
Tracheo-bronchial involvement in
Sweet syndrome

A 70-year-old man with myelofibrosis and Sweet syndrome
(acute febrile neutrophilic dermatosis) presented with a 2 month
history of cough with bloody sputum (figure 1). No infiltration
was visible on a chest radiograph.

On bronchoscopic examination, a centrally depressed macular
lesion with an eroded surface was revealed in the anterior tracheal
wall, as well as several scattered erosions in the trachea and
bronchi (figure 2A). A biopsy specimen of the tracheal lesion
showed dense inflammatory infiltrates with intercellular oedema
and some leucocytoclasis. Despite dense inflammatory infiltrates
mainly consisting of neutrophils, there was no evidence of
vasculitic changes (figure 3A). These histological characteristics
of the tracheal lesionwere similar to those of skin lesions in Sweet
syndrome (figure 3B). Aetiological investigations yielded negative
results, but the anti-Chlamydophila pneumoniae immunoglobulin
(IgM) titre was elevated. Symptoms remained aggravated despite
azythromycin treatment. Oral prednisolone at 30 mg daily was
started and then tapered. The patient’s symptoms decreased and
the lesions showed scarring on bronchoscopic examination
following this treatment (figure 2B).

Sweet syndrome is often associated with haematopoietic
malignancy and myeloproliferative disorders such as myelofibrosis.1

Figure 2 Images from bronchoscopic examination before (A) and after
(B) corticosteroid treatment.

Figure 1 A well-defined erythematous plaque on the dorsal surface of
the hand.

Figure 3 (A) A bronchoscopic biopsy specimen of the tracheal lesion showing dense inflammatory infiltrates without vasculitic changes. (B) A biopsy
specimen of the skin lesion showing the same characteristics.
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Its pathogenesis is not definitively determined but it is postu-
lated to be a multifactorial process involving a hypersensitivity
reaction and cytokine dysregulation. Sweet syndrome can
include internal organ involvement. In the literature, there
is only one report of bronchial involvement, but that was
associated with pulmonary infiltration.2 In the present
case, tracheo-bronchial involvement without pulmonary infil-
tration may have been induced locally by chlamydophilal
tracheobronchitis.
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