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BpOYyXEKTOOLEC

4

it

AoBeveic pe diIdyvwaon Kal QVTIMETWTTION

elc e Bpoyxektaoieg ATLac n HETPLOC Pa
ntoc (6ev {nTouv Latplkn fonbdetla)

VE(C LE CUUTTTWHOTA KoL CNUELD XYWL
aKTWoAoyLkni Sltayvwon
(COPD)

Acuuntwpatikol aoBeveic
LE AKTLVOAOVYLKN Sldyvwon



MepitrTwon 1

- ['uvaika 60 eTwv, un KaTrvioTpla

- Bpoyxiké acOua armro 10eTiag

-« 1-2 TTapoguvoelC ava £T0G,UN EAEYXOUEVO AoOua

- 2UV voonpotnteg: ANePYIKN piIviTIdq, lypopiTida, AlagpayuaTtoknAn

- ACT score: 13, IgE: 127 IU/ml

- 2mpouérpnon: FVC:1.99L (85%), petapBoAn 8%,FEV1:1.03L (53%),
MeTaBoAn 24%, FEV1/FVC: 52

- Aywyn : ICS- LABA,TIOTPOTTIO, HOVTEAOUKAOTN
ANwn Pos oTEPOEIdWY OTIC TTAPOLUVOEIC

- OMALIZUMAB - BeAtiwon



- Emdeivwon kaTta TNV TEAEUTaIa OIETIO

- Emdgivwon CUPTITWHATWY, aU¢noN TTOOOTNTAG TITUEAWY Kal aAAayr)
ouoTtaong (BAevvottuwdn)

« 6 TTapPOgUVOEIC/ETOG, Mia vOOnAgia

- 6 KUKAOI Bgpartreiag(10nuepwVv)ue POS KOPTIKOEION
(30->5 mg prednizolon)

« 2-4 KUKAOI hE avTIBIoTIKA( ouviBwc KAapIBpOoUKivn)



Algpeuvnon

- HRCT
- KaAAigpyeia TrTuéAwv: Haemophilus influenzae
- Algpeuvnon aITiou BPOYXEKTATIWV




MepiTrTwoon 2

- ['uvaika 38 eTwv

« 2ZUMTITWHATA OTTO TNV TTaIOIKA NAIKIQ

« 2UXVEC TTapOoCUVOEIG (4/ €T0¢G, Mia voonAcia)

- Aldyvwon Bpoyxekrtaoiwyv mrpo 10eTiag

- KaAAiEpyeleg TITUéAwV: Pseudomonas aeruginosa
- AuBaipetn Aqyn avTiBloTikwy. Eviote oTePOEIdN POS

 Aev gixe atreuBuvBei o€ NveupovoAoyo
Ta TeAeuTaia 10 xpovia!



MepitTrTwoon 2




MepitTrTOOoN 3

[ 'uvaika 55 €Twyv, YN KATTIVIOTPIO
*Ca evTépou

*CT Owpakocg, BE Tuxaio eupnua
«XWpPIi¢ cUuUTTTWHATA

*Q¢partreia pe ciprofloxacin
*2Tn OUVEXEIQ AlIBPOPUKIV X 6 MNVES

[1poonABe yia ekTiunoN
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European Respiratory Society
guidelines for the management
of adult bronchiectasis

Eva Polverino', Pieter C. Goeminne®®, Melissa J. McDonnell**%,
Stefano Aliberti 7, Sara E. Marshall®, Michael R. Loebinger”,

Marlene Murris'?, Rafael Cantén'’, Antoni Torres'?, Katerina Dimakou'?,
Anthony De Soyza'*'®, Adam T. Hill'®, Charles S. Haworth'?,

Montserrat Vendrell'8, Felix C. Ringshausen'?, Dragan Subotic®,

Robert Wilson®, Jordi Vilaré?', Bjorn Stallberg®?, Tobias Welte'?,

Gernot Rohde?®, Francesco Blasi’, Stuart Elborn”?%, Marta Almagro®,
Alan Timothy?®, Thomas Ruddy®®, Thomy Tonia*®, David Rigau®’ and
James D. Chalmers?®

