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OLGU SUNUMU CASE REPORT

Endobronchial Tuberculosis: A Case Report

Endobronsial Tiiberkiiloz: Olgu sunumu

» Najwa Almohammad Alkhal’, Coskun Dogan', Selver Ozekinci?
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Abstract

Oz

Endobronchial tuberculosis (EBTB) is a rare form of
tuberculosis.  Although its  clinical, laboratory,
microbiologic, and treatment characteristics are
similar to those of other forms of tuberculosis, EBTB
differs in that bronchoscopy plays a central role in
diagnosis and, particularly in untreated cases, it may
lead to serious airway complications such as
bronchial stenosis. This case report describes a 57-
year-old female patient with risk factors for lung
cancer who was diagnosed with EBTB during
advanced diagnostic evaluation. The case is
presented to draw aftention to the diagnosis,
treatment, and management of this rare form of
tuberculosis.

Keywords: Endobronchial Tuberculosis, Bronchoscopy,
Tuberculosis.

Endobronsial Tiberkiloza (EBTB) tuberkilozun ol-
dukca nadir gérilen bir formudur. Klinik, laboratu-
var, mikrobiyolojik ve tedavi &zellikleri Tuberkiloz
Hastaliginin diger formlan ile benzerlik gésterse de,
tanida bronkoskopik yéntemlerin éncelikli olmasi ve
basta tedavisiz olgularda olmak Uzere gérilen komp-
likasyonlan arasinda bronsial stenoz gibi ciddi bir
havayolu hastaligina yol acabilmesi nedeni ile tiber-
kilozun diger formlarindan aynsir. Bu olgu sunu-
munda Akciger Kanseri agisindan risk faktérlerine
sahip olan 57 yasinda bir kadin olgu ileri tetkikler
sirasinda EBTB tanisi almas literatir esliginde ince-
lenmistir. Olgu nadir gérilen EBTB'nin tani, tedavi ve
yoénetimine dikkat cekmek icin sunulmustur.

Anahtar Kelimeler: Endobrongial Tiberkiloz, Bron-
koskopi, Tiberkiloz.
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Tuberculosis (TB) is a chronic infectious disease caused
by Mycobacterium tuberculosis and remains among the
leading causes of morbidity and mortality worldwide.
According to estimates in the Tuberculosis Report pub-
lished by the World Health Organization (WHO) in 2025,
millions of new cases are diagnosed each year (1).

Endobronchial tuberculosis (EBTB) is a distinct and rela-
tively rare form of pulmonary TB. EBTB is defined as in-
volvement of the tracheobronchial tree supported by
microbiologic and histopathologic evidence. The reported
incidence of EBTB is not clearly known, largely because
bronchoscopy is not performed in every patient with TB.
Although the clinical presentation of EBTB often includes
nonspecific symptoms such as cough, wheezing, hemop-
tysis, or dyspnea, it may also mimic asthma, pneumonia,
or malignancy. Radiologic findings may be negative,
indeterminate, or misleading, which further contributes to
diagnostic difficulty. Bronchoscopic, histopathologic, and
microbiologic evaluations play an important role in pre-
venting bronchial stenosis, a serious complication of

EBTB (2,3).

The purpose of presenting this case is to emphasize the
diagnostic challenges associated with EBTB and to high-
light the importance of considering this disease in the
differential diagnosis, even when the clinical and radio-
logic findings of endobronchial lesions suggest malig-
nancy.

CASE

A 57-year-old female patient presented to a health center
with dry cough, fatigue, loss of appetite, and weight loss
lasting for 3 months. She underwent posteroanterior chest
radiography (PA-CXR), followed by chest computed to-
mography (CT) and positron emission tomography-
computed tomography (PET-CT), and was referred to our
center for further evaluation. Physical examination re-
vealed that the patient was in fair general condition and
was alert, cooperative, and oriented. Auscultation re-
vealed rales in the right lower zone. The remainder of the
physical examination was unremarkable. The patient’s
medical history included chronic obstructive pulmonary
disease (COPD), hypertension, hyperlipidemia, and coro-
nary artery disease. She had been receiving inhaled ther-
apy consisting of a long-acting beta-2 agonist and an
inhaled corticosteroid for COPD for 2 years. The patient
had a 35-pack-year smoking history. She reported that
her father had died of lung cancer and her brother had
died of malignant melanoma.

