SOCIEDAD ARGENTINA DE PEDIATRIA
sanace 8° CONGRESO ARGENTINO DE NEUMONOLOGIA
it INFANTIL

;:QUE HAY DE NUEVO EN EL TRATAMIENT
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BRONQUIECTASIAS NO-FQ

DIAGNOSTICO PRECOZ Y MANEJO ADECUADO

!

DETENER LA PROGRESION DE LA ENFERMEDAD
(prevencion y tratamiento de las exacerbaciones)



MANE]JO DE PACIENTES PEDIATRICOS
CON BRONQUIECTASIAS NO-FQ

. Tratar la causa cuando sea posible
Facilitar el drenaje de las secreciones
Estado nutricional optimo .
Prevencion con Vacunas X “’*?.5:4
Control del medio ambiente
Promover actividad fisica
Tratamiento quirdrgico
Tratamiento de exacerbaciones (antibidticos)
Tratamiento cronico
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MANEJO GENERAL




PREVENCION PARA NEUMOCOCO

(ARGENTINA 2017-2018)

Estrategia Argentina | 2017 - 2018

| INDICACIONES, ESQUEMAS DE VACUNACION Y VIAS DE ADMINISTRACION (TABLA 3)

Tabla 3. Poblacidn objetivo y esquemas de vacunacion en mayores de 5 afios

Poblacidn objetivo Esquemas de vacunacion

Inmunocomprometidos

Inmunodeficiencias congénitas o adquiridas

- ||'|fEII|ﬂI'I pl:l-r'HIH ie d5'5|'5.' WIN13.
« Insuficiencia renal crinica
+ Sindrome nefratico 20 dasis: VPM23 con un intervalo minimo de 8 semanas
= Leucemia, Linfoma y enfermedad de luego de la VON13.
Hodgkin
Enfermedades neoplasicas 0 rofi rorrn. | = ; :
Inmunodepresion farmacolégica 1frp.:ﬁlhzi‘;_rh.rm. VPMZ23 a los 5 anos de |a dosis anterior de

Trasplante de drgano sdlido
Mieloma maltiple

Asplenia funcional o anatémica (1) 2% refuerzo: VPN23 a los 65 anos (si el 17 refuerzo fue admi-
Anemia de células falciformes nistrado antes de los 50 anos).
Implante coclear
Fistula de LR
/ | \\
- No inmunocomprometidos 17 dosis: VEN13.
» Cardiopatia croni
. E?ﬂgﬁgd;jcmd::ni crénica 27 dosis: VPMZ3 con un intervalo minimo de 12 meses luego
+ Diabetes mellitus de la VCN13.
+ Alcoholismo
» Enfermedad hepatica cronica 19 refuerzo: VPN23 a los 45 afios (respetando intervalo mini-
]+ Tabaguismo mo de 5 afios de |a dosis anterior).

Esquema
secuencial

4;4’




FISIOTERAPIA RESPIRATORIA

 El objetivo de la rehabillitacion respiratoria:
* Favorecer la movilizacion de secreciones
 Mejorar la capacidad ventilatoria
* Mejorar la tolerancia al ejercicio
 Reducir la disnea y mejorar la calidad de vida.

 Consiste en:

e Técnicas de respiracion y expectoracion, aparatos de
oscilacion bronquial, flutter , acapella, chalecos,etc

» Actividad fisica




C. BRONCODILATADORES EN BQ-NOFQ

* Facilitan el manejo de las secreciones y la motilidad
ciliar

« Se recomienda evaluar la reversibilidad de |la
obstruccion (HRB)

« Utilizar previo a la realizacion de fisioterapia y uso
de antibioticos inhalados para prevenir un
probable broncoespasmo




TRATAMIENTO EN
EXACERBACION




Thoracic Society of Australia and New Zealand guidelines

Chronic suppurative lung disease and
bronchiectasis in children and adults in
Australia and New Zealand

Guidelines on managng dhwonic suppuat e lung disease (CSLUD) and bronchiectasis (wnrelated to cystic fibrosis [CF] ) in