Eur Respir ] 2017; 50: 1700629

‘EMBARC European Bronchiectasis Registry (12.000 cases)

european respiratory society every breath counts






AlEpEUVNON TOU UTTOKEIPEVOU AITIOU

Category Condition

Infectious Postinfectious: Severe pneumonia, pertussis,
B
Chronic NTM infection
Viral
Bacterial
Fungal

Anatomic (focal Foreign body

bronchiectasis) Right middle lobe syndrome (extrinsic

compression from postinfectious adenopathy

Postsurgical displacement
Postinflammatory | Chronic aspiration/gasiroesophageal reflux
pneumonitis disorder

Chronicsinusitis

Inhalational injury

Genetic Cystic fibrosis

Primary ciliary dyskinesia

a-Antitrypsin deficiency

Connective tissue | Rheumatoid arthritis

disease ojogren syndrome
Pulmonary COPD
disease Bronchomalacia
_Diffuse panbronchiolitis
Asthma

Idiopathic pulmonary fibrosis (traction
bronchiectasis)

Altered immune | Allergic bronchopulmonary aspergillosis
response Hypersensitivity pneumonitis.
Immunodeficiency | Hypogammaglobulinemia

Chronic granulomatous disease
Congenital Mounier-Kuhn syndrome

Other Inflammatory bowel disease

Idiopathic




e
EMBARC aiTia



Non CF-bronchiectasis: Aetiologic approach, clinical, radiological,
AiT microbiological and functional profile in 277 patients

Katerina Dimakou °, Christina Triantafillidou * *, Michail Toumbis °, Kyriaki Tsikritsaki ",
Katerina Malagari ¢, Petros Bakakos

AiTia BPOYXEKTACIWV

B Post-infectious

B Past tuberculosis

u COPD

B Immunodeficiencies

B Connective tissue disease
B Chronic asthma

" Kartagener syndrome

¥ Foreign body aspiration

Cause not identified

Dimakou et al. Resp. Med 2016;116. 1-7



Eival atrapaitnTn n OIEPEUVNON TOU UTTOKEIMEVOU QITIOU;
(7- 37% of them need additional treatment)

PCD 10%
ABPA 8%
Immunodifficiency 7%
NTM 2%
RA 2%
Aspiration 1%
Inflammatory bowel disease 3%
D. Panbronchiolitis 2%
CF 1%
GERD 1%
Shoemalk et al. Resp Med (2007) 101, 1163-1170




Ta UTTOKEINEVO VOOIMATO TTa(OUV POAO OTN
BapuTnTa TWV BPOYXEKTACIWYV (BSI);

Etiology of Non-Cystic Fibrosis Bronchiectasis in
Adults and Its Correlation to Disease Severity.

- Ann Am Thorac Soc. 2015 Dec;12(12):1764-70.

- Lonni S, Chalmers JD, Goeminne PC, McDonnell MJ, Dimakou K, De
Soyza A, Polverino E, Van de Kerkhove C, Rutherford R, Davison J,
Rosales E, Pesci A, Restrepo MI, Torres A, Aliberti S.



Etiology of bronchiectasis among the entire study population and according to the severity of
the disease

Group A: mild patients; Group B: moderate patients; Group C: severe patients.