Evaluation of the patient’s PA-CXR revealed a nonhomo-
geneous opacity in the right lower zone (Figure 1). Chest
CT obtained at an outside center revealed areas of con-
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solidation in the right lung, particularly prominent in the
basal segments of the lower lobe (Figure 2).
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Figure 1: Increased nonhomogeneous opacity in the right lower zone
and volume loss in the right lung

Figure 2: Increased millimetric nodular densities along the bronchovas-
cular branches in the posterior upper lobes of both lungs, more promi-
nent on the right; areas of infiltration with air bronchograms in the right
lower lobe; and a 2.5-cm nodule adjacent to the infiltration in the
posterobasal segment of the right lung, indicated by the red arrow

PET-CT showed areas of FDG uptake. Although the find-
ings were suggestive of an infectious process, malignancy
was also considered in the differential diagnosis because
of the existing risk factors (Figure 3). Laboratory tests
showed no significant pathologic findings other than
elevated erythrocyte sedimentation rate (ESR) and serum
C-reactive protein (CRP) levels (Table 1).
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Figure 3: Areas of increased reticulonodular density accompanied by
mild FDG uptake in the apicoposterior segment of the right upper lobe,
superior segment of the right lower lobe, and left lower lobe (SUVmax =
2), with a large consolidation area showing intense FDG uptake in the
right lower lobe (SUVmax = 12.1). Adjacent to the consolidation area, a
2.5-cm nodular lesion with mild FDG uptake is observed in the postero-
basal region of the right lower lobe (SUVmax = 2.6)

Fiberoptic bronchoscopy (FOB) was planned to rule out
possible malignancy. During FOB, a white membranous
lesion narrowing the lumen and adhering to the carina
was observed at the entrance of the right lower lobe, and

multiple forceps biopsies were obtained from the lesion
(Figure 4).

Figure 4: Fiberoptic bronchoscopy showing a white membranous lesion
narrowing the lumen and adhering fo the carina at the entrance of the
right lower lobe

In addition, bronchial lavage was performed from the
right lower lobe. Microbiologic examination of the bron-
chial lavage samples revealed acid-fast bacilli (AFB) posi-
tivity. Histopathologic examination showed necrotic tissue
covered with respiratory epithelium, with inflammatory
cells present within the necrotic areas (Figure 5).

Figure 5: Caseous necrosis adjacent to the bronchial cartilage, with
epithelioid histiocytes within the inflammatory cell infiltrate (H&E, X50)
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Table 1: The patient’s laboratory test results

Parameter Result Reference Parameter Result Reference
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WBC: White Blood Cell Count. CRP: C-Reactive Protein. INR: Interna-
tional Normalized Ratio. PLT: Platelet Count. ALT: Alanine Aminotrans-
ferase. AST: Aspartate Aminotransferase. ESR: Erythrocyte Sedimentation
Rate.

Based on the current clinical, radiologic, bronchoscopic,
and microbiologic findings, the patient was diagnosed
with pulmonary tuberculosis with endobronchial involve-
ment and was started on a four-drug antituberculosis
regimen consisting of isoniazid, rifampicin, ethambutol,
and pyrazinamide. In the second month of treatment,

marked improvement in symptoms, regression of radio-
graphic findings on PA-CXR, and regression of the endo-
bronchial lesion on follow-up FOB were observed (Figure
6). Written informed consent was obtained from the pa-
tient.

Figure 6: Follow-up chest radiograph and fiberoptic bronchoscopy
obtained in the second month of treatment showing regression

DISCUSSION

This case report presents a 57-year-old woman at in-
creased risk for lung cancer due to a history of heavy
smoking and a family history of lung cancer in a first-
degree relative, who was diagnosed with EBTB, a rare
form of TB, during advanced evaluation including FOB.

