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Case

A 78-year-old woman with bronchiectasis, numerous prior
admissions for bacterial pneumonia, and mitral valve pro-
lapse presented to this hospital with fever and cough for 6
days. The patient reported developing a nagging, persistent
cough described as “inhaling cake crumbs,” without sputum
production 6 days prior. Concomitantly, the patient experi-
enced low-grade temperatures ranging from 37.8-38.6 °C.
On presentation to this hospital, the patient reported wors-
ening “coughing attacks,” complicated by diffuse myalgias
and generalized weakness. The patient, however, denied
recent illnesses or travel. Physical examination was notable
for a temperature of 38.9 °C, respirations of 29 breaths per
minute, an oxygen saturation of 90 % while breathing
ambient air, and diffuse wheezing and rhonchi throughout all
the lung fields. A chest radiograph showed widespread
bronchiectasis bilaterally, but no consolidative opacities,
pleural effusions, pulmonary edema, or pneumothoraces
(Fig. 1). Computed tomography of the chest without intra-
venous contrast material demonstrated moderate bilateral
bronchiectasis as well as tree-in-bud nodularity throughout
the right, middle and lingular segments, suggestive of
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mycobacterium avium—intracellulare infection (Fig. 2).
Two separate sputum samples were obtained, and were
subsequently positive for mycobacterium avium-intracel-
lulare. Human immunodeficiency virus testing was negative.
The patient was initially prescribed ceftazidime and levo-
floxacin with transition to clarithromycin, rifampin, and
ethambutol for 1 year, with complete resolution of her
symptoms. Repeated computed tomography of the chest
without intravenous contrast material completed 6 months
later demonstrated persistent, moderate bilateral bronchi-
ectasis with near complete resolution of the previously seen
tree-in-bud nodularity, suggestive of resolving mycobacte-
rium avium-—intracellulare infection (Fig. 3).

Discussion

The Lady Windermere Syndrome, which was first described
in 1992, comprises a spectrum of reticulonodular opacities,
tree-in-bud nodularity, and cavitary lesions superimposed
on cylindrical bronchiectasis of the right, middle lobe
and lingular segments due to pulmonary mycobacterium
avium—intracellulare infection [1, 2]. The syndrome, which
was named after a fussy character in Oscar Wild’s Lady
Windermere’s Fan, is frequently found in elderly women
with scoliosis, pectus excavatum, and mitral valve prolapse,
without severe cardiopulmonary disease or significant
smoking history [1]. In individuals with such attributes or
characteristics, it is theorized that voluntary cough sup-
pression leads to decreased clearance from the angulated
right middle lobe and lingular bronchi, predisposing indi-
viduals to mycobacterium avium-—intracellulare infection
[1]. Although controversy exists regarding the treatment of
pulmonary mycobacterium avium—intracellulare infection,
the typical treatment regimen consists of clarithromycin,
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Fig. 1 Single posteroanterior chest radiograph demonstrating wide-
spread bronchiectasis (arrows), without consolidative opacities,
pleural effusions, pulmonary edema, or pneumothoraces
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Fig. 2 Two axial computed tomographic images without intravenous
contrast material in lung windows demonstrating extensive bilateral
bronchiectasis (arrows) with superimposed tree-in-bud nodularity of

rifampin, and ethambutol for 1-2 years [3]. This case
illustrates the classic chest radiograph and computed
tomography findings of The Lady Windermere Syndrome.
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Fig. 3 Single axial computed tomographic image without intrave-
nous contrast material in lung windows demonstrating near complete
resolution of the previously seen tree-in-bud nodularity in the right
middle and lingular segments, suggestive of resolving mycobacterium
avium—intracellulare infection

W et

the right, middle and lingular segments (squares), suggestive of
mycobacterium avium—intracellulare infection and the Lady Winder-
mere Syndrome
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