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Abstract
Intramedullary spinal tuberculoma is a rare form of central nervous system tuberculosis. We report a case in HIV
infected patient with evidence of symptoms of systemic tuberculosis who presented with a history of progressive leg
weakness, urinary urgency, and impotence. Thoracic MRI showed disseminated micronodular lesions. Abdominal
MRI revealed ascitis, necrosed retroperitoneal adenopathies. Ascitis liquid acid-fast bacilli stainings and cultures
were positive. MRI of the brain revealed multiple infracentimetric nodular lesions in the cerebral parenchyma and in
cerebellar vermis. MRI of spinal cord revealed two intramedullary hyper intense lesions measuring 10 mm and 7 mm
interesting the terminal cones. Gd-DTPA-enhanced MRI showed enhancement of the two intramedullary lesions. The
lesion, was located in the cones medullaris. Antituberculous medication was instituted as soon as the diagnosis was
made. Neurologic symptoms and signs slowly improved.
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Introduction
Tuberculosis is a serious health problem in underdeveloped
countries and a leading cause of death. Tuberculosis can involve any
body part, spinal cord involvement is rare. Central nervous system
tuberculosis occurs secondary to hematogenous spread from a
subclinical or radiologically occult primary, usually in the lungs. The
most common form of spinal intradural tuberculosis is meningitis.
The occurrence of intramedullary tuberculoma is rare. The reported
incidence of intramedullary tuberculoma quoted being 2 per 100,000
cases of tuberculosis. The concurrent occurrence of cranial and
intramedullary tuberculoma is rarer. Only such cases have been reported
in world literature. We report one such rare case that had complete
recovery with antituberculous drugs without surgical treatment.

Figure 1: CT Chest showing miliary tuberculosis.

Case Report
A 33-year-old man infected with HIV was admitted with a history
of low back pain, progressive weakness, and paresthesia in the legs. He
reported urinary urgency, impotence, and difficulty with walking in the
previous 10 days. There was history of ganglionar tuberculosis in 2011.
General systemic examination, including clinical examination
of the chest, revealed abnormalities of the vesicular sound. Motor
testing revealed incomplete loss of dorsiflexion and bilateral weakness
of plantar flexion. Sensory testing revealed hypoesthesia in the sacral
dermatomas. Ankle jerks were depressed and both plantar responses
were extensor.
Laboratory studies revealed a normal complete blood count. A chest
plain radiograph showed micronodular miliary. Thoracic MRI (Figure
1) showed disseminted micronodular lesions. Abdominal MRI (Figure
2) revealed ascitis, necrosed retroperitoneal adenopathies. Histological
examination of the specimen of ascitis revealed a granulomatous lesion
containing multinucleated Langhans’ giant cells, inflammatory cells,
and caseating necrosis. Tuberculin skin test, with 10 units of purified
protein derivative, was positive. Ascitis liquid acid-fast bacilli stainings
and cultures were positive.MRI of the brain (Figure 3) revealed multiple
infracentimetric nodular lesions in the cerebral parenchyma and in
cerebellar vermis. Gd-DTPA-enhanced MRI showed enhancement of
the lesions.
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Figure 2: Thoracoabdominal CT showing multinodular spleen, ascitis and
necrosed retroperitoneal adenopathies
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MRI of the spine revealed two intramedullary hyper intense lesions
measuring 10 mm and 7 mm interesting the terminal cones. GodDTPA-enhanced MRI showed enhancement of the two intramedullary
lesions (Figures 4 and 5). Quadruple therapy with ethambutol, rifampin,
isoniazid, and pyrazinamide was started. The patient’s paraparesis
slowly improved. At follow-up 3 months later, he was able to walk
without any sexual or urinary dysfunction.

Discussion
The most common form of spinal tuberculosis is tuberculous
spondylitis (Pott’s disease). Meningitis is the most common form
of spinal intradural tuberculosis. Tuberculomas are mainly located
intracranially. Spinal tuberculomas comprise 2-5% of the all CNS
tuberculomas [1].
Figure 3: Cerebral MRI showing 2 nodular lesions.

Arseni and Samitca [2] found 210 cases of CNS tuberculoma, of
which only 9 were spinal masses. Intramedullary location was found in
only five of these spinal tuberculomas.
The rarity of intramedullary spinal tuberculomas was also
emphasized by Citow and Ammirati in 1994 [3].

Figure 4: MRI of the spine revealed two intramedullary hyper intense lesions
measuring 10 mm and 7 mm interesting the terminal conus. Gd-DTPAenhanced MRI showed enhancement of the two intramedullary lesions.

They mentioned that intramedullary tuberculomas were seen in 2
of 100,000 cases of tuberculosis and 2 of 1000 cases of CNS tuberculosis
disease. Infection with HIV increases the risk of tuberculosis [4]. The
first bacteriologically proven case of an intramedullary tuberculoma in
a patient with HIV infection was reported by Gallant et al. in 1992 [5].
Alessi et al. reported a combined subdural tuberculous empyema and
intramedullary tuberculoma in an HIV-positive patient [6]. Concurrent
occurrence of intracranial tuberculomas along with intramedullary
spinal tuberculoma is rarer. Huang et al. [7], Shen et al. [8] and
Muthukumar [9] reported patients symptomatic for both intracranial
and intramedullary tuberculomas. Thacker [10] reported a 6-yearold girl in whom imaging revealed intramedullary tuberculomas with
incidentally discovered multiple intracranial tuberculomas. Yen et al.
[11] reported a 67-year-old man with known pulmonary tuberculosis
who developed symptoms of spinal cord compression. The CT chest
of our patient was anormal with evidence of pulmonary tuberculosis.
The MRI findings in the present case were typical. Iso or hypointensity
of intracranial lesions of both T1 weighted and T2 weighted MR
imaging are characteristic of the caseous necrotic content that is
usually found in tuberculomas. Non caseous tuberculomas typically
display a hypointense signal on T1 and a hyper intense signal on T2
weighted image, with homogenous enhancement after gadolinium
administration.
MR spectroscopy of tuberculoma demonstrates lipid leaks at 0.9,
1.3, 2.0 and 2.8 ppm; and a phosphorine peak at 3.7 ppm. The lipid
peak is due to presence of fatty acids found in caseous material in the
centre of tuberculoma. Antituberculous drugs with corticosteroids
offer effective, safe and feasible option for treating intramedullary
tuberculoma, especially in developing countries where microchirurgical
techniques may not be widely available.
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