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    Abstract
Endobronchial tuberculosis (TB) refers to TB infection of the tracheobronchial tree. We report the case of a 62-year-old immunocompetent patient of chronic cough with normal X-ray. She did not have any systemic complaints suggestive of TB. Her diagnosis was made when she underwent bronchoscopy to look for any endobronchial cause of cough. It revealed complete caseation in the airways. Microscopically and pathologically, it was confirmed to be tubercular. The patient improved clinically on antitubercular therapy.
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    Introduction


    Endobronchial tuberculosis (TB) alludes to tuberculous contamination of the tracheobronchial tree. The diagnosis of such disease is difficult because usually chest radiograph is normal. Computed tomography (CT) and bronchoscopy are the sole tools of diagnosing this disease. The treatment of this disease remains the same as pulmonary TB. However, utmost care should be taken to prevent tracheobronchial stenosis or obstruction.[bookmark: ft1][1],[bookmark: ft12][12]


    Case Report


    A 62-year-old, nonsmoker, nondiabetic, hypertensive female presented to our outpatient department (OPD) with complaints of dry cough and progressively increasing dyspnea for 3–4 months. There were no complaints of fever, chest pain, decreased appetite, or weight loss associated with it. General physical examination was normal. Respiratory system examination was normal except for the harsh vesicular breath sounds and wheezing present bilaterally. It was more in the mammary and infrascapular regions. Routine blood examinations were also normal. Chest X-ray was within normal limits as shown in [Figure - 1]. Spirometry with reversibility showed moderate obstruction with reversibility. Her ENT examination was also unremarkable.
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        	Figure 1: Chest X-ray of the patient at presentation
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    The patient was started on inhaled glucocorticosteroid plus long-acting beta-2 agonist considering the possibility of late-onset bronchial asthma. After 1 month, she came for follow-up in OPD. She reported improvement in dyspnea, but cough worsened. There was no improvement in examination finding of wheezing and the presence of harsh vesicular breath sounds. She was admitted to the hospital for further evaluation. Considering the possibility of tracheomalacia, she was started on continuous positive airway pressure (CPAP) of 7 cmH2O. After application of CPAP, her chest was clear on auscultation, and she reported improvement in cough. A bronchoscopy was done to confirm tracheomalacia. Thick white patches were seen in the lower part of the trachea and carina, with slight distortion of the carina, a small globular growth near the carina, and narrowing of the right upper-lobe bronchus in addition to tracheomalacia [Figure - 2]. Bronchoalveolar lavage (BAL) was taken from the right upper lobe. Brush smear and biopsy were done and sent for investigation.
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        	Figure 2: Bronchoscopic view showing biopsy being taken from growth in trachea
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    BAL report showed acid-fast bacilli and brush smear cytology, and biopsy also revealed tubercular pathology. She was started on antitubercular treatment (ATT) along with the continuation of CPAP support. She improved symptomatically and tolerated ATT well. She was discharged on ATT and CPAP support at home.


    On follow-up after 1 month, she improved symptomatically with marked improvement in cough. There were no harsh vesicular breath sounds and rhonchi heard on auscultation. CPAP was also stopped. She was given four drugs, namely rifampicin, isoniazid, ethambutol, and pyrazinamide in intensive phase for 2 months and three drugs, namely rifampicin, isoniazid, and ethambutol in continuation phase for 4 months.


    At the end of 6 months, repeat bronchoscopy showed marked improvement with complete resolution of all lesions [Figure - 3].
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        	Figure 3: Bronchoscopic view of airways after 6 months of antitubercular therapy
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    Discussion


    Endobronchial TB is caused in the bronchus either directly from a nearby infection of lung parenchyma or by the sputum which is infectious. Usually, the main and upper bronchi are involved, while the lower trachea is involved very rarely.[bookmark: ft1][1] It usually affects females in middle and elderly ages.[bookmark: ft2][2],[bookmark: ft3][3],[bookmark: ft4][4] Our patient was also an elderly lady. Patients suffering from endobronchial TB complain of cough with sputum production, chest torment, blood in sputum, laziness, fever, and difficulty in breathing. These may be acute in onset. The differential diagnosis can vary from pneumonia caused by bacteria to asthma,[bookmark: ft5][5],[bookmark: ft6][6] or foreign body aspiration.[bookmark: ft5][5],[bookmark: ft7][7] The clinical presentation can be subtle too, resembling lung cancer.[bookmark: ft8][8] Our patient never had fever and hence the infectious cause of her cough was not considered.


    A barking cough has been described in roughly two-thirds of patients with endobronchial illness, regularly went with by sputum generation.[bookmark: ft6][6],[bookmark: ft7][7],[bookmark: ft8][8],[bookmark: ft9][9] Seldom, patients develop bronchorrhea, which is generation of >500 mL/day of sputum.[bookmark: ft9][9] In a few cases, caseous substance from endobronchial injuries or calcific substance from the expansion of calcific nodes into the bronchi is expectorated, which is known as lithoptysis. Patients may also complain of blood in sputum and wheezing. Patients can develop acute pain in the chest which can be due to rupture of lymph node. If a patient complains of difficulty in breathing, one must suspect lung collapse or any obstruction. Our patient only had complaints of cough and wheezing.


    Systemic examination of a patient with endobronchial TB can reveal decreased breath sounds, rhonchi, or wheezing. The wheeze is usually low pitched, monophonic, and constant. Our patient had monophonic wheeze.


    As endobronchial lesions need not warrant extensive involvement of lung parenchyma, a normal chest radiograph is observed in 10%–20% of cases. In such cases, CT scanning may demonstrate endobronchial lesions or stenosis and rarely fistulas. The foremost common radiographic finding of endobronchial TB is an upper-lobe consolidation with cavitation. This may spread to ipsilateral lower lobe.


    In patients having primary TB presenting as endobronchial TB, segmental atelectasis is usually seen. Lung collapse is more frequent in the right middle lobe and the anterior segment of the right upper lobe. The chest X-ray of our patient was normal.


    The diagnosis of endobronchial TB may be established by bronchoscopy; findings may include edematous-hyperemic lesions (with or without ulceration or fibrosis) or nonspecific bronchitis.[bookmark: ft10][10] Caseous material or narrowing of bronchial lumen may be visualized.[bookmark: ft11][11] The presence of edema, increased redness, and caseation can eventually lead to bronchial stenosis or obstruction. This can occur even when ATT has been started.[bookmark: ft11][11] Taking brush smears or bronchoalveolar lavage can clinch the diagnosis.[bookmark: ft12][12]


    There is no difference in the treatment of endobronchial TB from normal pulmonary TB. Corticosteroids may slow down fibrosis and decrease the chances of development of stenosis. However, if a patient has developed stenosis leading to complications, the patency of airways must be made surgically or by bronchoscopically.[bookmark: ft12][12] Our patient did not require any surgery. She improved with anti-tubercular therapy.


    Conclusion


    “All that wheezes is not asthma” should always be kept in mind when patients present with a wheeze. The differential diagnosis must include airway pathology such as endobronchial TB, especially when they are unresponsive to usual therapy.
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  Figure 1: Chest X-ray of the patient at presentation
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  Figure 2: Bronchoscopic view showing biopsy being taken from growth in trachea
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  Figure 3: Bronchoscopic view of airways after 6 months of antitubercular therapy
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