Total Group A Group B Group C
p-value®

n=861 n=275 n=353 n=233
Idiopathic 313(36) 122 (44) 125 (35) 66 (28) 0.001
Post-infective 161 (19) 59 (19) 67 (19) 42 (18) 0.953
COPD 116 (14) 8(3) 39 (11) 69 (30) 0.001
Connective tissue disease 95 (11) 27 (10) 49 (14) 19 (8) 0.150
Immunodeficiency 52 (6) 19 (7) 22 (6) 11 (5) 0.154
Asthma 40 (5) 12 (4) 21 (6) 7(3) 0.244
ABPA 26 (3) 8(3) 14 (4) 4(2)
Primary ciliary dyskinesia 19 (2) 12 (4) 6(2) 1(0)
Inflammatory bowel disease 17 (2) 11 (4) 3(1) 3(1)
Aspiration/GERD 8(1) 1(0) 1(2) 6(3)
Congenital malformations 7) 2(1) 3(1) 2(1)
Alphal-antitripsin deficiency 6 (1) 2(1) 2(1) 2(1)
Obstructive (carcinoid) 1(0) 0(0) 1(0) 0(0)
Pink’s disease 1(0) 0(0) 1(2) 0(0)
Yellow nail syndrome 1(0) 0(0) 0(0) 1(0)

“Group A vs. Group B vs. Group C; Lonni S et al.Annals ATS May 2016



Percent survival

Ta untokeipeva voonpata ntail{ovv poAo otnv £kpaon;

Postinfectious / Idiopathic

100 + way,, , Bronchiectasis 100
]
90 L -+ BR
80 -
- g Bronchiectasi?_ BRRA
= and -+ RCOS
50 -
g Bronchiectasis-
40 L 5 heumatoid
304 - lIdiopathic E 80+ arthritis
o K Miscellanous . )
—— COPD associated COPD associated o Bronchiectasis-COPD
10 NCFB Bronchiectasis Ver|ap syndrome
cl L] L] v 1 hd ] v 1] v 1 L 1 L ] v
0 1 2 3 4 5 6 7 70 , . , : ' !
yome 0 10 20 30 40 50 60

Months

Goeminne PC et al. Respir Med 2014;108:287 De Soyza A et al Submitted
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Microorganisms isolated in sputum cultures (n=277)

Microorganisms Number of patients (%)
Pseudomonas aeruginosa 88 (43%)

P. aeruginosa (as a sole pathogen) 72 (35%)

P. aeruginosa. + another pathogen 6 (7.8%)
Haemophilus influenzae 26 (12.6%)
Streptococcus pneumoniae 17 (8.2%)

E.Coli 6 (2.9%)
Haemophilus parainfluenzae 1 (0.4%)
Acinetobacter sp. 4 (1.9%)
Mycobacterium Avium 2 (0.9%)
Normal flora (no pathogen isolated) 78 (38%)
Mixed population (at least two pathogens isolated) 20 (9.7%)

Dimakou K.et al, 2015



P. Aeruginosa - Au¢nuévn Baputnra

»>Aucnuévn TTapaywyn TTTUEAWY
> EKTETAUEVEC BPOYXEKTATIEC

»EvTovwtepn pAeypovwdng
avTidpaon

> TaxuTtepn EKTITWON TNG
TIVEUMOVIKNG AciToupyiag (15%)

> 2UXVOTEPEC TTAPOCUVOEIC (+1)
Kal voonAeieg (7x)

»Emodeivwon tTn¢ ToidtnTac {wng
(18p)
»Aucnon BvntoTntag (3x)

Finch et al, Ann Am Thoracic Soc. 2015
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“between groups adjusted p value< 0.05
thetween group adjusted p value< 0.0

Martinez-Garcia et al Chest 2007;132;1565-1572



Pseudomonas- Bronchiectasis severity (277cases)

CT score

CT score-Pseudomonas

' ’—‘—‘
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n p<0.0001 ] H
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A: no pathogen, B: Pa, C:other pathogen

Pathogen groups

Exacerbations- Pseudomonas
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Dimakou et al Resp Med 2016



Tagivopunon BaputnTroag

Bronchiectasis severity index (BSI)

S.
=

Age
<50
50-69
70-79
20+

% [= LR R (K

B
<185
»18.5

FEV,* pred.
=B0%
50-B0%
30-45%
<30%

r.ur-al—-l::E'_ (S
&

Hospital adm.  Points
Yes g5
Mo 0

Chalmerset al, AIRCCM 2014

Exacerbation frequency  Points

3 Or mare peryear 2
<3 peryear 0
MRC dyspnoea score Points
1-3 0

4 2

5 3
Colonisation status Points
Mo 0
Colonised 1
P geruginosa 3
Radiology Points
3 or more lobesor 1
cysticchanges

