(ijation results In low g
4 es raised Pacoz.

o (suchas in chronig

2 Saroy be R (PSS ’);
el g T P@ I hypersensitivity % .
T lmmunomodulators involved: = ““*g 4 f /dﬁ
VALCAS L o ol > mast cells rous , & prOStag.lan ; |
S > histamine pfux: s > Leukotriene C4 (LTC;4) and D...
Halclewel il . |
ik ~ Result in 'MmMediate bronchoconstriction reaction

copp A '
* Late phase A
> type IV hypersensmvuty response
’ 'MMunomodulators Involved
» Eosinophi| cationic protein > Platelet activating factor
(ECP) (PAF)

> Major basic protein (MBP)

» Results in bronchoconstriction, airways inﬂammation, hyper-responsiveness ang
oedema. ( Stovtus A S imerhicns)

» This typically occurs three to1

2 hours after the Immediate 1« nse
> Less susceptible to bronchodilators
Pathogenesis of asthma:
* Asthma occurs due to a combination of dlr'way hyper-respo
. : nsiv
limitation and dirway Iinflammation ; =ness, airflow
e The alveolar functional structure |

Genetics of bronchial asthma

e autosomal recessive pattern of inheritance IS
° parental consanguinity (43 il

Cellular ce) adhes;
| | 10
(ICAM-1) is significantly associated With asthma ° olagiy
* There is a contribution from HLA ajleles

-24-
¥ pceanpational asthear ot belor Lo, he

NO A A S& /-{-‘D(MHM 2 C)'Ho"‘d“{} g:.__JJJCbLé
P e
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/ CL*{I.U\(I.(—.. 0\"’0():(_ D Ifoe w.'o\&ul

. There may be genetic linkage of atopic trait to chromosome 11, with association
hetween response to antigen and HLA haplotype.

. IgE concentrations are influenced by genetic factors.
S B o B Gy o 5T g Zitwame b G BT o dASThus
classification of asthma severity

. Mild, intermittent asthma - symptoms occur less than weekly, with normal or near-
normal lung function between episodes

. Mild persistent asthma - symptoms occur more than weekly but less than daily, with
normal or near-normal lung function between episodes

« Moderate persistent asthma - symptoms occur daily, with mild to moderate variable
airflow limitation

. Severe persistent asthma - symptoms occur daily and interfere with normal activities;
there is frequent nocturnal waking and moderate to severe variable airflow limitation

. Severe asthma - severe distressing symptoms prevent sleep; severe airflow limitation
responds poorly to inhaled bronchodilators and can be life-threatening

Near fatal asthma

« The British Thoracic Society defines near fatal asthma as an attack with raised
PaCO, and/or requiring mechanical ventilation with raised inflation pressures.

« A raised PaCO, is an important sign that intubation may be required if the patient is not
responding to maximum medical management.

Allergic and non-allergic forms of asthma

e Allergic asthma L &x4viungic)
> results from excess immunoglobulin E (IgE) produced in response to

environmental allergens such as house dust mites, pollen and moulds.

' — ——
o Non-allergic asthma Cwadvimiik )
> can be triggered by factors such as anxiety, stress, exercise, cold air, smoke and

infection.
. cow\o(b.'cf coneli Hon  Exeedbate adthwas asPernelo5is,  Sosdintiiue sled aaPVieen

Diagnosis of asthma In adults GERD > one§ira

Asthma - intermediate probability - do spirometry first-line
(welinge Jy Challimge Jl’ Sterod €~ v ‘.'.W/Ll i g

fo('a“w.' Xess
E’Asthma diagnosis - if high orobability of asthma - start treatment

Wit [EDSACHR TN 55 G . . .
wo If the FEV%V€<CO.7 then a trial of treatment is appropriate. Otherwise further

investigations should be performed. . |
o |f a patient has typical symptoms of asthma, a trial of treatment is recommended.

