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treptococcal infections have reemerged in the

last two decades. Elderly persons, children, im-

munocompromised patients, and menstruating

women are particularly susceptible to such in-
fections. Other young adults have also become infect-
ed. Streptococcal toxic shock syndrome (STSS),
caused by group A B-hemolytic streptococci, was first
identified in the 1980s.? STSS is characterized by
shock, skin rash, and multisystem organ failure. This
article describes a patient with hemorrhagic tracheo-
bronchitis associated with STSS. This association has
not been previously reported in the literature.

CASE PRESENTATION
Initial Presentation and History

A 30-year-old man with no other significant med-
ical history reported a 2-day history of fever, chills,
sore throat, generalized weakness, headache, dry
cough with pleuritic chest pain, dyspnea, and profuse
watery diarrhea (10 times per day). The patient was
taking no medications. He had no history of trauma
or exposure to insect bites, had no allergies, and did
not smoke. He denied inhaling any fumes or dust or
ever abusing drugs or alcoholic beverages. The patient
was a construction worker, was single, and denied sex-
ual promiscuity.

Physical Examination

On physical examination, the patient was toxic and
in mild respiratory distress. He had hypotension (blood
pressure, 75/52 mm Hg), tachycardia (pulse, 126 bpm),
tachypnea (respiratory rate, 22 breaths/min), a fever
(temperature, 40.5°C [104.9°F]), diffusely erythematous
skin (with 2 discrete crops of papulovesicular lesions
measuring 2 cm in diameter each on the left flank), an
erythematous pharynx (with enlarged tonsils covered
with a purulent exudate), clear lungs, a benign ab-
domen, and no signs of heart failure.
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Laboratory and Imaging Studies

The patient’s laboratory results are listed in Table 1.
The patient had an increased leukocyte count, hypona-
tremia, hypokalemia, non-anion gap metabolic acido-
sis, renal failure, hypomagnesemia, hypocalcemia, hy-
perglycemia, an increased creatinine phosphokinase
level, abnormal liver enzyme levels, and coagulopathy.
There were protein, erythrocytes, and granular casts in
his urine. An electrocardiogram showed sinus tachycar-
dia. lleus was evident on an abdominal radiograph.
The findings on a chest radiograph were normal.

Continued Clinical Course

The patient was admitted to the medical intensive
care unit and treated with broad-spectrum antibiotics
and intravenous hydration. Two days later, the patient’s
dyspnea worsened and bronchospasm developed. Pul-
monary function tests revealed a moderate-to-severe
obstructive ventilatory defect at the level of the small air-
ways. Despite the addition of intravenous corticosteroids
and bronchodilators, the patient developed hypoxemic
respiratory failure with bilateral pulmonary infiltrates
(Figure 1) requiring intubation (Po, = 56 mm Hg, respi-
ratory rate = 45 breaths/min).

Bronchoscopic inspection of the airways revealed
an edematous and hemorrhagic tracheobronchial
mucosa (Figure 2), indicative of hemorrhagic tracheo-
bronchitis. Bronchoalveolar lavage did not reveal any
infectious cause of the patient’s respiratory failure; it
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CONCLUSION

Clinicians should have a high index of suspicion for
STSS in febrile, hypotensive patients with early car-
diopulmonary failure and hemorrhagic tracheobron-
chitis; they should obtain serologic and culture speci-
mens early in the patient’s clinical course. Because
disease manifestations are attributable to streptococcal
toxins rather than the multiplication of the microor-
ganisms, immunomodulation by using intravenously
administered immunoglobulins has been attempted
with varying success.’®* However, aside from antibiotic
therapy, the treatment of STSS is largely supportive. HP
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