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Primary Tubercular Mastoiditis with post aural abscess: A rare 

presentation in Subhimalayas 
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Abstract 

In India 15-20% of all the tuberculosis cases are extrapulmonary. The rarity of tubercular otitis media makes 

it an entity often missed while making diagnosis. We present a case of seven year old female child presenting 

with ear discharge, earache and post-aural swelling. HRCT temporal bone showed opacity of the mastoid 

antrum and soft tissue collection in the retro-auricular area. CBNAAT detected mycobacterium tuberculosis 

from the pus drained from the mastoid antrum. 
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Introduction 

Tubercular mastoiditis is a type of silent 

tubercular mastoiditis as there is no history of ear 

discharge and normal tympanic membrane 

hearing.  There is no history suggestive of any 

tubercular foci elsewhere in the body.
[1]  

Tubercular otitis media is  mostly secondary to 

spread of infection from lungs. The route of 

infection is from eustachian tube, perforated 

tympanic membrane and hematogenous spread.
[2] 

The most common sites of extra-pulmonary 

tuberculosis are lymph nodes (34.4%), pleural 

effusion (25.2%), abdominal (12.8%) and central 

nervous system (9.4%).
[3] 

In case of tubercular 

otitis media complications occur mostly when the 

diagnosis is delayed including facial paralysis, 

labyrinthitis, meningitis and sub-periosteal 

abscess.
[4]

 

 

Case Report 

A 7 year old female child presented to the OPD of 

a tertiary care centre of subhimalayas with post-

aural swelling right side for two weeks. There was 

history of ear discharge for two weeks which was 

not responding to topical and systemic antibiotics  

and pain for three days. There was no history of 

trauma or any surgery. No history of fever, loss of 

appetite or loss of weight and no history of contact 

.On local examination left ear was normal while 

right ear pinna was pushed anteriorly and 

inferiorly, preauricular region was normal. A 

swelling of 4*4cm, tender and fluctuant was 
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present over the post-aural region. Post-aural 

sulcus was obliterated and ironed out mastoid was 

seen. Otoscopic examination showed sagging of 

posterior meatal wall. On cleaning the discharge 

present in the external auditory canal, pus was 

seen oozing out from the centre of tympanic 

membrane. Blood investigations were done. 

Haemoglobin was 10.3gm/dl, WBC – 9.6 

thousand/microliter, ESR was 65mm at first hour. 

X-Ray chest and Montoux test were normal. High 

resolution computed tomography of temporal 

bone showed soft tissue opacity in the mastoid 

antrum suggestive of destruction of the mastoid 

air cells on the right side and soft tissue collection 

in retro-auricular region measuring 5*5cm 

.(Image1) Ossicular chain appeared to be intact. 

Patient was taken up for cortical mastoidectomy 

right ear. Intra-operatively there was dehiscence 

of lateral cortical wall, 6-8ml pus was drained 

from the mastoid antrum which was sent for 

culture and sensitivity, AFB staining and 

CBNAAT. Sinodural angle including sinus plate 

and dural plate were intact. Culture and AFB 

staining were negative while CBNAAT detected 

Mycobacterium tuberculosis. Anti-tubercular 

therapy was started and given for six months. The 

patient was asymptomatic at 7 months follow-up.  

 
 

Discussion 

Tuberculous Otitis media is a rare entity which 

presents as multiple perforations of tympanic 

membrane, odourless otorrhoea and pre-auricular 

lymphadenopathy. It is mostly associated with 

Pulmonary tuberculosis and may lead to 

complications like facial nerve paralysis and 

sensory-neural hearing loss.
[5]

 Due to similarity in 

symptoms and signs of non-tubercular chronic 

otitis media and tubercular otitis media there are 

possibility of missing the diagnosis.  According to 

some studies the percentage of tubercular otitis 

media is 0.05 to 0.9%.
[4]  

Tubercular middle ear 

infections are usually secondary to pulmonary 

tuberculosis, spread is either haematogenous, 

through Eustachian tube or tympanic membrane.
[1]

 

In a case reported by Kim et al the cause of 

tubercular Otitis media was due to insertion of 

tympanostomy tube.
[2]

 

GeneXpert and AFB smear microscopy have 

similar specificity, but sensitivity is much higher 

in case of GeneXpert. Although culture is the gold 

standard but it is time consuming taking weeks for 

detection, moreover simultaneously Rifampicin 

resistance can’t be detected.
[6] 

Micro-organisms 

interfere with the koch’s bacillus, this is 

considered to be the reason for less sensitivity of 

bacteriological investigations.
[8] 

According to Cho 

et al, in case of tubercular otitis media, computed 

tomography scan of mastoid will commonly show 

destruction of cortical bone whereas in non-

tubercular otitis media sclerotic changes are more 

commonly seen.
[8]

 Even in the absence of 

pulmonary tuberculosis high index of suspicion is 

required as it is difficult to detect AFB in the ear 

discharge as the positivity is 5 -35% only.
[9]

 

 In our patient there was no history of pulmonary 

tuberculosis or any history of contact, also the 

patient had presented with a short  history of ear 

discharge of two weeks only, which was not 

responding to topical or oral antibiotics .Patient 

presented with mastoiditis and post aural abscess 

and diagnosis was made post operatively after 

mastoidectomy by GeneXpert. ATT should be 

started as soon as diagnosis is made to prevent 
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intracranial and extracranial complications of 

otitis media like facial nerve palsy, mastoiditis, 

labrynthitis, and meningitis. 

 

Conclusion 

Making diagnosis of primary tubercular 

mastoiditis is difficult because of many reasons. 

Being a rare disease, it is not often suspected, 

symptoms are variable and the bacteriological 

culture is negative most of the times as it was in 

our case also. Patient with ear discharge not 

responding to conventional treatment should be 

investigated for tuberculosis in Indian setup and 

the treatment should be started early.  

 

Sources of support: None 
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