¢ we should classify patients as having either a high, intermediate or low probability of

asthma based on the presence Of absence of pgrtain symptoms. . .
e For adults it is recommend that they have a clinical .ass.essment. mcludmg
spirometry (or Peak Expiratory Flow measurement if spirometry is not available).

e The BTS produced a list of features, which are helpful when deciding this:

T T——— By Dr. Yousif Abdallah Hamad - 25 -

Notes & Notes for MRCP
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- Jiva W‘. : '
AP A Bl gl Ay semper Hisd ) AR L o ‘
Crnti lagy 2 T i T — g '
Wi, A6 plagfen s e 52 74 Jspe log)’ —
tewpr Lt grom— Pulmoo e : :
N — : ake a diagnosis of
S tures W o)
r- Fost " joss /1K® y
asthm t-headednes
77in€S>’
MOre than one of the fO"OWing symptom53 Promln?;lttciirl]g“ng h N the absenCe
Wheeze breathlessness chest tightness perlph.e ctive coud of
and Cough’ particularl ,'f' ChrorNC pl’O ath|essneSS__ —
rly if: heeze Of bre ' physlca'- gxaminanong

Symptoms wor i i |
S€ at night and in the early Repeated'y nor

Morning
S');mptoms IN response to exercise, chest W.hfnrsg -
allérgen exposure and cold air Voice €8 uWith colds only |
>ymptoms after taking aspirin or beta Symptom= king history (ie > 20 pack.
blockers +3 significant sMOK
, e L &
L:ilstor y of atopic d/iéorder year s)
amily history of asthm | e ' {la)
disorder nn—— Cardiac disease (.C“(%:—v?l?ﬁ-e—n s;mpto "
Widespread wheeze heard on Normal PEF qr SE rnggu:w ; 3
duscultation of the chest olp o ”‘f’»é‘ {:ed) :
Oﬁherv.vise unexplained low FEV1 or PEF = | c_p’j(( £ (ﬁ@
gwstoncal or serial readings) —_—
therwise unexplained peri wchodiledY
peripheral blood  |eveckls 2= : dileAo
eosinophilia § R, (v 20 i (28
&5 wliezng M 2

* High probability of asthma .
> patient has many symptoms which make a diagnosis of asthma more Ilkely;,ﬁ

r BTS recommend that we start a trial of treatment. i
» A good response is considered a positive 'test of reversibility". :;
~ It a patient has a poor response to treatment then further investigations sho

considered.

e Low probability of asthma
» an alternative diagnosis should be sought.

» Further investigations and referral to a respiratory specialist should be

considered.
e [ntermediate probability of asthma

maintenance treatment
> Spirometry is the preferred initial test

» Treatment should be partly guided by the FEy

: : [F i
* aratio of < 0.7 is suggestive of asthn11a \i)C b
 aratio of 20.7 - further investigation/consi

ore BV adkls ol

nng test far ~_. .
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NtinF
COsterg EV1 of 120,
More) | 2 treatment g Z\/;:r\m?;:i]
'S regard ” 'tOge er wi

ed
a2016) (this ¢ ds a positive lest. (British

» greater than 20% diurnal yar
s A variation of > 25% on 2
d support a didgnogie o (pre- and post- |

WOU pport a diagnosis of asthma post-bronchodilator)

K flow chart

P:re you better on days away from work?
® Are you better on holiday?

o Tewdsmed se sibp g e ycavties
sthma diagnosis (NICE guidelines 2017)  boesete aSHhime

\Oe\-wl FEV" 24497. A QVH’“-‘-
. Patients 2 17 years
» patients should be asked If their symptoms are better on days away from
work/during holidays. If so, patients should be referred to a specialist as possible

occupational asthma
> all patients should have spirometry with a bronchodilator reversibility (BDR) test

» all patients should have a FeNO test

o Patients 5-16 years | b
> all patients should have spirometry with a hronchodilator reversibility (BDR) test

> a FeNO test should be requested if there I norma.l 'spirometry or obstructive
spirometry with a negative bronchodilator reversibility (BDR) test

o Patients <9 years
» diagnosis should be ma |
without an objective test 1o diagnos

de on clinical judgement Do not use symptoms alone

e asthma.

