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Zeil Neilson smear did not show acid fast bacilli. He 
was treated with parenteral antibiotics for two weeks 
and discharged on oral cloxacillin after he improved 
symptomatically. Surprisingly, after six weeks, his pus 
grew mycobacterium tuberculosis sensitive to isoniazid, 
rifampicin, pyrazinamide, and ethambutol. He was 
started on isoniazid, rifampicin, pyrazinamide, and 
ethambutol. Unfortunately, he was lost to follow up 
after this and the outcome of the illness is not known.

Brain abscess in patients with cyanotic heart disease 
constitutes 11% of all brain abscesses and the incidence 
is in decline in developed countries due to early 
surgical interventions in patients with congenital 
heart diseases. [1] Tuberculoma of brain is an extremely 
uncommon lesion in patients with cyanotic heart diease. 
Moorthy et al.,[2] reported brainstem tuberculoma in an 
adult patient with cyanotic heart disease Ray et al.,[3] 
reported tuberculoma in a child with congenital heart 
diseases. Probably this is the Þ rst report of tuberculous 
brain abscess in a patient with cyanotic heart disease. 
Antituberculous therapy and surgical intervention are 
the mainstays of management.

We report this case since physicians treating children 
with congenital heart lesions should be aware of this 
rare association and consider when there is inadequate 
response to initial broad-spectrum antibiotics.
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Giant extra-axial posterior 
fossa tuberculoma in a 
three-year-old child
Sir,
Intracranial tuberculosis, meningitis, and parenchymal 
tuberculomas, are still prevalent in some parts of the 
developing world. Of the intracranial tuberculomas, 
extra-axial tuberculomas are rare and may present with 
diagnostic dilemmas.[1]

A three-year-old girl presented with progressive 
enlargement of head, difÞ culty in walking and sitting, and 
progressive stiffness of all the four limbs since one year. 
There was no history of headache, vomiting, or fever. 
Developmental history suggested delay in acquiring 
milestones. On examination, there was macrocephaly, 
bulging anterior fontanelle, up gaze palsy, and increased 
tone in all the four limbs. Routine blood tests and chest 
X-ray were normal. Contrast computed tomography (CT) 
brain showed [Figure 1] a large ring enhancing (51 × 51 
× 60 mm) lesion in the left posterior fossa compressing 
and shifting the fourth ventricle to right side causing 
obstructive hydrocephalous. There was extension of the 
lesion to supratentorial compartment through tentorial 
hiatus. A right ventriculoperitoneal shunt was done 
followed by deÞ nitive surgery. Midline suboccipital 
craniectomy and durotomy was done. At operation 
there was a large extra-axial lesion attached to tentorium 
superiorly and to brainstem medially compressing the 
cerebellum laterally. There was extension of the lesion 
to supratentorial compartment through tentorial hiatus. 
The tumor was yellowish, Þ rm, and relatively avascular. 
Total excision of the lesion was done [Figure 2]. 
Histopatholgy was tuberculoma [Figure 3]. The patient 
improved postoperatively and was discharged on 
antituberculous treatment. At one-year follow up the 
patient is asymptomatic.

In developing countries, tuberculomas still account for 
about one-third of brain masses.[2] Of the intracranial 
tuberculomas, extra-axial tuberculomas are extremely 
uncommon.[1,3] Tuberculoma usually results from the 
hematogenous seeding of the tubercle bacilli to the 
leptomeninges and brain parenchyma, resulting in
the formation of tubercles. The leptomeningeal tubercles 
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Figure 1: Postoperative contrast CT scan of the brain showing complete removal of the lesion

Figure 2: Contrast CT scan of the brain showing an enhancing large 
posterior fossa lesion extending to supratentorial compartment through 

tentorial hiatus with severe obstructed hydrocephalous

Figure 3: Photomicrography (H & E, × 40) showing granulomatous 
infl ammation with caseous necrosis surrounded by Langhans giant cell 

and lymphocytes

may rupture into the subarachnoid space resulting in 
meningitis or may remain conÞ ned to the meninges 
forming a hard Þ brous mass attached to the dura which 
may present as tuberculoma-en-plaque,[4,5] or extra-axial 
mass like meningioma.[3,6]

