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British Thoracic SocietNi Y, Shi G, Yu Y, et al. Clinical characteristics of patients with chronic obstructive pulmonary disease with comorbi
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Table 4 Variables involved in calculating the severity score in the Bronchiectasis severity index

Factor and points for scoring system

Age (years)
EMI (Kg/m’)

FEV, % predicted

Hospital admission within last 2 years
Number of exacerbations in previous 12 months

MRC breathlessness score

P. aeruginosa colonisation

Colonisation with other organisms

Radiological severity

<50 (0 points)

<185 (2 points)

>80 (0 points)

No (0 points)

0 (0 points)

1-3 (0 points)

No (0 points)

No (0 points)

<3lobes affected (0 points)

50-69 (2 points)

18,5-25 (0 points)

50-80 (1 point)

1=2 (0 points)
4 (2 points)

70-79 >80 (6 points)
(4 points)

26-30(0 >30 (0 points)
points)

30-49 <30 (3 points)
(2 points)

Yes (5 points)
23 (2 points)
S (3 points)
Yes (3 points)
Yes (1 point)

=3 lobes or cystic bronchiectasis in any lobe (1 point)

0-4 Points=mild disease; 5-8=moderate disease; 9 and over=severe disease.




Bronchiectasis Severity Index

SCORE 5-8

I1st YEAR

0,8-4,8% mortality
1-7,2% hospitalisation

4 YEARS

4-11.3% mortality
9,9-19,4% hospitalisation

SCORE +9

I1st YEAR

7,6—10,5% mortality
16,7-52,6% hospitalisation
4 YEARS

9,9-29,2% mortality
41,2-80.4% hospitalisation
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ERS CHEST PHYSIOTHERAPY
GUIDELINES

Chest physiotherapy

! | ! }

Mucus problems Exercise Respiratory/muscle
intolerance weakness
1 | | | 9
. : N ) _
Positioning Expiratory Instrumental Aerobic Strength Inspiratory
flow techniques training training muscle
modification training [IMT)
‘ Physical
‘ activity
l l l l Counselling
Slow Forced PEP Oscillatory
expiration expiration PEP
v
Postural AD ACBT PEP mask Flutter
drainage ELTGOL Cough T-PEP Acapella
Huffing HFCWO

Chest physiotherapy interventions flow chart based on clinical experience from the task force panel. AD: autogenic drainage; ELTGOL:
total slow expiration with open glottis and infralateral position; ACBT: active cycle of breathing techniques; PEP: positive expiratory pressure;
T-PEP: temporary positive expiratory pressure; HFCWO: high frequency chest wall oscillation.
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STEP

Offer active cycle of breathing
techniques (ACBT) to individuals
with bronchiectasis.

Consider gravity assisted
positioning (where not
contraindicated) to enhance the
effectiveness of an airway
clearance technique. If
contraindicated then modified

STEP

ATAPKH> AIAXEIPI>H EKKPI2ZEQN

STEP

If ACBT is not effective or the patients
demonstrates poor adherence,
oscillating Positive Expiratory Pressures
+ Forced Expiration Technique

should be considered.

postural drainage should be used.

I

Patients should be reviewed
within 3 months.

This should include evaluation of
patient reported effectiveness
(ease of clearance/patient
adherence).

The inclusion of gravity assisted
positioning should be evaluated
for its additional effectiveness.

Figure 3 Physiotherapy management-stepwise airway clearance.

If airway clearance is not effective then
nebulised Isotonic (0.9% saline) or
Hypertonic Saline (3% saline and above)
should be evaluated for its effectiveness
pre-airway clearance (especially in
patients with viscous secretions or
there is evidence of sputum plugging)

Individuals should be advised to
complete Airway Clearance in the
following order, if prescribed:

- Bronchodilator
-~ Mucoactive treatment
- Airway Clearance

~ Nebulised antibiotic and/or
inhaled steroids (if applicable)

ACBT: Active cycle of breathing techniques
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Increase airway clearance frequency. Commence the use of mPD or PD if Individuals with ongoing difficulty with airway clearance may
E.g.: from twice daily to three/four tolerated. benefit from the addition of other techniques. It is recommended
times daily. that these should be commenced and evaluated in the following
For individuals with radiological order (unless contraindicated)

changes, PD or mPD should be targeted
appropriately.

1. Enhanced humidification / hydration of airways if
secretions viscous (isotonic (0.9% saline) or hypertonic
saline (3% saline and above)/humidification/increased fluid
intake)

Manual Techniques

Positive pressure devices including Intermittent Positive
Pressure Breathing (IPPB) or Non Invasive Ventilation
PD=postural drainage; mPD= modified postural drainage (NIV) to be used during Airway Clearance

Figure 4 Airway clearance - exacerbations.

26 Hill AT, et al. Thorax 2019;74(Suppl 1):1-69. doi:10.1136/thoraxjnl-2018-212463




POSTURAL DRAINAGE

Position 1 { 3 \ Position 2
Upper lobes, apical segments 3 = Upper lobes, posterior segments

Position 3
Upper lobes, anterior segments

Position 5
Middle lobe

Position 6 = Position 7
Lower lobes, 3 = 4 2 Lower lobes,
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segments

Lower lobes, A = S ‘ Position 10
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BC=Breathing Control
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TEE=Thoracic Expansion Exercise
FET=Forced Expiratory Technique
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IMT inspiratory muscle trainer




ELTGOL

(slow expiration with the glottis opened in the lateral

The EL'TGOL technique increases

expectoration, reduces exacerbations and
improves quality of life in bronchiectasis

“Long-term benefits of airway clearance in bronchiectasis: a r.

Gerard Munoz, Javier de Gracia, Maria Buxo, Antonio Alvarez and Montserrat Vendrell.
Eur Respir J 2018; 51: 1701926. - April 01, 2018
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Placebo 22

12 months treatment
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“Long-term benefits of airway clearance in bronchiectasis: a randomised placebo-controlled trial.”
Gerard Munoz, Javier de Gracia, Maria Buxd, Antonio Alvarez and Montserrat Vendrell.
Eur Respir J 2018; 51: 1701926. - April 01, 2018



Guidelines Recommendation Airway clearance techniques (ACT) Grade of recommendation  Quality of evidence

ERS 2017
Teach ACT by respiratory physiotherapist Weak Low
Perform ACT once or twice daily in chronic productive cough or difficulty to expectorate Weak Low

BTS 2019
Teach ACT to perform 3to1-

Respiratory physiotherapy in the bronchiectasis guidelines: is there a loud voice we are yet to hear?
Arietta Spinou, James D. Chalmers
European Respiratory Journal 2019 54: 1901610; DOI: 10.1183/13993003.01610-2019
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