bjective tests for diagnosing asthma: fioun  CotiuARS SR
* Airway inflammation measures {0) t‘;‘:t‘
> Fractional exhaled nitric 0xide (EQi b) or more
. FeNO level of 40 parts Pe! billion (PP
« current smoking status ©

* Lung function tests _ — " Abdallah Hamad -27-
e — :
Notes =

N NOtas (o IARED 7
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: itive than the forced '
_ |t is more Sensitive expirato |
dentifying early airway obstruction, ¥ Volume in 1 second (FEV1) for
., This portion of the flow volume curve is the most effort inde endent porti
' w 2
. Anormal FEF25.75 was defined as = 609, predic i

ted.

\

L

Lab findings
o sputum .
» Curschmann's spirals
A ™

« —microscopic finding in the sputum of asthmatics.

= spiral-shaped mucus plugs from subepithelial mucous gland ducts or
bronchioles. St .

» Charcot-Leyden crystals

microscopic crystals found in allergic diseases such as asthma or parasitic
| | e N —
infections

= hallmark of eosinophil-associated allergic inflammatory diseases such as
O o N

asthma, allergic rhinitis and also atopic dermatitis.
s formed from the breakdown of eosinophils in sputum and crystallization of

major basic protein. )
Orsthma )l susentty )t SCs ud 1Y 9. Ut C‘Sfb./—..oé-g\-/}cf)?) oM o=

Management of asthma (NICE guidance 2017). o 5:0 o} e &

A

One of the key changes is in 'step 3’ - patients on a SABA + ICS whose asthma is not

leukotriene receptor antac onist, not a LABA
well controlled should be offered a le T

Q) Numikevhon O0f calvidy Bliswk
Step Notes R

' l, &
K=
i . oo

Short-acting beta agonist (S/jBA)
w59 TS sl g ©

@ Y.coa O Deadion
—_——

[

Newly-diagnosed asthma

SABA + low-dose ‘nhaled corticosteroid (ICS)
2

Not controlled on previous step
OR

Newly-diagnosed asthma with symptoms

S
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_ ental ox
changes following a nebuliser i, acut

iC | i
olog ventilation = hypoperfusion tq certain |

Jen saturation.

- threatening asthma, or those with a POOr Initial respons,eiJ au?':r:mth e Ak
: 0N produces

significantly greater bronchodilation than 2 B2-agonist alon

: Oxygen: .
» Targeted oxygen in asthma => Sp02 |eve] of 94-98¥
0.

o
> Patients with saturations less than 929 on air should have an ABG to exclud
ude

hypercapnia. However, starting treatment should not be delayed to do the ABG

» Initially high-flow oxygen is used, and then Weaned to maintain adequate

saturations. Unless you suspect COPD there is no need to be cautious with
oxygen therapy. Qs o) Y il 09
. Steroids: Lowv Jdotles 2 odedily NoxH byt Not peple wilhh aede atfline

Nice 2013=> People aged O years or older presenting to a healthcare professional with a
severe or life-threatening acute exacerbation of asthma receive oral or intravenous steroids

within 1 hour of presentation. —
TR Ses thae (X’-O\k- ow\.J 100 \o.'bavu\bi\:-tg enlle v 2_1'_\_0_:\(.
> steroid$ reduce mortality, relapses, subsequent hospital admission and
requirement for B2-agonists1:> & i+ effet WA Och,
> The earlier they are given in the attack, the better the outcome.
> A dose of 40-50 mg should be given once oxygen and nebuliser therapy has

| | continued for five days, and can then be
been established. Thlisno:_ld t:o ninues S w);,u»\ dcaniien:

stopped abruptly. -
2 P mmended as next step for patients who are not responding

o Magnesium sulphate reco |
Ouwdicdode
(e.g.1.2-2g IV over 20 mins) . _ ca** Vetaprers a'\’f*s"T‘J’ 4 I‘e“ fa\'/c“)ulﬁ! P

> Mechanism: low magnesium levels in bronchial smooth musc

bronchoconstriction. therapy units

> reduce rates of admission to intensive . | i
+ little evidence to support use of [V aminophylliné (although s.tlll mentl
\/\/‘/go .}h.'ap"“:?"w

management plans) »
+ if no response consider IV salbut

+ Intensive care is indicated for pa
are failing to respond to therapy. :
+ Strongest indicator of a need for intubatio

» PH 7.31
(g e

///’ Hamad
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dnisolone 7.9 mgp

ul i
w hOTaCiC pressure, while {l

~ . | in intrat
ar volume.
(for example, acute as

gh respiratory rates, with severe air l0 pressure on inspiratic

there is an increased and sudden negative intrathoraclC
Will enhance the normal fall in blood pressure.