<3 lobes involved 0

Classificationof the BE

Mild =0-2

Moderate=2-8

Severse =9+

B
T

% of patients

o
L

w
<

N
[=]
1

—_
o
1

EMBARC

BSI class



-
OePATTEUTIKA NETPO

- AvTIBIOTIKG

« AVTIQAEYHOVWON

- BpoyxodiaoTaATIKG

» BAeVVOAUTIKG

- EMBOAIO

- Quolkobeparreia

- ATToKaTdoTOON

- XeIpoupyikn BepaTreia

» @epaTTeia UTTOKEINEVNC VOOOU



AvTIBIOTIKGA OTIC BPOYXEKTOTIEG

2& TTAPOEUVOEIG
- BeAtTiwon ocupTITWHATWY
- Meiwon Twv voonAeiwv
Exkpidwon
- EmBpaduvon tng eTopevnG TTapOZuvong
- Meiwon Twv TTOPOEUVOEWVY

NMpo@uUAain
- ‘EAeyx0oG oUPTITWHATWY Kal BeATiwon TTo10TNTAS (WNG
- Meiwon TTapoguvoewv
- AlaTAPNON TNG TIVEUUOVIKNG AgIToupyiag
- Meiwon TG BvnréTnTag



Pulmonary exacerbation in adults with
bronchiectasis: a consensus definition
for clinical research

Adam T. Hill"%, Charles S. Haworth*?*, Stefano Aliberti ®°, Alan Barker,
Francesco Blasi®, Wim Boersma®, James D. Chalmers®, Anthony De Soyza’,
Katerina Dimakou®, J. Stuart Elborn’, Charles Feldman'®, Patrick Flume'’,
Pieter C. Goeminne'?'?, Michael R. Loebinger'#, Rosario Menendez'®,

Lucy Morgan'é, Marlene Murris'’, Eva Polverino'®, Alexandra Quittner'?,

Felix C. Ringshausen®, Gregory Tino?', Antoni Torres'®, Montserrat Vendrell%,
Tobias Welte?, Rob Wilson'®, Conroy Wong?®, Anne 0'Donnell?*?” and

Timothy Aksamit**? for the EMBARC/BRR definitions working group

Eur Respir J 2017; 49: 1700051

Opiouo6g TTapéiuvong BPOYXEKTACIWY

A personwith bronchiectasis with a deterioration in three or
more of the following key symptoms for at least 48 h:

1] Cough
2] Sputum volume and/or consistency

3] Sputum purulence
4] Breathlessness and/or exercise tolerance

5] Fatigue and/or malaise
6] Haemoptysis

AND a clinician determines that a change in bronchiectasis
treatment is required#
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Characterisation of the "Frequent Exacerbator Phenotype" in Bronchlectasus.

@ ERS o |ABC [ﬁp

Bronchiectasis ind
Fibrasis Inncvative Medicines leitiacve

Chalmers JD1, Aliberti S, Filonenko A3, Shteinberg M* Goeminne PC?#, Hill AT?, Fardon TC8, Obradovic D°, Gerlinger C3,

Sotgiu G1° Operschall 11, Rutherford RM2, Dimakou K*3, Polverino E4, De Soyza Al°, McDonnell M2,

o
s

.
<

o
e

N

during follow-up
[=]

% hospitalization

—
o
1

[ =]
1

0 1 2 >3
Exacerbation per year at baseline
657 452 497 966

Percent survival

Numbers at risk

Exacerbation history is a strong predictor of future
outcome

Number of exacerbations
per year at baseline
— 0
—_
—_ 2
- 3.[.

0 1 2 3 4 5

Time (years)

657 654 600 554 522 153

452 444 402 381 3% 134

497 490 437 407 376 196

966 958 836 ™ 694 365

Am J Respir Crit Care Med. 2018 Jan 22.
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The impact of P. aeruginosa on mortality Is
exacerbation dependent

N=2596 patients, European
Multicentre Study

cent survival

er

Am J Respir Crit Care Med. 2018 Jan 22

Araujo et al, ERJ 2018
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ERS bronchiectasis guidelines

PICO guestion 2- How long should we
treat with antibiotics for an acute
exacerbation of bronchiectasis?

