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 Severity scoring 
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BSI  or  FACED 



Bronchiectasis severity index (BSI): 



 

 

Mild bronchiectasis (score 0-4): 
 
0%–2.8%  mortality   and   0%–3.4%  hospitalisation rate over 1 year 

 
0%–5.3%  mortality   and   0%–9.2%  hospitalisation rate over 4 years. 

 

Moderate bronchiectasis (score 5–8): 
  
0.8%–4.8%  mortality   and     1.0%–7.2%    hospitalisation rate over 1 year  
  
4%–11.3%    mortality   and    9.9%–19.4%  hospitalisation rate over 4 years. 

 
 

severe bronchiectasis(score over 9): 
  
7.6%–10.5%  mortality  and   16.7%–52.6%  hospitalisation rate over 1 year    

 
9.9%–29.2%  mortality   and   41.2%–80.4%  hospitalisation rate over 4 years. 



FACED 



Mild disease (score 0-2):  
 4% mortality over 5 year 

 
Moderate disease(score 3-4):  
 25% mortality over 5 year  

 

Severe disease (score 5–7):  
 56% mortality over 5 year. 



E-FACED 



Modified Bhalla scoring system 



This score is based on the diameter of the bronchial lumen/diameter of 
the adjacent vessel 

 
 
0 points  ≤1 
   
1 point=1–2   

 

2 points=2–3 
   
3 points ≥3 

Modified Reiff score 



(www.bronchiectasisseverity.com) 









Active cycle of breathing techniques (ACBTs)

Manual techniques (MTs)
1. Postural drainage (PD) and coughing 
2. PD, percussion and coughing 
3. PD and ‘huffing’ 

Modified postural drainage 

Oscillating PEP (OPEP)

High frequency chest wall oscillation 



Does not require a caregiver or any other tool

Often used in conjunction with manual techniques (MTs)

More effective than the TIRE (the test of incremental 
respiratory endurance)



A technique that has been shown to be an effective airway 
clearing modality, more so than other more invasive 
strategies.

 Is achieved by placing the patient horizontally

With the head at a lower angle than that of the thorax 
(approximately 30°) 

With possible accompanied head tilting 

The aim is to induce mucus migration from the peripheral 
bronchial airway to expectoration 

Effective but uncomfortable





Humidification
30 min of cold water, jet nebulising humidification via a facemask before respiratory

physiotherapy (postural drainage and the forced expiration technique) significantly
increased sputum yield and radio aerosol clearance compared with respiratory
physiotherapy alone.

Saline
HS may improve quality of life outcomes and sputum clearance in individuals with

bronchiectasis

Mannitol 

Mucolytics 
Bromhexine hydrochloride 

Erdosteine

Carbocysteine





 Inhaled corticosteroids (ICS) 

 Oral corticosteroids 

 Phosphodiesterase four inhibitors (PDE4 inhibitors) 

 Methylxanthines

 Indomethacin 

 Leukotriene receptor antagonists 

 Neutrophil elastase inhibitors 

 CXCR2 inhibitors 

 Statins 



Long term antibiotic treatment (>=3 months) 

Oral antibiotics

Macrolides

Inhaled/nebulised antibiotics 

Intravenous antibiotics 



 Airway clearance techniques (ACTs) 

 Postural drainage 

 Percussion or rhythmic vibration:
 Percussion or rhythmic vibration applied to the chest wall to increase dislodging and 

production of sputum 

 Uncomfortable for patients and may increase gastro-oesophageal reflux or nausea. 

 Positive expiratory pressure (PEP) 
 Involves a device with a one-way valve 

 The patient should breathe against positive pressure exerted by the device 

 Exercise and rehabilitation 
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Investigations of lung microbiology

• The main role of sputum culture is to help guide the use of antibiotics 
both for treatment of acute exacerbations and for chronic suppressive 
therapy.

• In addition, the detection of some micro organisms may also help in 
identifying an underlying etiology.

• environmental mycobacteria should prompt further investigations for 
the presence of NTM pulmonary disease, Staphylococcus aureus 
might indicate the presence of cystic fibrosis and isolation of 
Aspergillus fumigatus may prompt investigations for ABPA. 



• Bronchoscopy should be considered in those patients who do not  
expectorate especially in the context of infective change seen on 
HRCT.



