
Bronchiectasis notes from SpR Training Day 1 Nov 2019 

 

Bronchiectasis rule of thumb on distribution (not completely accurate!), often becomes widespread 

in lots of aetiology: 

Upper lobe: 

Cystic fibrosis (eventually everywhere) 

ABPA (can be anywhere/LL/central too) 

Post tuberculosis (can be anywhere) 

Middle lobe: 

PCD 

CVID 

Post infectious 

M. avium/intracellulare 

Lower lobe  

PCD 

CVID  

Post infectious 

Reflux 

Idiopathic 

 

Work up:  

Serum Immunoglobulins 

ABPA serology (Total IgE - over 1000, often >2000; and IgE/RAST to aspergillus) 

Specific humeral responses (antibodies to pneumococcus and HiB/tetanus) 

Vaccinate with Pneumovax (23) if Pneumococcal levels low and recheck at 6 weeks 

Menitorix if HiB low and recheck at 6 weeks 

 

Everyone should have sputum microbiology 

 

In all (Bronchiectasis guidelines):  

Check BMI 

Sputum cultures 

Look for GORD, RA, COPD, Asthma, IBD 

Check IgE, Spec IgE Asperigllus, immunoglobulins in all and serum elec if inc Igs, baseline S. 

pneumonia abs 

Test for CF if young, infertility 

(Consider ABPA or CF if Staph aureus or Ps) 

Consider RF, antiCCP, ANA, ANCA if arthritis/CTD/vasculitis; A1AT if basal panacinar emphysema 

Aspiration testing in symptomatic or other suggestive features 

Localised disease - bronchoscopy 

 

Offer those with MRC =1 pulmonary rehab 

Offer ‘flu and polysaccharide pnumococcal vaccination in all patients with bronchiectasis 

 



Lung function testing at least annually if in secondary care (4x/yr if PCD, CVID) plus before and after 

IVAbx, before and after nebulised abx 

REFER PHYSIO 

 

CF testing if: 

Under 40 years old 

Over 40 and no identifiable cause 

Persistant Staph aureus 

Malabsorption 

Primary infertility (male) 

Upper lobe bronchiectasis 

History of childhood steatorrhoea 

 

CVID - divergent presentations  

Combined T and B cell defects 

Mean age at presentation is 15-25 yrs; diagnose on 2 low Igs, defective abs, normal or slightly 

reduced B cells 

Some B cell switch  

Also 25% anaemia, 30% have autoimmune disease, 10% atopic symptoms;  

Frequent pyogenic infections of lungs, sinuses and ears 

Get Giardia 

15-25% lymphadenopathy  

Look for arthritis too 

 

Pneumococcal challenge and Pneumovax (23 valent polysaccharide) vs Prevenar (13 augmented):  

Pneumococcal IgG serotypes/challenge is used in the assessment of immunodeficiency and NOT for 

predicting protection from pneumococcal sepsis. Antibody responses can only be interpreted at 

least 4 weeks post vaccination with Pneumovax. 

Most adults should have >70% cover in serotypes anyway. 

After immunisation with Pneumovax, antibody responses (>0.35 ug/ml) to less than 7/13 serotypes 

has a 95% sensitivity and 85% specificity for the diagnosis of antibody deficiency. If the response to 

immunisation with Pneumovax results in less than 7/13 serotypes >0.35ug/ml, consider further 

immunisation with Prevenar (2 doses of the vaccine with one month interval) & repeat serology 4 

weeks later. Abnormal pneumococcal antibody responses are associated with immunodeficiency, 

referral to Immunology should be considered. Note: Prevenar is a more powerful immunogen than 

Pneumovax and activates T cell dependent antibody responses. Therefore antibody responses to 

Pevenar cannot be used to evaluate thymus imdependent responses to polysaccharides. (From Barts 

Health) 

 

People with bronchiectasis who meet the criteria for continuing secondary care include (Guidelines):  

patients with chronic Pseudomonas aeruginosa, opportunistic mycobacteria or methicillin-resistant 

Staphylococcus aureus colonisation;  

deteriorating bronchiectasis with declining lung function;  

recurrent exacerbations (=3 per year);  

patients receiving long term antibiotic therapy (oral or nebulised);  



patients with bronchiectasis and associated rheumatoid arthritis, immune deficiency, inflammatory 

bowel disease and Primary Ciliary Dyskinesia;  

patients with allergic bronchopulmonary aspergillosis;  

patients with advanced disease and those considering transplantation.  

The clinical course and management in such people is complicated and management would be 

better under a multidisciplinary team led by a Respiratory physician. 


