
ndobronchial tuberculosis (TB) is a very
common phenomenon before the

antituberculous therapy era, but cases are still being
reported mainly in the underdeveloped world.  It is
usually associated with primary TB infection and is
defined as involvement of the tracheobronchial tree
with microbial and histological evidence.1-3

Endobronchial TB can present as ulceration,
hyperemia, granulation tissue and rarely a mass
lesion mimicking an endobronchial tumor.
Bronchial stenosis is the main complication of
endobronchial TB if not treated early and may result
in significant morbidity.4 We present a case of TB
presenting as endobronchial tumor.

Case Report. A 28-year-old Sudanese office
worker who was a casual smoker presented with 4
weeks history of dry cough.  His past medical
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Endobronchial tuberculosis (TB) can be present in various forms including ulceration, hyperemia and granulation tissue
and rarely as mass lesion. We present a case of TB presenting as endobronchial tumor mimicking lung cancer on
bronchoscopic examination. The histology of the tumor showed caseating granuloma and bronchial lavage culture was
positive for mycobacterium TB. The patient improved after anti TB treatment. Endobronchial TB is usually a
complication of primary pulmonary TB mostly occurring in children but can occur in adults. The most common form
of endobronchial TB is mucosal hyperemia and erosions leading to ulceration and granulation tissue.  Cough is the
most common symptom and the most serious complication is bronchial stenosis. Several treatment modalities have
been tried to decrease the incidence of bronchial stenosis including isoniazid inhalation and systemic steroids but
results are not convincing. Early diagnosis and treatment is essential to prevent this debilitating complication.
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ABSTRACT

history of note was Kaposi sarcoma of lower limbs
treated with chemotherapy and radiation therapy.
His blood test was negative for HIV antibody on
several occasions. His clinical examination was
unremarkable except residual changes on his lower
limbs after phototherapy and radiotherapy.  A chest
x-ray showed nodular infiltrates along the right
heart border (Figure 1). Blood investigations
including blood count, renal and hepatic functions
were normal.  Sputum for acid fast stain was
negative.  A bronchoscopy was carried out which
showed 2 mass lesions, one in the bronchus
intermedius and another in the right middle lobe
bronchus (Figure 2).

A bronchoalveolar lavage and biopsy of the
lesion was performed. The biopsy showed caseating
granulomas (Figure 3). The patient was started on
anti TB treatment comprising of 4 drugs.  Later on
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Figure 1 - Chest x-ray on presentation showing infiltrates in the right
lower lobe.

Figure 2 - Bronchoscopic view showing a) mass lesion in bronchus
intermidus b) right middle lobe.

Figure 3 - Histology showing caseating granuloma.

Figure 4 - Post-treatment chest x-ray showing significant resolution
of lower lobe infiltrates.
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the bronchial lavage culture came back as positive
for mycobacterium TB, which was sensitive to all
anti TB medications. Follow-up after 4 weeks
showed resolution of cough symptom and
significant clearing of lung infiltrates on repeat
chest x-ray (Figure 4).  He was advised to continue
treatment with 4 drugs including isoniazid,
rifampicin, pyrazinamide and ethambutol for 2
months and 2 drugs including isoniazid and
rifampicin for another 4 months.

Discussion. Endobronchial TB is usually a
complication of primary pulmonary TB mostly
occurring in children, but can occur in adults.
Mucosal erosion due to sub mucosal lymph node
involvement can lead to endobronchial ulceration,
granulation tissue, polypoid or ulcerous mass lesion
and local infiltration causing stenosis.5-6 Erosion of
mediastinal lymph nodes into main bronchus can
occur.7 Endobronchial TB presenting as mass lesion
simulating lung cancer is rare.8 

Cough is the most frequent symptom occurring in
almost 97% of cases. The incidence of
endobronchial TB is higher in females.  The most
serious complication of endobronchial TB is
bronchial stenosis.  Early diagnosis and treatment is
essential in preventing this disabling complication
which can lead to morbidity and even mortality due
to secondary complications.9 Several treatment
options have been tried to prevent bronchial stenosis
including isoniazid inhalation and systemic steroids
but results are not promising. Role of corticosteroids
therapy in preventing complications in
endobronchial TB is controversial. Park et al10 from
South Korea have shown no influence on the
outcome of endobronchial TB by addition of
corticosteroids in a prospective trial. Most authors
stress the need for early bronchoscopy to diagnose
the condition so that anti TB treatment is started in
time to prevent serious complications of
endobronchial TB.11-12