Does mortality differ
between PA-colonised and
non-colonised NCFB patients?

Chalmers et al. illustrate that NCFB patients with PA colonisation

have significant risks for hospitalization and mortality.

• Colonisation by multidrug-resistant Gram-negative bacilli, 
Staphylococcus aureus, atypical mycobacteria and fungi : none of 
these presented any significant predictive power for mortality 



• Long term antibiotics reduce exacerbations in bronchiectasis.

• Inhaled colistin 1 MU twice daily improves quality of life in 
bronchiectasis patients with chronic Pseudomonas aeruginosa 
infection and one or more exacerbations per year. 

• Inhaled gentamicin increases the time to exacerbation and reduces 
exacerbation rate and improves quality of life, in patients with 
bronchiectasis with chronic infection with a potentially pathogenic 
microbe and 2 or more exacerbations per year.



• Consider long term antibiotics in patients with bronchiectasis who 
experience 3 or more exacerbations per year. Thresholds for long term 
treatment may reduce if the patient is symptomatic between exacerbations 
and/or the exacerbations respond poorly to treatment and / or the patient 
is at high risk of severe exacerbation e.g. immunosuppressed

• Use inhaled colistin for patients with bronchiectasis and chronic PSA 
infection.

• Consider inhaled gentamicin as a second line alternative to colistin for 
patients with bronchiectasis and chronic PSA infection. 

• Consider azithromycin or erythromycin as an alternative (eg if a patient 
does not tolerate inhaled antibiotics) to an inhaled antibiotic for patients 
with bronchiectasis and chronic PSA infection.



• Consider azithromycin or erythromycin as an additive treatment to an 
inhaled antibiotic for patients with bronchiectasis and chronic PSA 
infection who have a high exacerbation frequency.

• NCFB acute exacerbations were defined as a worsening in three or 
more of the following key symptoms for at least 48 h:

cough, sputum volume and/or consistency, sputum purulence,   
breathlessness and/or exercise tolerance, fatigue and/or malaise and 
hemoptysis



• A double blinded clinical trial  included 53 patients with acute exacerbation 
due to PA infection ,compared 14 days of therapy with ciprofloxacin with 
and without inhaled tobramycin versus placebo. 

• They found that dual therapy achieved a higher microbiological response, 
but no statistically significant differences in clinical outcomes were 
detectable, for either resolution of the exacerbation or improvement in 
symptoms.

• while combination therapy is a logical alternative approach, the lack of 
statistical response in this study may be explained by the small sample size.

• Well-powered and well-designed studies accounting for NCFB 
heterogeneity are needed in future to better document the clinical benefit 
from such an approach



• A double blinded clinical trial  included 53 patients with acute exacerbation 
due to PA infection ,compared 14 days of therapy with ciprofloxacin with 
and without inhaled tobramycin versus placebo. 

• They found that dual therapy achieved a higher microbiological response, 
but no statistically significant differences in clinical outcomes were 
detectable, for either resolution of the exacerbation or improvement in 
symptoms.

• while combination therapy is a logical alternative approach, the lack of 
statistical response in this study may be explained by the small sample size.

• Well-powered and well-designed studies accounting for NCFB 
heterogeneity are needed in future to better document the clinical benefit 
from such an approach



• While the existing evidence base does suggest  patients with PA-
related exacerbations benefit from prolonged courses of antibiotics 
(i.e. 14 days), no studies directly comparing short courses versus long 
antibiotic courses are available. 

• Data extracted from the study by Bilton et al do not suggest any 
differences at 7 days with regard to airway bacteria load and lung 
function 



• Review the patient’s culture and mycobacterial status, optimise
airway clearance and treat other associated conditions before starting 
long term antibiotics .

• Prophylactic antibiotics should be only started by respiratory 
specialists.

• Review patients on long term antibiotics six monthly with assessment 
of efficacy, toxicity  and continuing need.

• Monitor sputum culture and sensitivity regularly, although in vitro  
resistance may not affect clinical efficacy.



• For patients receiving long term prophylactic oral antibiotics, the 
preferred option is to remain on the same antibiotic as opposed to 
monthly rotation of antibiotics.

• If there is a subsequent lack of efficacy, the antibiotic can be changed 
guided on sensitivity results.