Exercise-induced asthma: .
* The most likely diagnosis would be with spirometry before and after exerci:

(NOT before and after administration of bronchodilators) where a typical obstr
pattern may be displayed following exercise.

Cough-variant asthma

e airway inflammation but minimal bronchoconstriction.

* Response to steroids is helpful when making the diagnosis ' asthma.
e Bronchodilators often have little effect.
(¢

No typical asthma history; the cough is typically worse in the mornings. in the ¢
and after exercise. ; —— 1

e Treatment is with high-dose inhaled steroids for at least 2 months, or a short co
oral steroids.

Whone i Y cowmamonlst Finding i, Phyficel eXon tn caStata
perlisnlinl yCOPP SCHE L BN s A it WL o Lo W
diunot cmd 1Wg Comted andin Ton of bfouchietdendy pedieny

...... 0. Slidact il MRCP
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m S T EIE RIS SLkdildid e —
Di icult asth s ta Prescr

B apy- ider poor adhere S ot high-g

ther AlwayS cons "C€ 1o mainte ne OSe asthma

R a
| | in S
" (consider ’”Z?g?éﬁt%ing :%?)?JIZ 21U eosing hilecézerapy'
ey jon e i nt -
Jo D)’sfunCt ing t Id COnsidered a¢ 210 guide steroid
~ " _jlergen testing to moulds should pe erform Part Of a difficyy 'd treatment.
- * 2 mmonly associated with co-existent e chz?' - asthma assessment.
i differential diagnosis In difficult asthma Clinjc: Qical
‘ subglottic stenosis |

’
= defined as a narrowing of the aj

and above the trachea_ |t "'Way below th
: - It ma € vocal
= can occur from birth, idiopath¥ct;?|y ang nital or acqmr(;%rds (subglottis)

intubated. 'Y 20d In Pafiente who
. oh
= predominance of inspi ave been

- ronic Obstructive Pulmona Disease(COPD
Definition

COPD is a long-term respiratory condition character; |
: not fully reversible. Aracterised by airflow obstruction that is

1 chronic bronchitis

» defined as chronic cough and sputum production f
| putun or at least three months o.(m
consecutive Vears In the absence of other disease which could explain these

symptoms.

» inflammatory changes leads to ciliary dysfunction and increased goblet cell
size and number, which leads to the excessive mucus secretion.

2. Emphysema: [y, of elast:, vewl!, TLCr Cormpleinen » SOATEpiS
9 LA ()o(w\«wah* emlarge o cir SPerces Asdel o teminal blomchiol
pathophysiology 9~ fo- cieiiEEiEg of  alveo\esd SECHE

. These changes are responsible for decreased airflow, hypersecretion, and chronic

cough. In both conditions, changes are progressive and usually not reversible.
. Increased airway resistance is the phyS|o|og|c§I definition of COPD. ol
> Decreased elastic recoil, fibrotic changes in lung pargnchyma, apd umina
obstruction of airways by secretions all contribute to increased airways

T

resistance.

