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INTRODUCTION 

Tuberculosis is endemic in India and world wide infects 

one third of population. It mainly involves the pulmonary 

system however extra pulmonary tuberculosis is 

becoming common in affluent class in our country. 

Intracranial elements are involved in 5-10% of cases 

mainly as meningitis or tuberculoma masses; however 

cerebral involvement in pregnancy is particularly rare and 

gains interest as we have to differenciate it from toxemia 

and neoplastic lesions. We are presenting a case report of 

a patient with huge intra axial lesion for which we had 

kept possibility of high grade neoplasm on basis of the 

MRI picture; however it turned to be a tuberculoma with 

excellent prognosis. 

CASE REPORT 

A 29 year-old primi gravida had an episode of seizure 

and fell unconscious during labor. She delivered a baby 

child but did not gain consciousness. She was having a 

high BP hence she was thought to be having toxemia and 

the protocol for the same followed and neurosurgery 

opinion was sought. 

Clinically patient was drowsy with Left hemiparesis. 

Right pupil was dilated but reacting to light. Fundus 

examination revealed bilateral papilloedema. On 

questioning about antenatal history, the patient had 

visited antenatal clinic once 3 months back, when she had 

complained of visual difficulty and constant headaches. 
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The patient was prescribed analgesics for the same and 

advised to follow up regularly. 

 

Figure 1: CT Brain plain showing isointense space 

occupying lesion in parietal lobe with mass effect. 

 

Figure 2: MRI brain: T1 weighted image showing 

heterogenous masss lesion with cerebral edema and 

midline shift. 

 

Figure 3: MRI Brain: T2 weighed image showing 

heterogenous mass with extensive cerebral edema. 

Imaging was ordered immediately to rule out 

intracerebral space occupying lesion. CT Brain was 

suggestive of a huge intraparenchymal isodense lesion 

with perilesional cerebral oedema with midline shift 

(Figure 1). MRI suggested of a large space-occupying 

lesion with midline shift. On T1 weighted image the mass 

appeared isointense with hyperintense surroundings 

suggestive of cerebral edema (Figure 2). T2 weighed 

images were suggestive of variegated appearance of mass 

with midline shift (Figure 3).The contrast images 

suggested defined capsule with variegated take up 

suggesting a malignancy (Figure 4). 

 

Figure 4: MRI Brain: Contrast enhanced images 

showing variegated mass with well-defined capsule 

and necrotic centre. 

Patient was advised to undergo craniotomy and 

decompression urgently and was explained about the 

dismal prognosis due to appearance of high-grade 

neoplasia. 

 

Figure 5: Photograph showing pieces of mass obtained 

after surgery. White cheesy, avascular material. 

Right temporo parietal craniotomy was done and whole 

mass excised completely. Per operatively the mass was 

white, caseous with necrosis and capsulated (Figure 5). It 

was avascular and complete excision was possible. 

Histopathological examination suggested of caseating 

granuloma, likely tuberculosis. 

Patient was given a 5 drug regime of antitubercular drugs 

consisting of Rifampicin, Isoniazide, Pyrazinamide, 

Ethambutol and streptomycin. The drugs were given for a 

total period of 18 months and patient followed up for 2 

years. She did well with no neurological deficits (Figure 

6).  
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Figure 6: Postoperative CT Brain showing complete 

excision of mass. 

DISCUSSION 

In 2011, it was estimated that more than 200,000 cases of 

active tuberculosis occurred among pregnant women 

globally; the greatest burdens were in Africa and 

Southeast Asia.
1 

Clinically, tuberculosis can manifest 

either as meningitis or tuberculomas.
2
 

The signs and symptoms in cerebral tuberculosis depend 

upon the location of the lesion. Tuberculomas have been 

located in fronto parietal region, pontine, pericallosal 

location and suprasellar locations.
3,6 

Though 

intraparenchymal tuberculomas are most common but 

dural based extracranial tuberculomas are reported.
3
 

Cystic and en plaque meningioma mimics and those 

caused by M. avium have been mentioned in literature.
4-7

 

In our case the tuberculoma was located in right parieto 

occipital region and resembled a high grade neoplastic 

lesion. 

Seizures are the commonest manifestation of cerebral 

tuberculosis
8 

however in pregnancy it is almost 

synonymous with eclampsia.
9
 The constitutional 

symptoms of tuberculosis like fever, nausea, headache 

and weight loss are easily missed in pregnant females, 

hence the role of high suspicion in endemic regions and 

role of early imaging is there. In our patient there was 

history of headache and vision loss but these were 

ignored. The obstetricians need to be sensitized to this 

disease as starting of antitubercular treatment early can 

have excellent cure rates. 

MRI has revolutionized the diagnosis of tuberculomas 

especially MR spectroscopy which can help us 

differentiate the lesions from neoplastic ones. 

Tuberculomas are characterized by a prominent decrease 

in NAA/Cr and slight decrease in NAA/Cho.
10

 Lipid-

lactate peaks are usually elevated (86% of 

tuberculomas).
11

 

The state of pregnancy itself is a double edged sword for 

the patient. It is considered a state of lower immunity and 

stress and along with poor nutritional status may lead to 

exaggerated form of tuberculosis, though more studies 

are needed to ascertain this.
12

  

Management of tuberculosis has to be continued post-

surgery with anti tubercular treatment for 18 months. 

Isoniazid may cause cutaneous hypersensitivity, hepatitis, 

peripheral neuropathy. The risk of INH-induced hepatitis 

may be 2.5 times higher in pre-natal patients than the 

general population, although largely unconfirmed. 

Rifampicin may cause nausea; vomiting and hepatitis. 

Pyrazinamide may produce gastrointestinal upsets, 

arthralgia, hyperuricemia and hepatitis. Streptomycin 

may commonly cause vertigo in mother apart from 

ototoxicity and nephrotoxicity, related to speak serum 

concentration and total dose of administered drug. 

Pregnant tuberculous women generally tolerate primary 

chemotherapy well.
12

 Use of Isoniazid, Rifampicin, 

Ethambutol, Pyrazinamide, Streptomycin, Kanamycin 

and Cycloserine has been considered safe for breast-

feeding, but safety of PAS is unproven.
12

 

CONCLUSION 

In conclusion it is to be considered said that tuberculomas 

are rare in pregnancy but have to consider as differential 

diagnosis. The clinical manifestations easily overlap with 

toxemia of pregnancy and neoplastic lesions, however 

imaging especially MRI spectroscopy can help 

differentiate these. The early diagnosis of tuberculoma 

can lead to better outcomes as these are responsive to 

antitubercular treatment. 
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