Recommendations

We suggest that acute exacerbations of
bronchiectasis should be treated with
14 days of antibiotics (conditional
recommendation, very low quality of
evidence)

We suggest continuing the usual practice 14 days of
antibiotics on the basis of the patient’s prior
microbiology testing and the severity of the
exacerbation



AvTIBIOTIKG VIO eKpidwon



EUROPEAN

ERS bronchiectasis guidelines

PICO question 3- Should we
attempt to eradicate pathogenic
microorganisms?

Recommendations

1. We suggest that adults with bronchiectasis with
a new isolation of P. aeruginosa should be
offered eradication antibiotic treatment
(conditional recommendation, very low quality
of evidence).

2. We suggest not offering eradication
antibiotic treatment to adults with
bronchiectasis following new isolation of
pathogens other than P. aeruginosa
(conditional recommendation, very low quality
of evidence)

©

Azl

RESPIRATORY

SOCIETY

counts
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Eradication therapy

1 First/new isolation of P. aeruginosa

Considere repeat sample to confirm
persistent P. geruginosa

Oral ciprofloxacin Intravenous antibiotics e.g. Combined intravenous and
750mg bid ceftazidime/tobramycin or inhaled antibiotics e.g.
piperacilline/tazobactam ceftazidime/tobramycin
+ inhaled colistin

Initial phase Initial phase Initial phase
2 weeks 2 weeks 2 weeks
Intravenous antibiotics e.g. — :
Ceftazidime/tobramycin or . Ir.1haled anthI.OtICS B _ Contln.ue.: .
piperacilline/tazobactam e.g. Colistin/tobramycin/gentamicin inhaled antibiotics
: 2 weeks i
Inhaled antibiotics Total duration Total duration

e.g. Colistin/tobramycin/gentamicin 3 months

I

Total duration
3 months

3 months

Note: the figure shows three possible and alternative eradication treatment pathways based on what is commonly used in clinical practice. After each step itis
recommended to repeat sputum sampling for P aeruginosa and to progress to the next step if culture remains positive.
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e

Considere repeat sample to confirm
persistent P. aeruginosa

Oral ciprofloxacin
750mg bid

Initial phase
2 weeks

Intravenous antibiotics e.g.
Ceftazidime/tobramycin or
piperacilline/tazobactam

2 weeks

Eradication therapy

First/new isolation of P. aeruginosa

Inhaled antibiotics
e.gfColistin/®ybramycin/gentamicin

|

Total duration
3 months

Intravenous antibiotics e.g.
ceftazidime/tobramycin or
piperacilline/tazobactam

Initial phase
2 weeks

aled antibiotics
e.g( Colistin/Jobramycin/gentamicin

T —

Total duration
3 months

very oreath counts

Combined intravenous and
inhaled antibiotics e.g.
ceftazidime/tobramycin

+ inhaled colistin

Initial phase
2 weeks

Continue
inhaled antibiotics

Total duration
3 months

Note: the figure shows three possible and alternative eradication treatment pathways based on what is commonly used in clinical practice. After each step it is
recommended to repeat sputum sampling for P aeruginosa and to progress to the next step if culture remains positive.
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OepaTtreieg EKKPIlwong ME avTIRIOTIKA

Nata EQ

Inhaled antibiotics total
Oral antibiotics total
T Colistin
Tobramycin
Inhaled antibiotics Gentamicin
Amikacin
Other

" Azith romycin
Clarithromycin
Oral antibiotics Tetracycline
Ciprofloxacin

Moxifloxacin

Combined oral and inhaled

Q % O RS S

% of included patients



Oa XopnyNoeTe AVTIRIOTIKA yia TTPOPUAAEN;
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@ EUROPEAN

ERS e
PICO qguestion 5- Is long-term antibiotic treatment
(>3 months) compared to no treatment beneficial for
treating adult bronchiectasis patients?