T ——

e Progressive hypoxia causes vascular s

. S
| hvoertension »  lesk 40 e £ . o
¢ \F/)\lllh?z:%nﬁ:ze/cggnism is most likely responsible for the increased mean arteria

pulmonary pressure in COPD?

mooth muscle thickening with subsequent

®» Hypoxic induced pulmonary vasoconstriction
Causes — e ———
« Smoking -» (o»

o Alpha-1 antitrypsin deficiency

bdallah Hamad -37-
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SR . c,fi'lms:g |

@=llop fytam Lb;&* .ﬁ/ﬁ % O—:L-‘ (/3’0.4
. YR coMgesho ) Y
) a diagnosis of COPD in patients over 39 years of age?d
OK€rs and have symptoms such as exertional -

ey . 3

(@ low pH, low pO,, h 'Mal, or rajseq
mayphae\::llionfi?:?r?q gt’n)zla“); bg pr?sednt as a dependent Oem'gws) Patient has
ue ) |

heart failure. ! © €¥SPnoea, and therefore does ngshzgts With Cop

c arily ind;
' Ndicate
o CJALM-SW‘Q llvex ‘Cu»c,-h‘uv\ fesd » po}h““m
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ventilation. . ventila
.. invasive V
> Its use has been superseded by non-"1
: available.

useful in situations where NIV is un

COPD: stable management

| . uced
COPD - reason for using inhaled corticosteroids - T ed
\/\/-/\/v

exacerbations

ired”?
COPD - still breathless despite using inhalers as require

» FEV1 > 50%: LABA or LAMA
* FEV1 <50%: LABA + ICS or LAMA

COPD - LTOT if 2 measurements of pO2 < 7.3 kPa
b lorey ek o Wo‘@'
NICE guidance (2010) b ¢
General management . o TV sfevoidd S
e SmMoOKIng cessation advice oR wmaalabiorpfion.
o annual influenza vaccination

e one-off pneumococcal vaccination - every, S ens
Bronchodilator therapy

 a short-acting beta2-agonist (SABA) or short-acting muscarinic antagonist (SAMA
first-line treatment TSRl hop Sk, o by T
for patients who remain breathless or have exacerbations despite using short-acti
bronchodilators the next step is determined by the FEV1 ‘
e« FEV1>50%
> long-acting beta2-agonist (LABA), for example salmeterol. or:
» long-acting muscarinic antagonist (LAMA), for example tiotropium

» LABA + inhaled corticosteroid (ICS) in a combination inhg|er or-
> LAMA i

For patients with persistent exacerbations or breathlessness

. if taking a LABA then switch to a LABA + 1CS combination jnhg|er
. otherwise give a LAMA and a LABA + ICS combination inhg|er

Oral theophylline | |
; ICE only recommends theophylline after trials of short ang Io

n' 2 ‘
or to people who cannot used inhaled therapy Si8diing bronchog
. the dose should be reduced if macrolide or fluoroquinolone antibiotics :
s re ¢

Mucolytics e R e O-pres:
: : K : ' | od | P ——————
<hould be 'considered: in patients with a enronic productive COUGh ang ¢

symptoms improve Ninued jf

rar niitlmanale
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pior P Pulmonology %5

h may improve survival in patients with stable COPD

hic
FactorSs W : = ; :
tion - the single most important intervention in patients who are

smoking cessa

«till smoKing |
' |ong term oxygen therapy in patients who fit criteria

jung volume reduction surgery in selected patients

LTOT should beé offered to patients with a pO2 of < 7.3 kPa or to those with a pO2 of 7.3 - 8

Zand one Of the following:

., secondary bolycythaemia
. ”OCtU[D_Mpoxaemi 3

+ peripheral oedema

| pulmonary hypertension
Inhaled steroids have been shown to improve quality of life and reduce hospitalisation rates

by reducing the number of exacerbations, but they do not slow the rate of decline of
do not affect prognosis).
T g—— e

FEV, (hence
Roflumilast should be used in COPD for patients who are losing control on triple
inhaled therapy R e

lective long-acting phosphodiesterase-4 inhibitor.
CE for patients who have suffered two or more exacerbations in a

haled therapy, where FEV1 is less than 50% of predicted.

« Roflumilast is a s€
« recommended by NI

year, despite triple In
« |tis orally administered.

Management of side effect of steroid inhaler (org-phamng_gal and oesophageal

candidiasis):
o the patient should be taught adequate inhaler technique. Advise him to rinse his
. ~i2lor and use a spacer device and review himin a
e —

mouth each time he uses /s i
fluconazole.

