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Abstract

Tuberculosis (TB) is an infectious disease caused by Mycobacterium tuberculosis, a quite common health
problem in many developing countries including India. Peripheral neuropathy due to tuberculosis is rare
and a bit controversial. Here we report a 30 years old male clinically presenting with a tubular swelling in
right lateral aspect of neck for last 10 months, which later proved to be due to tuberculous neuritis of

greatauricular nerve (GAN), pathologically.
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Introduction

Involvement of the peripheral nervous system (PNS) by Mycobacterium tubercuosis, is
controversial and rare. Many possibilities have been studied, with no definite single cause [1].
Possibilities include the toxic effects of anti tubercular drugs (especially, rifampicin, streptomycin &
ethambutol), immune mediated neuropathy, leprosy, sarcoidosis, vasculitic neuropathy, compressive
neuropathy, and meningitic reaction. The causative association of peripheral neuropathy with
tuberculous infection is rare and till date only few cases have been reported [2, 3, 4]. We are reporting a

rare case of a patient who developed tuberculosis of great auricular nerve.
Case Presentation

A 30year old male presented to our neurology out-patient clinic with a cord like swelling localised
to right lateral aspect of neck for last 10 months. Along with this he also noticed some discoloration over

face and ear on same side. On examination there was a tubular, firm cord like, subcutaneous tender lump
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(of approx. 5cmx1.2cm) on right lateral aspect of neck along with reddish discoloration on ipsilateral
aspect of cheek involving the skin over mandibular ramus, right parotid, lower concha and ear lobule i.e.
along the typical distribution of anterior and posterior branches of Great Auricular Nerve (Figure 1).
Sensory examination showed impaired pain and temperature sensation on corresponding area. Rest of
nervous system examination was normal. Other systemic examination like respiratory and abdomen

were normal. General examination including lymph node evaluation revealed no abnormality.

Patient had initially taken six months multi drug therapy (MDT) for leprosy from elsewhere
without any improvement. Initially there was no patch but after few weeks of multi drug therapy, there
was appearance of pigmented patches in the skin in the above mentioned distribution. Drugs included in
MDT were Rifampicin, Doxycycline and Clofazimine

Investigation

Serum biochemical and hematological parameters were normal except erythrocyte
sedimentation rate (ESR), which was 46 mm at the end of 1" hour by Wintrobe method. Plain X-rays of the
chest and neck were normal. The patient was non-reactive for HIV I and II. On Neck ultrasonography it
was reported as alinear tubular anechoic to hypoechoic slightly heterogeneous avascular cord like lesion
just adjacent and overlying the right sternocleidomastoid muscle extending near the angle of jaw and to
the postauricular region(approximately 6cmx1.1cm). The right internal and external jugular,
retromandibular, post auricular and maxillary veins showed normal course, caliber and colour flow
without any thrombus. Subsequently the final diagnosis on USG was a superficial nerve thickening which
anatomically was Great Auricular nerve. No significant cervical lymph nodes were seen. Because of the
clinical suspicion of a non leprotic nerve lesion of the neck, fine needle aspiration cytology study of the
swelling was performed as patient did not give consent for biopsy. Smear on hematoxylin and eosinophil
staining showed degenerated mixed inflammatory cells on a background of necrosis, epitheloid cells,
lymphocytes and granuloma suggestive of tubercular caseating granuloma (Figure 2). No foamy
macrophages (Lepra cells) were seen. Ziehl Neelsen staining for acid fast bacilli was positive and final
impression given was Tuberculous neuropathy of GAN (Figure 3).

Differential Diagnosis

There are many diseases which can manifest as swelling in lateral aspect of neck, out of which
important differential diagnoses are leprous neuritis, sarcoidosis, thrombosis of external jugular vein,
and specific/non-specific lymphadenitis. Since patient initially did not improve after taking MDT for
leprosy and FNAC was negative for lepra cells, leprous neuritis was ruled out. Sarcoidosis is
characterized by presence of non-caseating granulomas, and External jugular vein thrombosis was ruled

outon USG neck. Moreover USG also showed no evidence of significantlymphadenopathy.
Discussion

Infection is the most common cause of neck swelling whether lymphadenopathy [5], or thickened
GAN in developing countries. Most common cause for thickened GAN is leprosy. It is most commonly
misdiagnosed as thrombosis of external jugular vein [6,7], by most of the physicians. Causal association
of peripheral neuropathy with tuberculosis is highly uncommon. Exact mechanism of tubercular

neuropathyisunknownbut, it can be due to direct affection or pressure effect or entrapment by vertebral
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collapse, cold abscess or tubercular lymphadenitis [8, 9]. Further studies are required to elucidate the
mechanism of neurotoxicity in tuberculosis and identify the putative mediators. Other factors which
could be responsible for peripheral neuropathy in tuberculosis patients are malnutrition, meningitic
radiculopathy and anti-tuberculous drugs like isoniazid and ethambutol [10-12]. It could be also due to

Mycobacterium avium-intracellulare infection when associated with HIV [13].

Till date in literature only one case of isolated cervical nerve involvement following regional
tuberculous lymphadenitis has been reported [2]. Where as in our case there is selective involvement of
Great Auricular Nerve without any evidence of tuberculosis or other granulomatous infection elsewhere

inbody.

In our patient, the diagnosis of Tuberculous neuropathy was made on the basis of following points:
1) No response to anti leprosy multi drug therapy taken by patient earlier.

2) FNAC smears showing epitheloid granuloma and acid fast bacilli after stain.

3) Good response to anti tubercular therapy.

Treatment and follow up: Patient was put on standard dose of Anti tubercular drugs (combination of
four drugs rifampicin, isoniazid, pyrizinamide and ethambutol) along with Pyridoxine. In follow-up after
2 months, the size of lesion reduced up to 30%, and at 4 months, up to 70% along with improvement in

sensationin corresponding areas and patientis still in follow-up on Anti TB drugs.
Conclusion

Tuberculosis is a chronic caseating granulomatous disease which can involve almost any body
tissue and sometimes shows many unusual ways of presentation. Neuropathy in patients with
tuberculosis is not always iatrogenic and the possibility of a primary effect on the nerves should be
considered. Good response to anti-tubercular treatment also aids the retrospective diagnosis of
tuberculosis in these cases. We should thus keep a high index of suspicion in such cases of unusual and
atypical presentations of tuberculosis. Early diagnosis and timely initiation of anti-tubercular treatment

canavoid complications such as neuropathy.
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Figures

Figure 1: Image showing along tubular, firm, subcutaneous tender lump of 4cmx1.2cm on right lateral aspect of
neckalong with reddish discoloration on upper mandible, parotid, lower concha and earlobule

Figure 2: Hematoxylin and eosinophile stain showing degenerated mixed inflammatory cells on a background of
necrosis, epitheloid cells, lymphocytes and granuloma (Epitheloid Granuloma)
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Figure 3: Ziehl-Neelsen staining showing few acid fastbacilli (red rod) with necrosis
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