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Abstract
The new British Thoracic Society (BTS) 
Guideline for Bronchiectasis in Adults has been 
published. This article provides a summary of 
key highlights of the new BTS Guideline and 
covers who to investigate, what investigations 
should be carried out and a management 
strategy.

Introduction
Internationally, bronchiectasis is increas-
ingly common with prevalence rates 
currently around 5 per 1000 in the UK 
population.1 Data from primary care have 
confirmed comorbid disease in two-thirds 
of patients, with asthma and chronic 
obstructive pulmonary disease (COPD) 
being the most common comorbidities in 
42% and 36%, respectively.1 The Bronchi-
ectasis Severity Index international scoring 
system has been developed to assess prog-
nosis, with increased mortality in patients 
with severe bronchiectasis.2

The new British Thoracic Society (BTS) 
Guideline for Bronchiectasis in Adults 
covers adult patients with clinically signif-
icant (non-cystic fibrosis) bronchiectasis, 
that is, patients with the clinical syndrome 
of bronchiectasis with radiological confir-
mation.3 A full summary of all recommen-
dations and good practice points has been 
published separately.4

It is based on the best available evidence 
and the methodology used adheres strictly 
to the criteria as set by the AGREE II 
(Appraisal of Guidelines for Research and 
Evaluation)  collaboration.5 It provides a 
timely update to the first BTS Bronchi-
ectasis guideline published in 2010.6 The 
guideline has new sections including a 
quick guide, a stepwise management plan, 
a stepwise plan for physiotherapy manage-
ment, how to manage the deteriorating 

patient and research recommendations 
provided in a PICO format.

Diagnosis and investigations
Investigation for bronchiectasis is recom-
mended in patients with persistent produc-
tion of mucopurulent or purulent sputum, 
particularly with relevant associated risk 
factors. COPD is a common comorbidity 
in bronchiectasis and in a recent BTS 
National Bronchiectasis Audit, COPD 
was found to be present in around 24%.7 
The guidelines recommend considering 
bronchiectasis in patients with COPD 
with frequent exacerbations (two or more 
annually) and/or positive sputum cultures 
for potentially pathogenic micro-organism 
(including Pseudomonas aeruginosa) while 
stable.

Investigation for bronchiectasis should 
include a baseline chest X-ray, which is 
a useful first-line test to exclude other 
pathologies, and a thin section CT of the 
chest, as the chest X-ray lacks both sensi-
tivity and specificity in the diagnosis of 
bronchiectasis.

As comorbidities and associated condi-
tions are frequently present, comorbidities 
and medical history should be recorded. 
Tests recommended for all patients have 
focused on aetiologies that have specific 
therapies that would alter bronchiectasis 
management and include allergic broncho-
pulmonary aspergillosis, immunodeficiency 
and ciliary defects. Full blood count, serum 
total immunoglobulin (Ig)E and specific 
IgE or skin prick test to Aspergillus should 
be measured in all patients to investigate 
for allergic bronchopulmonary aspergil-
losis. Serum IgG, IgA and IgM should be 
measured to exclude immunodeficiency 
and baseline specific antibody levels against 
capsular polysaccharides of Streptococcus 
pneumoniae to investigate for specific anti-
body deficiency. Patients with low pneumo-
coccal antibodies should be immunised with 
the 23 valent polysaccharide pneumococcal 
vaccine, followed by repeat measurement 
of specific antibody levels 4–8 weeks later. 
Discussion with an immunologist is recom-
mended, if levels remain suboptimal, in case 
regular replacement subcutaneous or intra-
venous IgG therapy is needed.

Cystic fibrosis (CF) testing should be 
performed according to National Institute 
for Health and Care Excellence Guide-
lines for CF in patients with supporting 
clinical features8 and primary ciliary 
dyskinesia (PCD) should be investigated in 
patients with supporting clinical features.9 
Measurement of nasal nitric oxide is the 
recommended first-line investigation for 
PCD.

Monitoring
The guideline group has provided updated 
guidance on recommended monitoring of 
patients with mild and more severe bron-
chiectasis. For mild bronchiectasis all 
should have:
1.	 Baseline: severity score, such as 

the Bronchiectasis Severity Index; 
thin-section chest CT scan; sputum for 
bacterial and mycobacterial culture; 
assessment for aetiology; assessment 
of comorbidities, baseline spirometry 
and oxygen saturation.

2.	 Annually: body mass index; assessment 
of exacerbations; sputum for bacteri-
al culture; Medical Research Council 
(MRC) dyspnoea score; spirometry; 
oxygen saturation.

3.	 The deteriorating patient: repeat 
thin-section chest CT scan; sputum for 
bacterial and mycobacterial culture; 
assessment for aetiology; assessment 
of comorbidities.