Recommendations
We suggest long-term antibiotic treatment for 23 exacerbations/year
- conditional recommendation, moderate quality evidence.

LONG TERM INHALED ANTIBIOTICS ]

LONG TERM MACROLIDES (azithromycin, erythromycin) ]

M
value /
for

Patients

1. Murray MP, et al. Am J Respir Crit Care Med 2011; 183: 491-499.
2. Serisier DJ, et al. Thorax 2013; 68: 812—-817.
3. Haworth CS, et al. Am J Respir Crit Care Med 2014; 189: 975-982.



Long term antibiotics- exacerbations

Testfor overall effect £ =298 (P =0.003)

Testfor subaroun differences: Chi*=1.64, df=1 (P =0.20%, F= 38.9%

Favours antibiotics Favours control

Antibiotics Control Risk Ratio Risk Ratio
m Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% Cl

Altenhurg (BAT) 2013 20 43 3z a0 11.45% 048 [0.41,0.83] —
Cymbala 2005 2 11 a 11 2.4% 025007, 0.92]
Liw 2014 11 22 16 21 92% 066 [0.41,1.06] T
Sersier (BLESS) 2013 34 54 42 a8 13.8% 091072, 1.16] =
Wong (EMBRACE) 2012 22 71 46 0O109% 047 [0.32, 0.69] —_—
Subtotal (95% Cl) 206 200 47.8% 0.61 [0.43, 0.86] *—
Total events 94 144
Heterageneity: Tau®=0.10; Chif=13.21, df=4 (P =001, F= V0%
Test for overall effect £= 2. 79 (P = 0.009)
1.15.2 Inhaled antibiotic
Barker (AIR-BX1) 2014 am 134 38 132 108% 1.07[0.72,1.48] N
Barker (AIR-BXZY 2014 43 136 3138 11.3% 116 [0.80, 1. 6A] T
Hawrarth 2014 3 73 42 1O126% 083062 1.13] T
Wurray 2011 | 2T 24 an Ta% 042024, 073] —_—
Sersier (ORBIT 2 2013 11 20 17 22 9 6% 0711045112 —
Subtotal (95% Cl) 390 393 52.2% 0.82 [0.61, 1.11] -
Tatal events 137 166
Heterogeneity: Tau®= 007, ChiF=10.79, di=4 (P =003}, F= 63%
Test for overall effect Z=1.28 (P =020
Total (95% Cl) 596 593 100.0% 0.72 [0.58, 0.89] . 2
Total events 23 ann
Heterogeneity: Tau?= 0.07; Chi®= 25.99, df= 9 (P = 0.002); F= G5% III=1 DIE IIIIS % é 1=III



Long term antibiotics: an overview
INHALED ANTIBIOTICS

Haworth et Pseudomonas Colistin (I-neb) 6 months Time to exac.
al. IMU/12h On
Serisier Pseudomonas liposomal cipro 6 months Time to exac.
(ORBIT 1) 150+60mg/OD On/off
Murray Haemophilus, Gentamicin 12 months Time to exac.
Pseudomonas 80mg/12h On Bacterial density
Erradication
Sputum
MACROLIDES
BLESS Erythromycin 12months Exacerbations
(400mg/12h) Resistance
AEs
EMBRACE Any... Azythromycin 6 months Exacerbations
500mg 3 days/w FEV1
SGRQ
AEs
BAT Any... Azythromycin 12 months Exacerbations
250 mg daily AEs



Long-term antibiotic treatment

>3 exacerbations per year

l

Optimise airway clearance
Treat underlying causes

P. aeruginosa infection Non-P. aeruginosa infection

) Lack of response or intolerance
Long-term inhaled . Long-term

antibiotic treatment »|  macrolide treatment

Lack of response

Inadequate response orintolerance

Combined oral and Long-term targeted
inhaled antibiotic oral antibiotic
treatment

FIGURE 4 Summary of recommendations for long-term antibiotic treatment.
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Inflammatory treatments be used for patientswiin
bronchiectasis?