Aue tralian indigenous Chillkdren inftiated in 20027 wene extended to inclede Indiganous adults in 2008 and chilld sen and adults
Evirg i winan assas of Australia and New Zealand in 20107 Herae we present an updated guideline relevant for all sections of tha
MLty The moomamancations in this guideline as tangeten princp ally 1o Drimany and secondady cans and anenot intended
tor ind vidualised specialist cane. As wit hall guidelines, thay ane not a substitutbe for sownd clinical judgenmeant, pat iowlady wihen
ITveStigating and treating s ueh a phanatyDic ally heteslensn U condition as Dronchiect sk *

Aim to optimise general wellbeing, symptom control, lung function and quality of life, and to reduce exacerbation
frequency and prevent excessive decline in lung function. This may require intensive medical thempy.
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DEvelop et ment plans 107 EXacelDatinNs 100 Each DaUent, NNKINE el 1o Drimary Neal cale and specialst or
hospital facilities. When appropriate, this includes individualised and self-initiated management action plans.

Base antibiotic selection on lower airway culture results (sputum, bronc hoscopy washings [adults and older
children] or bronchoalveolar lavage [young non-expectomting children]) when available, local antibiotic
susceptibility patterns, clinical severity and patient tolerance, including allergy (Appendix).

When P aeruginosa is first detected, consider discussion with a specialist in this field regarding suitability for
eradication treatment.

In patients not requiring parenteral antibiotics for an acute exacerbation, oral antibiotics are prescribed for at least
10 days based on available airvay micobiology results. Close follow-up to assess treatment response is necessany.

Inadequate response should prompt repeat of lower airway cultures and assessment of whether parenteral
antibiotic thempy and hospitalisation are needed.

Patients inwhom oral antibiotic thempy for an acute exacerbation fails should receive intensive ainvay cleamnce
strategies and parenteral antibiotics based on the latest lower ainvay culture results. Close follow-up is reguired.

a. In children, this requires supervised treatment for at least 1014 days.

b. In adults, intravenous antibiotics should be administered for at least 5 days and often need to be followed by oral
antibiotics. Corversion from intravenous to ol antibiotics depends on appropriate oral alternatives and whether
effective adjunct thempies, such as ainway clearance strategies, can be maintained in an ambulatory care setting and
with ongoing outpatient review.

Long-term oral antibiotics should not be prescribed routinely. Macmolides (or other antibiotics) can be considered
for a thempeutic trial over a limited period (eg, up to 12—24 months) in selected patients (eg, those with frequent
exacerbations [ =3 exacerbations andsor =2 hospitalisations in the previous 12 months]).
Before commencing macmlide antibiotics:
®geek respimtonyinfectious diseases specialist advice;
® ensure non-tuberculous mycobacteria infection is excluded in patients capable of providing a fputum specimen;
® nerform electrocardiography in adults for assessment of OT interval corrected for heart rate.

Long-term nebulised antibiotics should not be prescribed routinely. Consider a therapeutic trial in children and
adults with frequent exacerbations andsor P aemuginosa infection
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DEFINICION DE
EXACERBACION.

» Se caracteriza por:
« Aumento de las tos y secreciones

e Alteracidon de las secreciones, consistencia,
viscosidad

« Aumento de la disnea y /o sibilancias
 Hemoptisis
» Alteracion del estado general (fiebre, fatiga )

* Factores de riesgo 1) edad < 3 anos
.2)exacerbaciones previas .3)internacion por
exacerbacion

Kapur N, Masters IB, Chang AB. Exacerbations in noncystic fibrosis bronchiectasis
: clinical features and investigations. Respir Med (2009) 103(11):1681-7.10.1016/j.rmed.2009.05.007



EXACERBACION

Se evaluaron 30 pacientes pediatricos con 116
exacerbaciones

« Aumento frecuencia tos 88%
« Tos humeda 67%

* Factores de riesgo para exacerbacion :

 Edad < 3 anos . Exacerbaciones previas
(internaciones en el ultimo afno).

o l FEV, 1.95 % con cada exacerbacion

Kapur N, Masters IB, Chang AB. Exacerbations in noncystic fibrosis bronchiectasis: clinical features
and investigations. Respir Med (2009) 103(11):1681-7.10.1016/].rmed.2009.05.007



EXACERBACIONES.
TRATAMIENTO ANTIBIOTICO

El tratamiento precoz con antibiotico:

- 1) Reduce los sintomas

« 2)Previene las recurrencias

» 3)Preserva la funcion pulmonar
* 4)Mejora |la calidad de vida

Bastardo CM, Sonnappa S, Stanojevic S, Navarro A, Lopez PM, Jaffe A, Bush A.

