A rare cause of bronchiectasis
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A 34-year-old woman presented to our clinic with a
5-year history of cough, sputum, dyspnea on exercise, and wheezing. She had no history of exposure
to occupational pollutants but had a smoking history
of 5 packs/year. She also complained of recurrent
lower respiratory infections in winter.
Her vital signs included a blood pressure of 110/60
mm/Hg, pulse rate of 80 bpm, respiratory rate of 16/
min, body temperature of 36.7°C, and oxygen saturation of 96% on room air. Her respiratory system
examination revealed bilateral sonor rhonchi.
Extremity examination revealed yellowish discoloration, thickening, onycholysis, and loss of lunula and
cuticle of fingernails and toenails (Figure 1). There
was also minimal non-pitting pretibial edema in both
lower extremities. The patient told that her nails were
yellowish in color since birth. Laboratory tests
revealed the following: Hematocrit level %34.5,
sedimentation rate 38 mm/hour, CRP 13.8 mg/L.
White blood count, platelet count, coagulation profile, liver and renal function tests, blood glucose, and
urinalysis were all normal. Respiratory function tests
showed a FEV1 of 67% of expected, a FVC of 78% of
expected, a FEV1/FVC ratio of 0.66, and a carbonmonoxide diffusion capacity of 78% of expected.
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Chest X-ray was characterized by a linear reticular
density increase and an ectatic pattern in lower
zones.
Thorax high resolution computed tomography
showed prominent mosaic perfusion pattern in lower
zones of both lungs, bronchiectasis and centraciner
micronodules causing tree-in-bud appearance in
middle lobe, lingula, and both lower lobes, and subsegmental atelectases in middle lobe and lingula
(Figure 2). Gram-positive diplococci proliferated in
sputum culture. Tuberculin skin test was negative.
Sputum acid-fast bacteria staining was also negative.
No tuberculosis bacilli proliferation was detected in
sputum culture.
Paranasal CT revealed mucosal thickening as well as
soft tissue densities consistent with sinusitis in the
mucosa of maxillary, ethmoidal, sphenoidal, and
frontal sinuses (Figure 3). Dermatological examination revealed no fungal infection of nails.
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Figure 1. İllustrates dystrophic yellow nails.

Figure 2. High resolution computed tomography shows bilateral bronchiectasis in lower zones.

Figure 3. Paranasal CT shows sinusitis.
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The patient was started on oral amoxicillin clavulonic acid, fluconazole, inhaler bronchodilators and
oral Vitamin E. She also underwent postural drainage
and chest phyisotherapy.
The yellow nail syndrome was first described by
Samman and White in 1964 (1). In 1972 Hiller et al.
described that the presence of two features of the
classicial triad of yellowish nails, lymphedema, and
respiratory system involvement would be sufficient to
establish the diagnosis (2). In addition to yellowish
discoloration of nails, there may also be lack of finger
growth, finger cambering and thickening, onycholysis, and lunula and cuticle loss. It may be seen in all
ages and affects both sexes equally. In the past it was
thought that it had an autosomal dominant inheritance pattern; however, only a small minority of
affected persons reveal a positive family history (3).
Some autoimmune and malignant disorders may
accompany the clinical picture.
As for its etiopathogenesis, lymphatic obstruction
hypothesis was first proposed by Samman and White
in 1964 and is thought to primarily underlie the disease (1). Other theories include microvascular leakage and hypoplasia of lymphatic channels (4,5).
Respiratory involvement may be characterized by
pleural effusion as well as bronchiectasis and rhinosinusitis (6,7). Respiratory function tests may show
a normal or combined restrictive and obstructive pattern. Lymphoedema is the initial symptom in onethird of cases. It usually affects the upper or lower
limbs.
The treatment of yellow nail syndrome consists of
symptomatic therapies. There are case reports in
which local steroid injection, oral vitamin E (800 U
bid for 18 months), topical vitamin E (5% solution
bid), oral zinc supplementation, oral anti-fungals,
and intra-lesional triamcinolone injections) were successfully used (8). The management of bronchiectasis
include maintenance of pulmonary hygiene, postural
drainage and chest physiotherapy. Lymphedema may
benefittight bandage, diuretic, exercise, and external
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pneumatic compression. Pleural fluid may be treated
with pleurodesis, pleurectomy, and pleuroperitoneal
or pleurovenous shunt (9).
In conclusion, yellow nail syndrome should be
remembered as a rare cause in the differential diagnosis of bronchiectasis. The affected cases should
definitely be evaluated with a high resolution computed tomography. Any potential accompanying
autoimmune or malignant disorders should be sought
for and ruled out.
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