P ——  ——————

month.
s can be managed with oral nystatin or a course of

o Resistant symptom
ol blans L whiree R o) :
fevi$ity

Pulmonary rehabilitation/-> phy)siota e’ = o s Coe0 Ao liateCWareatiilin
S | ~robic lower-extremity training combined with education. “*°~ ;:;
litation -,

e« This is a programme of @ e
o Patients with very limited exercise i5lerances may benefit from pulmonary rehabilital .
hased exercises can be taught. J G2

and in the most severely limited patients chair-
o |t leads to improvements in exercise capacity (walking distance should improve <
-fter the rehabilitation programme) .Cotp #
¢ Pulmonary rehabilitation does not improve lun function.
e The improvement in walking distance would not be a long-lastin improvement
> Decline in exercise tolerance and health status tends to occur 6—12 months after

the completion of a course.

;
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)xygen therapy

o When managing patients with COPD, once the pCO2 is kn
oxygen saturations should be 94-98%. § own to be normal the target

o Patients with (COPD) should not in general receive more than 24-28% oxygen without
arterial blood gas monitoring.

o In patients who are critically ill (anaphylaxis, shock etc) oxygen should initially be
given via a reservoir mask at 15 I/min. Hypoxia kills.

xygen saturation targets Wg;’ﬂ;), o~ ey
: ' Y 4 rd (2}_,{ . RVE g SN
. acutely ill patients: 94-98% _—- it idered SRS o 3

» patients at risk offhypercapniafe.g. COPD patients): 88-92% (see below) e
« oxygen should be reduced in stable patients with satisfactory oxygen saturation

inagement of COPD patients
. prior to availability of blood gases, use a 28% Venturi mask at 4 |/min and aim for an

oxygen saturation of 88-92% for patients with risk factors for hypercapnia but no prior

history of respiratory%s

. adjust target range to 94-98% if the pCO2 isw
» Oxygen should be given to maintain Sa0O2 within the patient's individual target range

PR

available (COPD patients are being given cards with this information, so always ask)
the individual target is not known, saturations should be maintained at 88-92%.

¢ We masks are less precise than venturi masks, so do not use if hypercapn
type |l respiratory failure. Risk of CO, accumulation if flow rate <5 L/min due to
rebreathing of CO.. L

» Venturi mask
« often utilized in the COPD patient

» often employed when the clinician has a concern about carbon
dioxide retention or when respiratory drive is inconsistent.
= mixes oxygen with room air, creating high-flow oxygen

T-LY
P

re & Notes FOF MRCP DA AE 98 o 1+ o e e Sl (e TSP A B QI TRt
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Non-invasive ventilatigi___; (NIV) s

Patient presenting with acute exacerbation of COPD

Institute standard medical therapy. Once O, sats > 92%, change non-re-

breathing reservoir O, supply to controlled oxygen therapy - either using a
24% or 28% Venturi oxygen mask or nasal cannulae and a flow rate targeted

to keep an oxygen saturation 88 to 92%

Repeat ABG

RR > 25

\v\t)ln M'HO')J) o’ <’

NIV strongly advised NIV strongly advised PaCO, > 6 kPa
Considenjintubation / ICU
2 . NIV advi
P L . . vised

Phurmo o X -
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s Assessment should be 'consl
obstruction (FEV1 30-49% predicted)

» Ccyanosls

» polycythaemia

> peripheral oedema

» raised jugular venous pressure

> oxygen saturations less than or equal to 92% on room air

) assess patient for LTOT? .
arterial blood gases on 2 occasions at

\ssessment is done by measuring
PD on optimal management.

veeks apart in patients with stable cO
should be at leas

UAnA Aacae ehnnild ha nerfarmed 1N 8 Qtab'e Sta_t_e__, Wh|Ch
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Bronchiectasis should be sus;(?cte in patient with chronic cough producing large
amounts of sputum 7 P. cvenensger R

Bronchiectasis p <27 =%\Wiag 3700 eisboncectstitol v

Definition a7 i @‘0 Raasic e, (ehes = ¢
e permanent dilatation of the airways secondary to chronic mfectlon or inflammation.
Causes 3 A AUDU(eN, Indluenmac. -