The tuberculosis bacillus is a slow-growing obligate aero-
bic bacterium. Individuals first exposed to the TB bacillus
during childhood may either develop primary TB disease
or harbor dormant bacilli in the apical regions of the
lungs, where ventilation is greater. Therefore, the form of
TB seen in adults later in life, known as post-primary TB,
is often cavitary TB (4). EBTB is a rare form of TB, and the
diagnosis is often made using bronchoscopic methods.
Although it is less common than other forms of TB, there
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is no clear consensus on its prevalence. Studies report a
wide prevalence range of 5% to 38%. One possible rea-
son for this wide range may be the greater use of micro-
biologic methods in TB diagnosis and the more limited
use of bronchoscopic methods (5).

EBTB, which is more commonly seen in women in their
20s and 30s, has also been reported to have a second
peak in older patients (2). Our case was consistent with
the literature in terms of age and sex. The clinical presen-
tation of EBTB is usually nonspecific, with symptoms such
as cough, dyspnea, wheezing, and hemoptysis. These
findings may be confused with asthma, pneumonia, and
especially malignancy. Radiologic findings may include
consolidation, atelectasis, and an endobronchial mass-
like appearance; in some cases, FDG uptake on PET-CT
may also raise suspicion of malignancy. This demon-
strates that evaluations based solely on radiologic meth-
ods may be insufficient for diagnosis (6,7). Our patient
was diagnosed with EBTB during evaluation for suspected
lung cancer due to her high-risk status. A review of the
literature shows that although FOB biopsy is diagnostical-
ly important in EBTB, the role of histopathologic examina-
tion may sometimes be limited compared with microbio-
logic methods. This may be due to the high degree of
necrosis in the samples obtained, nonspecific inflamma-
tion, or results that only rule out malignancy. For this
reason, microbiologic methods, particularly M. tuberculo-
sis culture and PCR testing in bronchial lavage samples,
are critical for definitive diagnosis (5,8).

The most important feature distinguishing EBTB from
other forms of TB, despite a similar treatment approach,
is the risk of bronchial stenosis. This is the most significant
complication of EBTB and may develop in some patients
despite appropriate antituberculosis treatment and steroid
therapy. Although rare, bronchial stenosis that develops
during treatment may be irreversible, requiring broncho-

scopic or surgical intervention to maintain airway patency.

Early diagnostic investigation and timely initiation of an-
tituberculosis therapy are critical for preventing irreversi-
ble complications such as bronchial stenosis (2,10).
Therefore, EBTB should always be considered in the dif-
ferential diagnosis of endobronchial lesions mimicking
malignancy.

Another notable aspect of our case is the patient’s history
of heavy smoking, diagnosis of COPD, and the
LABA+ICS therapy she had been receiving for this condi-
tion. ICSs, in particular, may suppress the cellular im-
mune response, adversely affect alveolar macrophages,
reduce local defense mechanisms in the bronchial muco-
sa, and potentially weaken granuloma integrity through
TNF-a inhibition. Studies have reported that ICSs may
increase the risk of pneumonia, nontuberculous myco-
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bacterial infections, and reactivation of latent tuberculosis,
with these effects being small but significant, particularly
with high-dose and long-term use (11). lkeda et al. (12)
recently presented a case exhibiting clinical and radiolog-
ic features very similar to our case. In that report, EBTB
diagnosed by bronchoscopy was thought to have been
triggered by long-term ICS use and presented with atypi-
cal epidemiologic features, anatomic involvement, and
atypical radiologic findings. The authors highlighted the
possibility of EBTB in patients receiving long-term ICS
therapy, even when the clinical findings are largely atypi-
cal for tuberculosis.

CONCLUSION

In our case, despite clinical and radiologic findings mim-
icking malignancy, EBTB was diagnosed based on bron-
choscopic and microbiologic evaluation. This case em-
phasizes the importance of bronchoscopic and microbio-
logic examinations in the evaluation of endobronchial
lesions. The primary goal of treatment in EBTB is eradica-
tion of the tuberculosis bacillus. Careful follow-up for
possible bronchial stenosis is also essential.
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