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Editorial

The midbrain is a crucial part of the central nervous 
system. In a small volume, it not only contains the nuclei 
of the oculomotor nerves[1]  (III and IV cranial nerves) 
but it is also crossed by many structures coming from 
the cerebral hemispheres, the cerebellum, and from the 
periphery. The midbrain also contains an important 
structure such as the red nucleus, the substantia nigra, 
and the superior cerebellar peduncle among others. 
Hence, it is easy to understand how different lesions in 
this area can lead to such a great variability in clinical 
presentation.[2]

The midbrain can be involved in many different 
pathological process such as vascular accident (Weber’s 
syndrome, Parinaud’s syndrome with the typical 
upward gaze palsy), tumors (one of the first patients 
described as affected by supranuclear progressive 
palsy was instead affected by brainstem tumor), 
demyelinating processes (multiple sclerosis), infections, 
and neurodegenerative diseases (Parkinson’s disease 
and supranuclear progressive palsy). Each one of 
these conditions can present with a broad clinical 
spectrum, from movement disorder to focal signs. 
One of the key symptoms is definitely the involvement 
of the third cranial nerve and often there is also the 
involvement of the conjugate upward gaze. The 
classic syndrome with this type of symptom is the 
supranuclear progressive palsy where the upward 
gaze palsy is one of the strongest symptoms for the 
diagnosis.[3]

In the paper “Bilateral ptosis without upward 
gaze palsy‑unusual presentation of midbrain 
tuberculoma,”[4] Sarkar et al. describe a very interesting 
case of a young patient affected by midbrain 
tuberculoma with ataxia and ptosis. Neurotuberculosis 
is found in more or less 5–15% cases of extrapulmonary 
tuberculosis and common locations are cerebral and 
cerebellar hemisphere, instead brainstem locations 
are very rare. Brainstem tuberculomas were already 
described in literature with a wide range of clinical 
presentations such as “one and half syndrome,” 
“eight and half syndrome,” and “bilateral ptosis” as 
the readers will be able to find in reading the paper of 

the authors. In many of these case reports, the lesions 
were located in the midbrain showing how much can 
be variable the clinical presentation of a lesion affecting 
the midbrain.

The paper is very interesting because the authors highlight 
the structure of the midbrain, especially the area where 
the oculomotor nucleus lies and its architecture. As well 
described in the text, due to the particular structure of 
the affected area of the midbrain with tuberculoma, it is 
rare that there is a bilateral ptosis without upward gaze 
palsy. Moreover, they show how the complexity of the 
midbrain can lead to a heterogeneous combination of 
symptom in this case with ataxia.

They showed the importance of the magnetic resonance 
spectroscopy in the diagnosis of tuberculoma as this 
condition has a particular spectroscopy pattern, and it 
is very helpful in the differential diagnosis between this 
and other pathological conditions.

The authors demonstrate the importance of the right 
therapy. In fact, after few days, the therapy was started; 
the patient got better till a complete regression of his 
neurological deficits.
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