Extra-axial tuberculomas can present with the clinical 
picture like any other mass lesion, hence, preoperative 
differential diagnosis from other mass lesions is difÞ cult. 
The differential diagnosis includes meningioma, 
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lymphoma, metastatic tumor, and sarcoidosis.[4]

Findings of systemic infection and many of the usual 
laboratory correlates of infection may be absent. 
Cerebrospinal ß uid examination may not be informative. [6]

CT and magnetic resonance (MR) imaging features are 
highly sensitive for tuberculoma, but their speciÞ city for 
a deÞ nite diagnosis is low. Tuberculoma may be seen as 
a hypo or hyperdense, round or multilobar lesion on CT, 
and shows homogeneous or ring enhancement.[7] The 
MRI signal characteristics of intracranial tuberculoma are 
extremely diverse. An isointense or hypointense core with 
a hyperintense rim on T2-weighted and FLAIR images 
is the most common presentation. Core hypointensity 
of lesion is related to necrosis and the large number of 
cells.[7] MR spectroscopy may be complementary in the 
diagnosis and show elevated lipid peak, cholesterol ester, 
plasmalogen, and phenolic glycolipids.[1] This Þ nding 
may also help to differentiate tuberculomas from other 
disease conditions such as malignant tumors as well as 
the common extra-axial tumor like meningiomas.[7] Large 
lesion with mass effect was the indication for surgery in 
this patient. Surgical excision not only helped to establish 
the histological diagnosis but also helped to resolve the 
compressive symptoms.
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High cervical cord injury after 
accidental pencil stab
Sir,
Penetrating injuries of the spine are uncommon in most 
parts of the world except in South Africa.[1] Commonly 
used weapons are knives, bicycle spokes, ice-picks, 
and screwdrivers. Most of the pencil injuries have been 
reported to occur in or around the orbital region.[2,3] 
There has been a report of vertebral body granuloma of 
the cervical region following a pencil stab injury[4] but 
we could not Þ nd any mention of cervical spinal cord 
injury from a pencil stabbing.

A 7-year-old male was brought into emergency services 
after falling over a writing pencil when he was hit by 
his teacher in the school. He was injured in the upper 
lateral aspect of the neck on the right side. The tip of 
the pencil entered through the skin just below the right 
mastoid process. The pencil was immediately withdrawn 
and there was no breakage of the pencil tip. The patient 
developed right upper and lower limb weakness with 
a cerebrospinal ß uid (CSF) leak from the punctured 
neck wound. After admission (24 hours after the injury) 
he complained of neck pain and fever. A neurological 
examination showed an alert and co-operative boy 
with right upper and lower limb pyramidal weakness, 
he in addition also had weakness of the right trapezius 
and sternomastoid muscles. There was no sensory 
impairment. Active neck movements were mildly painful 
but within normal range.

Plain X-rays of the craniovertebral junction and cervical 
spine were normal. Magnetic resonance imaging 
(MRI) of the cervical spine showed an intramedullary 
hyperintense signal at the C1-C2 level suggestive of cord 
contusion. The paraspinal tissue on the right side showed 
a hyper intense signal in the T1 weighted image due 
to the soft tissue edema [Figure 1]. Within 72 hours of 
antibiotic therapy, the boy became afebrile but remained 
hemiplegic. The CSF leak stopped within 48 hours. 
Gradually, he improved and motor power improved 
to Grade 3/5 in 2 weeks. At the follow-up visit 6 weeks 
later, the power had improved to Grade 4/5 with some 
spasticity and the patient was walking without support.

Data regarding pencil lead injuries of the cervical spine 
are unavailable. Common entry sides of pencil lead 
injuries include the lower, outer region of the orbit and 
the inner canthus. Our case of accidental pencil stab 
injury of the spinal cord causing cord contusion is thus 
unique.
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