For more severe bronchiectasis, the same 
applies except there should be 6 monthly 
assessment of exacerbation history, MRC 
dyspnoea score, oxygen saturation on 
room air and sputum for bacterial culture.

There is a lack of randomised 
controlled trials proving the efficacy of 
regular chest clearance, but the guide-
line group felt this should be first-line 
management of all patients. All patients 
should see a respiratory physiotherapist 
to be taught the active cycle breathing 
technique and consider gravity-assisted 
positioning. The frequency of chest 
clearance will be advised by the physio-
therapist, but in more advanced disease, 
at least two times per day will be recom-
mended, with sessions lasting from 10 to 
a maximum of 30 min. There should be 
a review within 3 months. If the above is 
not effective or there is poor adherence, 
oscillation positive expiratory pressure 
devices and forced expiratory technique 
should be considered. Nebulised isotonic 
(0.9% saline) or hypertonic (3% and 
above) saline should also be considered. 
BTS and European Respiratory Society 
(ERS) guidelines recommend not to 
use nebulised DNAse in view of strong 
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evidence that this treatment leads to a 
poor outcome.3 10

Stepwise management
A key improvement of this guideline is the 
development of a stepwise management 
plan (see figure 1). Step 1 considers five 
key elements for all patients: treating an 
underlying cause if identified; performing 
airways clearance techniques; annual 
influenza vaccination; a self-management 
plan (eg, on the BTS website11); and the 
prompt use of appropriate antibiotics for 
exacerbations when required. Antibiotics 
are used to treat exacerbations that present 
with an acute deterioration (usually over 
several days) with worsening local symp-
toms (cough, increased sputum volume 
or change of viscosity, increased sputum 
purulence with or without increasing 
wheeze, breathlessness, haemoptysis) 
and/or systemic upset and should be 
given without waiting for sputum culture 
results, as this can lead to a delay in the 
management of the exacerbation.

If patients are suffering three or more 
exacerbations per year despite this, they 
should be reviewed again by the respi-
ratory physiotherapist, as in practice, 
patients often are poorly compliant with 
regular chest clearance. Mucoactive treat-
ments can be considered at this stage. 
Steps 3 and 4 consider the addition of 
single or combined long-term antibiotic 
treatment (figure 1) in patients with three 
or more exacerbations per year despite 

optimisation and gives guidance based on 
their known sputum bacteriology status. 
Due to the evidence available, for inhaled 
antibiotic therapies, the first-line inhaled 
antipseudomonal antibiotic recommended 
is colistin12 and second line is inhaled 
gentamicin,13 pending new phase III 
trials. Patients who remain very symptom-
atic with high exacerbation burdens (>5 
per year) can be considered for regular 
intravenous antibiotic therapy every 2–3 
months.

Another new section in the guideline 
refers to the management of the dete-
riorating patient, defined as one with 
significant and prolonged deteriora-
tion of symptoms, unexpected increased 
frequency or severity of exacerbations, 
frequent hospital admissions, early relapse 
after treatment of an exacerbation or 
rapid decline in lung function. A broad 
approach is suggested and includes
1.	 Assessment: assessment of patient 

understanding; exclusion of specific 
aetiologies (in particular CF, allergic 
bronchopulmonary aspergillosis, gas-
tro-oesophageal reflux disease, com-
mon variable immunodeficiency and 
inflammatory bowel disease and repeat 
testing should be considered in the de-
teriorating patient); assessment of dis-
ease progression with CT chest, lung 
function tests and oxygen saturation; 
reassessment of sputum pathogens 
(bacteria, fungal and mycobacteria) 
and consideration of induced sputum 

or bronchoalveolar lavage; assessment 
of comorbidities (eg, pulmonary hy-
pertension, sinus disease, pulmonary 
embolism).

2.	 Optimisation: airway clearance re-
viewed by the respiratory physiother-
apist to assess compliance, regimen, 
need for pulmonary rehabilitation and 
mucoactive treatment; exacerbations 
treatment reviewed.

3.	 Management: consideration of in-
travenous antibiotic therapy or a 
long-term antibiotic regimen and as-
sessment for long-term oxygen thera-
py, non-invasive ventilation, surgery, 
transplantation or end of life care, as 
appropriate.

Secondary care follow-up is recom-
mended in patients with: chronic P. aerugi-
nosa, methicillin-resistant Staphylococcus 
aureus colonisation or non-tuberculous 
mycobacteria; deteriorating bronchiectasis 
with declining lung function; recurrent 
exacerbations (≥3 per year); long-term 
antibiotic therapy (oral, inhaled or nebu-
lised); associated rheumatoid arthritis, 
immune deficiency, inflammatory bowel 
disease, PCD and allergic bronchopulmo-
nary aspergillosis; advanced disease and 
those considering transplantation.

The guidelines are a timely addition to 
the literature and also highlight areas for 
audit and for future research.
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Figure 1  Stepwise management.
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