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A Case of Churg-Strauss Syndrome with Multiple Tracheobronchial

Mucosal Lesions
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Churg-Strauss syndrome is a rare form of systemic necrotizing vasculitis that occurs exclusively in patients with
asthma, and is associated with blood and tissue eosinophilia. The classic pathology findings in the lung include
a combination of eosinophilic pneumonia, granulomatous inflammation and necrotizing vasculitis. However, there
are few reports of tracheobronchial mucosal lesions in Churg-Strauss syndrome, We report a case of Churg-Strauss
syndrome with multiple tracheobronchial mucosal lesions in a 33-year-old man with a history of bronchial asthma
and allergic rhinitis, He had been diagnosed with community acquired pneumonia at another hospital and was
treated with antibiotics, However, the chest radiographic findings were aggravated and showed multifocal
consolidations in the whole lung fields. He was transferred to the Asan Medical Center, Fiberoptic bronchoscopy
revealed multiple nodular mucosal lesions of the trachea and bronchi. The histopathology of the mucosal lesions
revealed necrotizing bronchial inflammation with eosinophilic infiltration, Video Assisted Thoracic Surgery was
performed. The wedge resected lung tissue revealed chronic eosinophilic pneumonia that was consistent with
Churg-Strauss syndrome. Methylprednisolone (1 mg/kg q 8 hr) was prescribed and his symptoms resolved
gradually, The chest radiographic findings improved significantly, and a follow-up fiberoptic bronchoscopy
performed eight days later showed that the tracheobronchial mucosal lesions had resolved. The patient was
prescribed oral prednisolone for 20 months after discharge. Currently, the patient is not taking steroids and is
being followed up. (Tuberc Respir Dis 2008;65:405-409)
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Figure 1. (A) The chest radiography shows multifocal patchy consolidations and ground glass opacities, (B) The chest
computed tomography (CT) scan shows peripherally distributed ground-glass opacities and consolidations in both lungs,
(C) The chest radiography reveals improvement of the lesions, 45 days after steroid therapy.
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Figure 2. (A) Fiberoptic
bronchoscopy shows mul-
tiple nodular mucosal le-
sions in the trachea and
bronchi. (B) Fiberoptic bron-
choscopy shows the dis-
appearance of tracheobron-
chial lesions eight days af-
ter steroid therapy.,

Figure 3, Histopathology of bronchial lesion showing mas-
sive eosinophilic infiltration (H&E stain, x400).
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Figure 4, Histopathology of lung showing eosinophilic
vasculitis (H&E stain, x200),
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