Recommendation:
- We suggest not offering inhaled corticosteroids routinely
- conditional recommendation, low quality of evidence.

- We recommend not offering statins for the treatment of
bronchiectasis

- strong recommendation, low quality of evidence.

- We suggest that the diagnosis of bronchiectasis should not affect the use of
inhaled corticosteroids in patients with comorbid asthma or COPD

- best practice advice, indirect evidence.

1. Hernando R, et al.. Int J Clin Pharm. 2012 Aug;34(4):644-50.
2. Tsang KW, et al. Thorax. 2005 Mar;60(3):239-43.
3. Mandal P, et al.Lancet Respir Med. 2014 Jun;2(6):455-63.



Inhaled corticosteroids

1 Their role has not been established
[0 May be in selective patients with severe disease
[1 In co-existence of asthma
Kapur N,Cochrane Database Syst Rev 2009;

1 Inhaled fluticasone improves
> sputum volume

dyspnea

B- agonist use

>

>

> Inflammatory cells

> QOL Martinez-Garcia MA,resp Med 2006;100:1623e32.

ERS 2017.We suggest not offering inhaled corticosteroids
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PICO guestion 7- Is long-term bronchodilator treatment (=3
months) compared to no treatment beneficial for adult
bronchiectasis patients?

Recommendations
- We suggest not routinely offering long-acting bronchodilators
- conditional recommendation, very low quality of evidence
- Except for:
- patients with significant breathlessness on an individual basis
- weak recommendation, very low quality of evidence.

- before physiotherapy, inhaled antibiotics (1 tolerability and
pulmonary deposition)

- good practice point, indirect evidence.
- comorbid asthma or COPD
- good practice point, indirect evidence Insufficient

evidence!

Martinez-Garcia MA, et al. Clinical efficacy and safety of
budesonide-formoterol in non-cystic fibrosis bronchiectasis. Chest 2012; 141: 461-468.
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PICO guestion 6- Is long-term mucoactive
treatment (=3 months) compared to no
treatment beneficial for treating adult
bronchiectasis patients?

Recommendation

- We suggest long-term mucoactive (>3 months) in patients who have difficulty
in expectorating sputum and poor quality of life and where standard airway
clearance techniques have failed to control symptoms

- weak recommendation, low quality evidence

- We recommend not to offer recombinant human DNase to adult patients with

bronchiectasis

- strong recommendation, moderate quality evidence . Cysteine derivates

. Hypertonic saline

1

2

3.  Mannitol
4. Isotonic saline
5

DNAse
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PICO guestion 8- Are surgical interventions more beneficial
compared to standard (non-surgical) treatment for adult
bronchiectasis patients?

Recommendation
- We suggest not offering surgical treatments except for:

- patients with localised disease and a high exacerbation frequency despite
optimisation of all other aspects of their bronchiectasis management (weak
recommendation, very low quality of evidence).

Note:
- No randomised controlled trials of surgical treatment versus standard care.
- One meta-analysis with 38 observational studies and 5541 patients

Fan L-C, Liang S, Lu H-W, et al. Efficiency and safety of surgical
intervention to patients with Non-Cystic Fibrosis bronchiectasis: a
meta-analysis. Sci Rep 2015; 5: 17382.



« @a oTeiAETE TOV 00BOEVN YIa PUOIKOBEPATTEIQ KAl
QTTOKATACTOON;



fio
value

for

PICO guestion 9- Is regular physiotherapy (airway clearance
and/or pulmonary rehabilitation) beneficial in adult bronchiectasis
patients?

Recommendations

- We suggest that patients with chronic productive cough or difficulty to
expectorate sputum should be taught an airway clearance technique (ACT)
by a trained respiratory physiotherapist to perform once or twice daily

- weak recommendation, low quality of evidence

- We recommend that adult patients with bronchiectasis and impaired
exercise capacity should participate in a pulmonary rehabilitation
programme and take regular exercise.

