaline phosphatase of 245 U/l (normal range 40129 U/l) and alanine aminotransferase of 16 U/l
(<41 U/l). His serum amylase was102 U/l (<100
U/l) and a human immunodeficiency virus (HIV)
screen was negative. A CT scan of the brain
showed a ring enhancing lesion in the mid-brain
and possible meningeal enhancement. These findings were later confirmed by magnetic resonance
imaging. An upper gastrointestinal endoscopy revealed normal gastric and duodenal mucosa but
there was evidence of extrinsic compression of the
pylorus.
As the earlier biopsies strongly suggested a diagnosis of mycobacterial infection a needle aspirate of a cervical lymph node was performed and
cultured for AFB. He was then treated with
quadruple therapy using appropriate doses of rifampicin, isoniazid, ethambutol and pyrazinamide
together with and pyridoxine 10 mg daily and dexamethasone 4mg twice daily.
He continued to complain of severe abdominal
pain. Repeat serum amylase was elevated at
620 U/l and alkaline phosphatase at 303 U/l. A CT
scan revealed the abdominal lymph nodes had increased in size and in close proximity there was a
large mass. The latter had the appearance of a
retroperitoneal haematoma with intense central enhancement suggestive of a splenic artery pseudoaneurysm (figure 1b).
This pseudoaneurysm was embolised with
coils but it was only possible to occlude the
aneurysm and not the artery beyond it.
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Fig. 1. - A) A large haematoma lies between the aorta and left lobe of
liver extending to the spleen (arrow) with central enhancement of the
pseudaneurysm (arrow head). B) A coeliac axis angiogram showing
normal flow in the hepatic artery and coils in the aneurysm (arrow).

His abdominal pain initially improved but recurred 20 days into treatment. Repeat abdominal
CT scan confirmed further bleeding into the
pseudoaneurysm. An emergency laparotomy
showed a large haematoma pushing the stomach
forward. The lesser sac was opened with careful
dissection onto the tail of pancreas and splenic
hilum. The feeding vessels were ligated by passing
sutures just distal to the tail of pancreas to surround the splenic artery and vein at the splenic
hilum. The proximal coeliac vessels were not explored as the coeliac axis was impossible to access
without entering the haematoma.
Thereafter, the patient made a steady recovery
regaining his appetite and weight. Culture of the
lymph node aspirate subsequently grew mycobacterium tuberculosis which was fully sensitive to all
first line drugs.

virus [1]. There are several ways in which the pancreas may be affected by tuberculosis [2]. These
are; haematogenous spread following primary infection; physical encroachment by adjacent caseating pancreatic lymph nodes and a toxic allergic reaction of the pancreas to generalised TB – so
called ‘concomitant pancreatitis’. Furthermore,
isoniazid – induced pancreatitis has also been described during treatment of TB [3].
Pancreatic and peri-pancreatic nodal TB can
present with a wide spectrum of symptoms including upper abdominal pain with elevated serum amylase, obstructive jaundice mimicking pancreatic carcinoma, pancreatic abscess refractory to conventional antibiotic therapy, massive gastrointestinal
hemorrhage due to duodenal wall erosion, splenic
vein thrombosis and chronic pancreatitis [4-6].
As far as we are aware, the development of a
splenic artery pseudoaneurysm in association with
a large caseating mass of tuberculous pancreatic
lymph nodes has not been reported previously. Indeed, there has been only one reported case of
splenic artery pseudoaneurysm caused by tuberculosis and this was associated with tuberculous gastritis [7].
Tuberculous involvement of blood vessels
may manifest as miliary TB of the intima, tubercular polyps attached to the intima, infiltration of all
layers of the arterial wall, aneurysm formation,
and arterial stenosis [8]. Tubercular aneurysms are
mostly pseudoaneurysms (87%) and only rarely,
true (9%) or dissecting (4%) aneurysms [8]. Unlike the aorta or peripheral arteries, aneurysms and
pseudoaneurysms of the splanchnic arteries are
very rare and when caused by infection, arise as a
result of septic emboli or infiltration from an adjacent infectious organ or lymph node mass as in the
case here described.
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