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Abstract

Mycobacterium tuberculosis (MTB) intracranial tuberculomas are rare and account for approximately 1% of all cases. Central 
nervous system (CNS) involvement is a serious condition if not treated adequately. We present a case of a lady who presented with 
Headaches.
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Introduction
Mycobacterium tuberculosis (MTB) intracranial tuberculomas 

are rare and account for approximately 1% of all cases. Central 
nervous system (CNS) involvement is a serious condition if not 
treated adequately and clinically CNS MTB presentation could be 
with meningitis, intracranial tuberculoma and spinal tuberculous 
arachnoiditis. In developed countries, meningitis due to reactiva-
tion of the disease is most common [1]. The risk factors of MTB 
infection include demographic factors like low socio-economic 
conditions, compromised immunity secondary to HIV or drugs, 
malnutrition, alcoholism and malignancies [2]. Clinical presenta-
tion is similar to any space occupying lesion in the brain with head-
aches, nausea, vomiting and neurological deficits, and can present 
in the absence of MTB symptoms in other parts of the body [3]. 
Usual presentation is with frontal or parietal lobe involvement, but 
could occur anywhere in the CNS and with multiple lesions. Initial 
stage CT without contrast may show low-density or isodense le-
sions with perilesional oedema, and contrasted images may show 
encapsulated isodense or hypodense lesions with peripheral ring 
enhancement (target lesions) [3]. CNS MTB treatment usually 
consists of four-drug regimen including rifampin, isoniazid, pyra-
zinamide, and ethambutol (RIPE) or rifampin, isoniazid, pyrazin-

amide with either fluoroquinolone or aminoglycoside, adminis-
tered daily for a period of 12 - 18 months. Steroids should be used 
for the first 2 months as well [4].

Case Report

A 58 year old female otherwise fit and well, presented with 3 
week history of right sided headache and nausea, and no abnormal 
neurological findings on examination. There was no history of any 
preceding respiratory illness and no significant travel history. All 
admission blood inflammatory markers and cultures where nega-
tive. A CT scan of the head showed a right parietal enhancing le-
sion with oedema, and an MRI scan was performed which showed 
a rim enhancing lesion with meningeal enhancement and diffusion 
restriction, and the differential diagnosis was between an cerebral 
abscess and high grade vs metastatic lesion. CT chest, abdomen and 
pelvis - Negative. 

Patient underwent emergency craniotomy and excision of le-
sion with stealth guidance, intraoperatively the lesion was fibrous 
without any frank pus or thrombosed vessels and a thick capsule. 
Complete microscopic excision was performed without any post-
operative complications. 
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The macroscopic pathological findings of specimen was a mass 
with a soft cheesy consistency and haemorrhage measuring 30 x 20 
x 12 mm. Microscopic finding were brain with well circumscribed 
areas of necrosis, with peripheral histiocytes and mixed inflamma-
tion. Necrotising granulomata with multinucleated giant cells are 
present. Ziehl-Neelsen stain shows acid fast bacilli. Necrotising 
granulomatous inflammation- likely tuberculoma.

Discussion
Although CNS TB is a rare disease in developed countries this 

should always be considered during differential diagnosis, and en-
quiry about patients exposure to TB or previous travel history to 
endemic countries should be checked and documented at admis-
sion. In the absence of pulmonary disease, and in immunocompe-
tent patients, symptoms and radiologic findings of CNS tuberculo-
ma could be nonspecific and may be a clinical challenge to diagnose. 
CT imaging has been reported as having a sensitivity of 100% and 

Figure 1: CT scan with and without contast.

Figure 2: MRI with contrast and DWI sequences.

specificity of 85.7% in CNS tuberculoma detection [5,8], in our case 
there were no suspicions raised of MTB tuberculoma. Brain mag-
netic resonance imaging (MRI) is the technique of choice for fur-
ther investigation. Brain biopsy/excision of the lesion depending 
on the location is the most accurate method of diagnosis, especially 
in the absence of any other extra cranial manifestations [5]. Anti-
TB drugs are the main stay of treatment of cerebral tuberculomas 
and should appropriately started once diagnosis is confirmed. This 
case illustrates the importance of having high clinical suspicion 
for MTB, in immunocompetent patients and in non-endemic areas 
with history of exposure to a possible TB positive uncle at age 6.

Conclusion

Although CNS TB is a rare disease in developed countries this 
should always be considered during differential diagnosis, and 
enquiry about patients exposure to TB or previous travel history 
to endemic countries should be checked and documented at ad-
mission. In the absence of pulmonary disease, and in immuno-
competent patients, symptoms and radiologic findings of CNS tu-
berculoma could be nonspecific and may be a clinical challenge to 
diagnose.
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