Note: the overall balance of 1) positive effects of exercise capacity 2) limited or none undesired side effects and 3)
patients values favours the intervention 4) moderate costs

Bradley J, et al. Cochrane Database Syst Rev 2002; CD002166.
Lee AL et al. Arch Phys Med Rehabil 2016; 774—782.el.
Lee AL et al. Cochrane database Syst Rev 2015; 11: CD008351



-
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- QuoikoBeparreia:
- Expectoration, cough, QoL

- alrways obstruction, sputum inflammation,exercise
capacity (?)

- Armrokaraoraon:

- Exercice capacity

- QoL

- Frequency of exacerbations




Treatments for bronchiectasis considered in this guideline
according to the vicious cycle concept of bronchiectasis

Chronic bronchial infection

Long-term inhaled or oral antibiotic therapy
Eradication of new pathogenic microorganisms
Antibiotic treatment of exacerbations

TN
a Y

. ™
Structural lung disease
Long-term bronchodilator therapy
Surgery
\, Pulmonary Rehabilitation J

r,.r"

\

Inflammation

Long-term anti-inflammatory therapies

~

Impaired mucociliary clearance

Long-term mucoactive treatments

Airways clearance

Eur Respir J 2017; 49: 1700051
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- 2€ ooPBapr TTapoécuvon

[la dlgpeuivnon TOU AITiou
Bpoyxookotrnon

IV aywyn

‘Evapcn €1I0TTVEOUEVWV QVTIRIOTIKWYV

NMapakoAouOnon

« ZUNTITWMATA- TTAPOEUVOEIG

« KaAAIEPYEIEG TITUEAWY

- 2TTIPOMETPNON

« ZUMHMOPPWON OTIC BEPATTEUTIKEG OONYIES
- ANayEg Bepartreiag



MepitTrTwon 1
XWwpPic d1ayvwan Kal AVTIMETWTTION

A:ZoBapo6 aocOua Kal BpOYXEKTATIES: OUV-VOONPOTNTA

- [pboBeTa BepatreuTIKG PETPA:

»2.€ TTapoguvon:Co apocukiAAivn-kKAaBouAaviko yia 14 nuEPEC
> AJIBpopUKivN ETTI HAKPOV

»PuoikoBepartreia

‘EkBaon
BeATiwon CUNTITWUATWY
Meiwon TTapoguvoewy




MepitTrTwon 2.
['vwaoTn d1Iayvwan, EANITTNC AVTIMETWTTION

- [1p00BsTa BepATTEUTIKA LETOQ:

- O¢parreia ekpidwong TNS Yeudouovadag
- Xpovia aywyn ME €10TTveOEVN KOAIOTivn/ aliBpopukivn
- QuoikoBepaTrEia
- EyBoOAIa

- ATTOKOTAOTOON

‘EkBaon
BeATiwon CUNTITWUATWY
Meiwon TTapouvoewv




MepitrTwon 3
AKTIVOAOYIKI) O1AyVWOoN XwpIg KAIVIKN onuacia- YTrepBeparreia

*Qudcepuia aywyn

[lapakoAouBnon




Kupia puvAauora
yia TNV AVTIMETWTTION BpoyXEKTAOIWY OTNV KOIVOTATA

= AVTIBIOTIKA

> 2.€ TTAPOEUVOEIC: 14 NUEPES

> a ekpidwaon:oe weudouovada, avriyeudouovadika IV Pos,
EIOTTVEQUEVA

> Ma TTpo@UAAC: €I0TTVEONEVA AVTIRIOTIKA, MAKPOAIDEC

= BpoyxodiaoTaATikd, ICS Bdoel evdeicewy
= BAevvopuBuioTikd: vai

= QuoikoBepartreia- aTTOKATACTOON: VAl

= XeIPOUpPYIKN BeparTreia: Oxl

= OEPATIEIA YTIOKEIMENHZ NOxZOY



3'd World Bronchiectasis Conference
July 12-14, 2018. Washington D.C.
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