« Post-infective: (i.e., bacterial, VIraI fungal)
> tuberculosis, measles, pertussis, pneumonia

> A history of previous whooping cough suggests bronchiectasis.
¢ Dlsorders of secretion clea clearance or mucous plugging S TR

Cystlc flbr05|s<; Sep Yol

ulfe ct "‘ﬁ: "““’;.__..”’
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¢ - Kartagener's syndrome (situs inversus and Sws aSSOCiatedw
At lowes & Suaile cilia) e N
0 " Young's syndrome (a combination of brop_?_’li_?_‘.’,tas's’ rhmsm
Infertility)

> Allergic bronchopulmonary aspergillosis (ABPAL> d@’i’rw .
" proximal bronchiectasis (c%d thickened alrways wig,
rings’) c\Casthwn bos (Gl #2) , . ‘
" raised IgE is most useful for confirming the diagnosis
» Bronchial obstruction e.g. ~ e

» lung cancer/foreign body -
» Patients with longstanding chronic obstructive pulmonary disease (CQ:

* Patients with longstanding COPD often develop tlo::hs;ed a

bronchiectasis because of progressive d.ama.ge 0 bl? U.ngu

% HRCT is the most useful investigation In establishing

diagnosis. gle -
o (ovssiansl Madegdibu) Loy ditot

« Immune deficiency
» selective IgA
» hypogammaglobulinaemia ; ,

» Hypogammaglobulinaemia in ataxia telangiectasia

» common variable immunodeficiency, .
» HIV

o Chronic inflammatory diseases
» Inflammatory bowel disease

» Rheumatoid arthritis (3-4% of RA developed bronchiectasis).
o yellow nail syndrome

8§05 L e Ty ltnge N 12 <alo dintelibf 40 &Y thide wall J1 ¢y .
- S cm ' o ~
c\>¢7 Features: The most common findings on examination are crackles (75%) and whee

CA® Clubbing is only found in 2%. — g

S o chronic productive cough, with copious amounts of sputum (expectorating p
" most days) g o

e Dyspnea

o frequent chest infections

e haemoptysis

o Post nasal drip - common (chronic sinusitis in around 30%)

o tiredness - many patients find this more troublesome than the productiv |

o Low Ventilation perfusion ratio leading to hypercapnia = Res irat edCoUQ
the body compensate by increasing heart rate and vasodilataﬁon o

Diagnosis

e Chest X-ray
» the best initial test
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’Qv I chest showing widespread tram-track and signet ring sign
S~~* Management

. :
Symptom control in non-CF bronchiectasis - inspiratory muscle training + post,

The mainstay of therapy for bronchiectasis is antibiotics and chest physiothera 0y

After assessing for treatable causes (e.g. immune deficiency) management is as folloys
* physical training (e.qg. inspiratory muscle training) - has a good evidence base for
patients with non-cystic fibrosis bronchiectasis 3

* postural drainage ) My ry

' . ' . ,. ' ' ' '
o antibiotics for exacerbations + long-term rotating antibiotics in severe cases
o bronchodilators in selected cases

« Immunisations: Influenza and pneumococcal vaccinations

* _surgery in selected cases (e.g. Localised disease that fails
heatamoty $:s ”}O(J/’J’ o eswEe B laielTo Lt Tl it — o& '/’,C;;)go —
Most common organisms isolated from patients w Mgl cas

ts with bronchj '
- - lectasis:
Bronchiectasis: most common organism >

T e —

N
M S R - .

Haemophiluys influenzae

» Haemophilus influenzae (most common)
o Pseudomonas aeruginosa

© KlebS|e“a Spp f‘vg ot P O\W‘SWS.‘% ))
o Streptococcus pneumoniae A
Prevention Toplrmocing whal? I 2 A Ao Hasvegy
« Primary prevention: L B0
» antibiotic control of bronchig
an .
« Secondary prevention: : Dulmonary INfectiong

Notes & Notes for MRCP \
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