Non-cystic fibrosis bronchiectasis in childhood: longitudinal growth and lung function.
Thorax. 2009;64:246-51.



EXACERBACIONES.
TRATAMIENTO ANTIBIOTICO

EMPIRICO INICIAL (H.influenzae, S.pneumoniae y M.catarrhalis )(1)

« Amoxicillina-acido clavulanico VO (80 mg/k/d) (leves-
ambulatoria)

« Cefalosporina 2da o 3ra generacion EV (graves)
* Duracion: 2 semanas (hasta 4 semanas)

+ Se recomiendan tratamiento antibidtico en todas las

exacerbaciones significativas, incluso aquéllas con un
desencadenante viral (2).

1.Grimwood K, Bell SC, Chang AB. Antimicrobial treatmentof non-cystic fibrosis bronchiectasis Expert
Rev. Anti Infect Ther. 2014;12:1277-96.

2. Kapur N, Mackay IM , et al .Respiratory viruses in exacerbation of non-cystic fibrosis
bronchiectasis in children. Arch Dis Child. 2014;99:749-53



Bacteria pathogens associated with bronchiectasis in children.

Reference

Edwards et al.

)

Eastham et al.

()

Karadag et al.

(73)

Lietal. (')

Banjar (

Number  Setting

n=60 New
Zealand

n=93 United
Kingdom

n=111 Turkey

n=136 United
Kingdom

n=151 Saudi
Arabia

Age
(years)

1-17 (md
10)

1.6-18.8
(md 7.2)

1-17.5 (md
7.4)

3-18 (md
12.1)

73+4.1
(mean =S
D)

Specime laemoph.
n

Sputum 55 (NTHi)
Various” 48
Sputum 39
Various” 39

NP swab, 37
sputum

Streptoc.
nfluenza(%) pneumon
ia(%)

22

23

17

17

Moraxella Pseudomonas Staphylococc
¢atarrhalis( aeruginosa(%) us aureus (%)
%)

5 2 0

17 6 8
6 11 17
2 11 4
9 16

Bronchiectasis in Children: Current Concepts in Immunology and Microbiology.

Front. Pediatr 2017
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EXACERBACION. BACTERIOLOGIA

« Monitorizar la microbiologia del esputo ayuda a guiar
el tratamiento antimicrobiano en las exacerbaciones.

* No se recomienda tratamiento empirico para
pseudomona sin infeccidn previa o colonizacion

BQ FQ BQ no FQ

100 —————— W Granulicatelio

_ B Actinomyces

B0

Veillanella

B Rothia
B Haemaphiius

60

Prevotella

Familia Ps,
W Otros
B Streptococcus
| Burkholderia
B Pseudomanas




TRATAMIENTO CRONICO




TRATAMIENTO CRONICO.
ANTIBIOTICO

SoOlo se recomienda:
* Exacerbaciones frecuentes (>3/ano) o enfermedad grave
» Erradicacion de P. aeruginosa (primer aislamiento)

* Colonizados por S. Aureus meticilino-resistente (SAMR).

* Pasteur MC, Bilton D, Hill AT, on behalf of the British Thoracic Society
Bronchiectasis (non-CF) Guideline Group. British Thoracic Society guideline for
non-CF bronchiectasis. Thorax. 2010;65:i1-i58.

« The Saudi Thoracic Society guidelines for diagnosis and management of
noncystic fibrosis bronchiectasis. 2017



TRATAMIENTO CRONICO.
ANTIBIOTICO

Puntos a tener en cuenta :

1) Identificar causas asociadas a BQ
2) Depurar via aérea

3) Ver patdogenos del esputo

4) Monitorear resistencia bacterianas
5)ldentificar organismos emergentes
6) Evaluar toxicidad de los farmacos



A. MACROLIDOS EN BQ-NFQ (NINOS)

» Las Guias: recomiendan su uso solo en
exacerbaciones frecuentes ( > de 3/ano). Durante
12-24 meses

* No se recomienda: En pacientes con evidencia de
infeccion con mycobacterias atipicas

» Pacientes con QTc prolongado o trastornos de

audicion. (riesgo aumentado aunque bajo de aumento del
QTc en el ECG y de disminucion de la audicion asociados al
tratamiento con azitromicina).

