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Discussion

Tuberculosis of the middle ear is a rare entity and has 
been sparsely reported in the literature presenting as 
painless otorrhea, multiple tympanic perforations, 
abundant granulation tissue, bone necrosis, and severe 
hearing loss.[1] The disease is usually secondary to 
a primary infection in lungs, larynx, pharynx, and 
nose. [2,3] M. tuberculosis probably spreads contiguously 
or hematogenously, from these foci to the middle ear 
through the Eustachian tubes. Hematogenous spread 
often results in a direct involvement of the mastoid 
bone, producing necrosis which progresses to the 
middle ear. [3,5] Demonstration of acid fast bacilli in the 
ear discharge is quite tedious. The smear positivity 
varies from 5% to 35% and on repeated examination 
improves to 50%.[1] Tubercular petrositis is even rarer 
and occurs by involvement of venous channels.

Fungal infections of the CNS has seen a steep rise 
in numbers, largely, due to the advent of acquired 
immunodeficiency syndrome (AIDS), wide spread 
use of broad spectrum antibiotics, steroids, and 
immunosuppressive drugs for a variety of conditions. 
However, the dematiaceous fungal infections of the 
CNS continue to be uncommon. Fonsecaea pedrosoi 
usually presents with papules and verrucous like 
lesions in the subcutaneous plane following trauma 
and are commonly seen in the lower extremities. It is 
common in humid tropic areas. They have neurotropic 
potential but are known to produce brain abscess.[6] In 
the present case there was a combined infection with 
M. tuberculosis and F. pedrosoi involving the cranium 
and the rib cage. The vital lesson we share through this 
article is that odd combinations do occur and judicious 
treatment with appropriate drugs leads to cure. This 
is to our best knowledge, the first case of combined 

infection with these organisms in an immunocompetent 
individual managed successfully with surgical 
decompression, antifungals (amphotericin B and 
voriconazole) and anti-tubercular drugs. Recently, 
Criado et al. reported the use of oral voriconazole to 
treat three patients with extensive and long-standing 
cutaneous chromoblastomycosis with obtaining control 
of the disease. So, to the best of our knowledge, our 
case report is the second in the indexed literature 
(Pubmed/Medline) using oral voriconazole in the 
chromoblastomycosis treatment.[7]
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Commentary

Tuberculosis remains an important public health 
problem in developing countries and is the most 
common infectious cause of death, second only to HIV/
AIDS. Central Nervous system tuberculosis accounts 
for 2-5% of all cases and often is associated with 
high mortality and a severe neurological sequelae.[1] 
All granulomatous lesions are generally grouped as 
tubercular in nature and are empirically treated with 
antitubercular treatment. A small percentage of such 
lesions are discovered to be fungal granuloma, which 

is low in virulence and histopathological examination 
reveals ill-formed granuloma with numerous foreign 
body giant cells. These cases must be appropriately 
treated with antifungal therapy.[2] Lakshmi et al. 2010 
reported a rare concomitant tubercular with fungal 
(fonsacaea pedrosi) infection 1 in 352 cases, in middle 
year cleft extending and destroying cranio-vertebral 
junction at skull base.[3,4] Tubercular disease involving 
the cranio-vertebral junction requires special mention 
because of the difficulty in early diagnosis and possibility 
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of serious complications. Craniovertebral tuberculosis 
is rare, less than 1% of spinal tuberculosis. Common 
clinical signs and symptoms include pain in the 
neck, restriction of neck movements, low grade fever, 
difficulty in swallowing due to orpharyngeal bulge, 
lower cranial nerve palsy, and quadriparesis.  Traction 
and antitubercular drugs are the principal mode of 
therapy and stability is usually achieved within 3-6 
months. This is followed by immobilization of neck 
with cervical collar and the patient is allowed normal 
activities[5] Surgical decompression is indicated in 
patients who do not undergo spontaneous stabilization 
or there are progressive neurological signs. All diseased 
bone, synovium, and granulomatous tissue are removed 
and after removing any subluxation by traction anterior 
fusion is performed using homologous iliac or rib grafts. 
Following such fusion traction is used till radiological 
union (6-17 weeks) becomes apparent.
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