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ABSTRACT: Non-resolving pneumonia is defined as pneumonia with a slow or partial resolution of 

symptoms or radiological abnormalities in spite of adequate antibiotic therapy. It is a common 

problem encountered in clinical practice estimated to be responsible for significant percentage of 

inpatient pulmonary consultations and bronchoscopies. Here we report an interesting case of non-

resolving pneumonia anemia in a young female, who was subsequently found to have endobronchial 

tuberculosis on fiberoptic bronchoscopy, confirmed by biopsy. 
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INTRODUCTION: Normal resolution of pneumonia is not easily defined and may vary depending 

upon the underlying cause. Patients usually should have subjective improvement within 3 to 5 days 

of treatment;1,2 more specific clinical criteria for resolution include improvement in tachycardia and 

hypotension, which are expected to improve in two days; fever, tachypnea, and oxygen saturation, 

which are expected to improve within three days; and cough and fatigue, which may take 2 weeks or 

more to subside.3,4 The 2009 British Thoracic Society guidelines for the management of community-

acquired pneumonia suggest that chest x-ray and hospitalization be considered for outpatients with 

pneumonia who fail to improve after 48 hours of treatment.5 Common causes of unresolved 

pneumonia are aspiration of foreign bodies, space occupying lesions, bronchiectasis, sequestration 

lung, etc. Endobronchial tuberculosis (EBTB) may present as non-resolved pneumonia. It is a rare but 

important cause for non-resolving pneumonia in TB endemic countries. 

The common symptoms of endobronchial TB include cough with expectoration, hemoptysis, 

breathlessness, and wheeze. However, this entity remains a diagnostic challenge even in countries 

with a high prevalence of TB. Despite widely available diagnostic testing, endobronchial TB is a major 

cause of morbidity as it frequently heals with concentric scarring resulting in bronchostenosis and 

atelectasis. The incidence of EBTB has been increasing in recent years and is often negative for 

sputum AFB as is in our case. 

 

CASE REPORT: A 21 year old female, working in a software company presented to us with 

complaints of productive cough, fever, and weight loss of 5 weeks duration. Cough was productive 

with mucopurulent expectoration with no diurnal or postural variation and not associated with 

hemoptysis. Fever was of low grade, not associated with chills and rigors, headache or joint pains and 

was relieved by taking antipyretics. The patient also complained generalized weakness and 

significant weight loss over last 5 months. None of her family members were documented to have 

suffered from TB. Also patient had no history of contact with tuberculosis patient or any past history 

of having taken ATT. Menstrual history was normal. Before admission, she had taken several oral 

antibiotics. 
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On examination, she was thinly built and nutritional status was poor. She was pale but had no 

cyanosis, jaundice, clubbing or palpable lymph nodes. She was afebrile and her resting respiratory 

rate was 20/min. On examination of respiratory system, signs of consolidation of left lower lobe were 

elicited. Examination of other systems were unremarkable. 

Investigations showed hemoglobin of 10.1gm/dl, total leucocyte count of 11900/cu mm, with 

71% neutrophils, and erythrocyte sedimentation rate (ESR) was 38 mm at the end of one hour. The 

chest x-ray (CXR) showed left lower zone consolidation. [Figure 1]. Her sputum smear failed to show 

any AFB on two occasions. Culture of sputum did not yield any growth. Patient was treated with 

intravenous broad spectrum antibiotics and there was subjective improvement of symptoms. CXR 

was repeated after 1 week, which showed partial resolution of consolidation and patient was 

discharged with a course of antibiotics. [Figure 2] 

However, after 2 weeks, patient had recurrence of cough and fever and after taking detailed 

history, thorough physical examination was done and all other reports reviewed. We found mono-

phonic rhonchi in left infra-scapular region, and no other added sounds were heard in other regions. 

CXR showed increased infiltrates in the left lower zone [Figure 3]. Patient was subjected for fiber-

optic bronchoscopy which showed endobrochial multiple white patches all over the left main 

bronchus with luminal narrowing [Figure 4]. Biopsy was taken and sent for histopathological 

examination. BAL fluid was sent for Gram stain, AFB stain and culture & sensitivity. BAL fluid showed 

AFB in smear and biopsy showed typical caseating epitheloid granuloma which confirmed 

tuberculosis. Patient was started on category one ATT and she showed marked improvement both 

clinically and radiologically following treatment with anti-tubercular drugs. Patient tolerated ATT 

well and completed the full course. 

 

DISCUSSION: Endobronchial tuberculosis (EBTB) is defined as tuberculous infection of the 

tracheobronchial tree with microbial and histopathological evidence.6 Endobronchial tuberculosis 

(EBTB) is a relatively uncommon detected manifestation of a disease like tuberculosis. EBTB is 

generally found in the younger age group with significant proportion of cases seen in patients of less 

than 35 years of age.7 

The common symptoms of endobronchial TB are productive cough, hemoptysis, 

breathlessness, and wheeze. Sputum production may be variable the barking cough that does not 

respond to antitussives but responds to ATT along with steroids may be a feature of EBTB.8 

Hemoptysis may occur, rarely massive in quantity. Lymph node rupture may cause chest pain in 

sternal or parasternal region. Physical examination may reveal diminished breath sounds and 

localized low-pitched wheeze or rhonchi. Classical monophonic wheeze may be heard in about 15% 

of the patients.9,10 Its known that the key to the diagnosis of endobronchial TB is a high index of 

suspicion and prompt performance of diagnostic bronchoscopy. Apart from visualization of bronchial 

tree abnormalities suggestive of endobronchial TB, fibreoptic bronchoscopy (FOB) can also provide 

good material for confirming suspected cases of pulmonary TB particularly when sputum smears are 

negative for AFB.11 EBTB on FOB can present as these types of lesions: (i) actively caseating, (ii) 

edematous-hyperemic,(iii) fibrostenotic, (iv) tumorous, (v) granular, (vi) ulcerative, and (vii) 

nonspecific bronchitis.12 The prominent lymph nodes are seen as greyish-yellow masses through the 

bronchial mucosa. Hemorrhage and granulation tissue may also be seen. Fistula formation and 

caseous material draining into bronchus may also be observed. Common and delayed complications 
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of EBTB are bronchial stenosis and strictures which may be irreversible. The prognosis of 

fibrostenotic endobronchial TB is poor. In a case series by Bachh et al., 11 all cases described remained 

in a fibrostenotic state during treatment and almost half of these cases showed complete bronchial 

obstruction even after 2 to 3 months of treatment. Tracheobronchial stenosis can cause intractable 

tuberculosis and make patients chronic infection sources of tuberculosis, cause bronchiectasis and 

other grave pulmonary complications. There, it is recommended to follow up patients with unilateral 

alveolonodular or miliary infiltrates to rule out and minimize stenotic outcomes due to coexistent 

endobronchial TB. Administration of corticosteroids may be helpful to prevent bronchial stenosis 

which is an irreversible delayed complication of endobronchial TB. Balloon dilatation, endobronchial 

stenting and surgical interventions should be considered as an add-on to standard antituberculosis 

therapy.13,14 

 

CONCLUSION: Non-resolving pneumonia is a common problem encountered in clinical practice. 

Endobronchial tuberculosis (EBTB) is an important cause for non-resolving pneumonia in 

tuberculosis endemic countries. Patients with unresolved infiltrates and sputum negative for AFB 

with suggestive symptoms must be evaluated bronchoscopically, and a microbiological confirmation 

has to be sought; so that bronchial stenosis, strictures and other grave complications of EBTB be 

avoided and hence need for surgical intervention averted. 
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