Li H, Liu DH, Chen LL, et al. Meta-analysis of the adverse effects of long-term
azithromycin use in patients with chronic lung diseases. Antimicrob Agents

Chemother. 2014:58:511-17.



Cochrane
s Library

Cochrane Database of Systematic Reviews

Macrolide antibiotics for bronchiectasis (Review)

Kelly C, Chalmers JD, Crossingham |, Relph N, Felix LM, Evans DJ, Milan SJ, Spencer S

Objectives
To determine the impact of macrolide antibiotics in the treatment of adulis and children with bronchiectasis.

Figure 1. Global distribution of studies.

Solo 4/18 estudios pediatricos
con 190 pacientes ( 81 varones
98 mujeres; <18 anos).




Conclusiones : Se redujeron las

+ N Cochrane )
6{) Library exacerbaciones y los portadores de
H.influenzae y M.catharralis, pero
aumentaron las bacterias resistentes a
macrolidos.

Macrolide antibiotics for bronchiectasis (Review)

Kelly C, Chalmers JD, Crossingham I, Relph N, Felix LM, Evans DJ, Milan S., Spencer S

Macrolides compared with placebo for children with bronchiectasis

Patient or population: children with bronchiactasis

Setting: outpatient clinics in Australia, New Zealand, and South Africa
Intarvention: macrolides

Comparison: placabo

Outcomas Anticipated abzolute affects® (05%CI) Relative affact Mo. of participants Quality of the svidance Comments
{B5%C1) (studies) (GRADE)

Rigk with placebo Rigk with macrolides

> 1 exacerbation 900 par 1000 800 per 1000 OR0.40 a4 BT Azithromycin (30 mg/
Follow -up: 24 months (524 1o 034) (0,11 t0 1.41) {1 RCT) LOW=-# kg/waok for24 monthe)
Hospitalisation: ~ all- 205 per 1000 67 per 1000 OR0.28 a0 DN Azithromycin (30 mg/
causse (18 to 222) (0.07 to 1.11) {1 RCT) LOWa.b kg/waok for24 monthe)
Follow -up: 24 months
Sarious advarse evenis 432 par 1000 246 par 1000 ORD0.42 89 B Azithromyein (20 mgf
Follow -up: 24 months {114 1o 444) (0.17 to 1.05) {1 RCT) LOya.t kg/wasak for24 months)
Maortality 1 child died but study group was not stated. - 42 B Erythromycin {875 to
{1 RCT) LW 1750 mg kg/wesk for
52 weaks)

Quality of life not re- -
portad

*The rigk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its
05%CI).

Cl: confidence interval, OR: odds ratio; RCT: randomised controlled trial; AR: risk ratio




Thoracic Society of Australia and New Zealand guidelines

Chronic suppurative lung disease and
bronchiectasis in children and adults in
Australia and New Zealand

Guidelines on managng dhwonic suppuat e lung disease (CSLUD) and bronchiectasis (wnrelated to cystic fibrosis [CF] ) in

Aue tralian indigenous Chillkdren inftiated in 20027 wene extended to inclede Indiganous adults in 2008 and chilld sen and adults
Evirg i winan assas of Australia and New Zealand in 20107 Herae we present an updated guideline relevant for all sections of tha
MLty The moomamancations in this guideline as tangeten princp ally 1o Drimany and secondady cans and anenot intended
tor ind vidualised specialist cane. As wit hall guidelines, thay ane not a substitutbe for sownd clinical judgenmeant, pat iowlady wihen
ITveStigating and treating s ueh a phanatyDic ally heteslensn U condition as Dronchiect sk *

10

n

12

13

Aim to optimise general wellbeing, symptom control, lung function and quality of life, and to reduce exacerbation
frequency and prevent excessive decline in lung function. This may require intensive medical thempy.

Develop treatment plans for exacerbations for each patient, linking them to primary health care and specialist or
hospital facilities. When appropriate, this includes individualised and self-initiated management action plans.

Base antibiotic selection on lower airway culture results (sputum, bronc hoscopy washings [adults and older
children] or bronchoalveolar lavage [young non-expectomting children]) when available, local antibiotic
susceptibility patterns, clinical severity and patient tolerance, including allergy (Appendix).

