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Bronchietasis 

Originally described by Laennec in 1819 

• Chronic 

• Debilitating 

Characterised 

• persistent cough 

• excessive sputum production 

• recurrent chest infection 

 

 



• Permanent abnormal dilatation 

• impaired mucociliary clearance 

• bacterial colonisation 

• excessive airways inflammation 

 

 





 
 Bronchiectasis 

  

Figure 14–1. Bronchiectasis. A, Varicose bronchiectasis. B, Cylindrical bronchiectasis. C, 
Saccular bronchiectasis. Also illustrated are excessive bronchial secretions (D) and 

atelectasis (E), which are both common anatomic alterations of the lungs in this disease.  
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Etiology 

• Acquired bronchiectasis 

– Recurrent pulmonary infection 

– Bronchial obstruction 

– Childhood infection e.g measles, pertussis 

– Aspiration 

• Congenital bronchiectasis 

– Kartagener’s syndrome 

– Hypogammaglobulinemia 

– Cystic fibrosis 

– Abnormal cartilage formation 

 



Cause n (% of study) 

)population) 
Post infection 51 (32) 

Idiopathic 42 (26) 

PCD 17 (11) 

ABPA 13 (8) 

Immune deficiency 9 (6) 

Ulcerative colitis 5 (3) 

Young’s syndrome 5 (3) 

Pan bronchiolitis 4 (3) 

Yellow nail syndrome 4 (3) 

Mycobacterium infection 4 (3) 

Rheumatoid arthritis 3 (2) 

Aspiration 2 (1) 

CF variant 2 (1) 

Total 161   
 

Aetiology of bronchiectasis 

ABPA = Allergic bronchopulmonary aspergillosis, PCD = Primary ciliary dyskinesia, CF = Cystic fibrosis 

 

 



Ebihara T and Sasaki H. N Engl J Med 2002;346:1372 

An 81-year-old woman was admitted with weight loss (18 kg in 27 months), hemoptysis, and tubular 
and diffuse granular shadows on her chest radiograph (Panel A) 

Final diagnosis: 

MAC infection 

of bronchiectasis 



Chen T and Hollingsworth H. N Engl J Med 2008;359:e7 

A 26-year-old man who smoked and had a long history of poorly controlled asthma and severe 
environmental allergies was admitted for an exacerbation of asthma 

Final diagnosis: ABPA 



PCD Katergener’s  



Mounier-Kuhn P. Dilatation de la trachee: Constatations radio-

graphiques et bronchoscopiques. Lyon Medical. 1932;150:106–9.  



Mounier-kuhn 

 



Bronchiectasis 

Adults 

Who to suspect 



Persistent productive cough 

• young age at presentation 

• symptoms over many years 

• absence of smoking history 

• daily expectoration of large volumes of 
sputum 

• haemoptysis 



Unexplained 

 

• haemoptysis  

 

• non-productive cough 
 

After excluding other causes 



HISTORY WHICH SHOULD LEAD TO 

SUSPICION OF BRONCHIECTASIS 

• Recurrent LRTI 

• Chronic productive cough 

• Breathlessness, wheeze 

• Haemoptysis 

• Chest pain 

• Tiredness 

• (ENT, infertility, GI, ILD) 



Thought to have COPD 

• COPD with Bronchiectasis 

• no history of smoking 

• there is slow recovery from lower 
respiratory tract infections 

• recurrent exacerbations 

• Sputum growth/colonised with 
Pseudomonas aeruginosa 



Investigations 

• Cxray 

• HRCT 

 

• Sputum MCS  
1. When stable 

2. Onset exacerbating 

 

• Spirometry 



Radiology 



Exacerbations 

• Is it an exacerbation 

• ?Antibiotics required 
1. Deterioration over days 

2. Increasing Cough  

3. Increased sputum volume or change of viscosity 

4. increased sputum purulence + increasing wheeze & 
breathlessness 

5. haemoptysis 

6. systemic upset 

7. Non specific 

 

• Antibiotic Choice, Dose and Duration 



Admit 
 

• Development of cyanosis or confusion 
• Breathlessness with a respiratory rate 

>25/minute 
• Circulatory failure, respiratory failure, cyanosis or 

confusion 
• Temperature >38°C 
• Patient unable to take oral therapy 
• Patient unable to cope at home 
• Haemoptysis >25mls/day 
• Intravenous therapy required in patients with 

clinical failure after oral antibiotics 



Common organisms associated with acute exacerbation of bronchiectasis and suggested 
antimicrobial agents 

 
Streptococcus pneumoniae 
Amoxicillin 500 mg tds  
Clarithromycin 500 mg bd 14 days 
 
Haemophilus influenzae (b-lactamase negative) 
 
Amoxicillin 500 mg tds 
Amoxicillin 1 g tds 
Amoxicillin 3 g bd 
Clarithromycin 500 mg bd  
 
Haemophilus influenzae (b-lactamase positive) 
Co-amoxiclav 625 mg tds  
Clarithromycin 500 mg bd  
Ciprofloxacin 500 mg bd  
 
Moraxella catarrhalis  
Co-amoxiclav 625 mg tds  
Ciprofloxacin 500 mg bd  
 
Staphylococcus aureus (MSSA)  
Flucloxacillin 500 mg qds  
Clarithromycin 500 mg bd  
 
MRSA 
 
Coliforms 
Ciprofloxacin 
 
Pseudomonas 



Empiric therapy 

• Amoxycillin 500mg tds 14days 

• Clarithromycin 500 bd 

• Severe Bronchiectasis/colonised with H 
influenzae 

 Amoxycillin 1g tds/ 3g bd  

• Pseudomonas colonised patients 

 Ciprofloxacin 500/750 bd.  



Long Term antibiotics 

• =>3 Exacerbations/yr 

• Fewer Exacerbation but significant 
morbidity 

• Nebulised antibiotics 
Gent/tobramycin/colistin 

• Long term Macrolides 



Management 

• Physiotherapy 

• Immunisation 

• Bronchodilators 

• Mucolytics 

• Nebulised saline  

 





Monitoring 

• Symptom  

• Sputum Volume 24hrs/Purulence 

• Frequency of Exacerbations/yr 

• Frequency of Antibiotic use 

• FEV1 FVC PEF annually 

• Cxray only if indicated 



Self Management Plan 