When P aeruginosa is first detected, consider discussion with a specialist in this field regarding suitability for
eradication treatment.

In patients not requiring parenteral antibiotics for an acute exacerbation, oral antibiotics are prescribed for at least
10 days based on available airvay micobiology results. Close follow-up to assess treatment response is necessany.

Inadequate response should prompt repeat of lower airway cultures and assessment of whether parenteral
antibiotic thempy and hospitalisation are needed.

Patients inwhom oral antibiotic thempy for an acute exacerbation fails should receive intensive ainvay cleamnce
strategies and parenteral antibiotics based on the latest lower ainvay culture results. Close follow-up is reguired.

a. In children, this requires supervised treatment for at least 1014 days.

b. In adults, intravenous antibiotics should be administered for at least 5 days and often need to be followed by oral
antibiotics. Corversion from intravenous to ol antibiotics depends on appropriate oral alternatives and whether
effective adjunct thempies, such as ainway clearance strategies, can be maintained in an ambulatory care setting and
with ongoing outpatient review.
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Liomay
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14

Long-term oral antibiotics should not be prescribed routinely. Macmolides (or other antibiotics) can be considered
for a thempeutic trial over a limited period (eg, up to 12—24 months) in selected patients (eg, those with frequent
exacerbations [ =3 exacerbations andsor =2 hospitalisations in the previous 12 months]).
Before commencing macmlide antibiotics:
®geek respimtonyinfectious diseases specialist advice;
® ensure non-tuberculous mycobacteria infection is excluded in patients capable of providing a fputum specimen;
® nerform electrocardiography in adults for assessment of OT interval corrected for heart rate.

Strong

Moderate

15

Long-term nebulised antibiotics should not be prescribed routinely. Consider a therapeutic trial in children and
adults with frequent exacerbations andsor P aemuginosa infection

Strong
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THE SAUDI THORACIC SOCIETY GUIDELINES FOR DIAGNOSIS AND
MANAGEMENT OF NONCYSTIC FIBROSIS BRONCHIECTASIS
2017

GUIDELINES
Year: 2017 | Volume : 12 | Issue:3 | Page: 133-161

The Saudi Thoracic Society guidelines for diagnosis and management of noncystic fibrosis bronchiectasis

Hamdan Al-Jahdali’, Abdullah Alshimemeri!, Abdullah Mobeireek’, Amr S Albanna’, Nehad N Al Shirawi®, Siraj Wali’, Khaled Alkattan®.
Abdulrahman A Alrajhi’. Khalid Mobaireek®. Hassan S Alorainy’, Mohamed S Al-Hajjaj'", Anne B Chang'!, Stefano Aliberti’

+ Evidence Categorv A: Randomized controlled trials (RCTs) with a rich body of data or meta-analysis from RCTs
* Evidence Category B: RCTs with a limited body of data or meta-analysis from non-RCTs
+ Evidence Category C: Non-randomized trials and observational studies

* Ewvidence Category D: Panel consensus agreement. This category 15 only used in cases where the provision of some gumdance was deemed valuable,
but the clinical literature addressing the subject was insufficient to justify placement in one of the other categories.

+ Long-term anttbtotics (rotational of conttmous) should be gusded by sputum culfure results and considzred m patients with three or more
exacerbations and/or two hospitalizations n the previous vear causing significant morbidity (D)

+ Long-term anttbtotics therapy should be assessed for efficacy, development of reststance and side effects frequently, and should not exceed [ year
in duration (D).




INFECCION CON PSEUDOMONA

First
P aeruginosa infection

Exacerbation :
: : Chronic
with P. seruginosa P aeruginosa infection

L ;
~OOOOOO@-O-SOWWOOSOWWRO-0-0-0-0 30— Time
Impaired mucocilliary clearance
5 /
? )

sny)

() Sputum culture negative for P aemuginosas
@ Sputum culture positive for P asruginosa
‘ Exacerbation with sputum positve for B asruginosa




British Thoracic Society guideline for non-CF

bronchiectasis 2010

Good practice points

» Long-term nebulised antibiotics are for children with frequent
recurrent exacerbations (or deteriorating bronchiectasis)
despite long-term omal antibiotics or if oral antibiotic
therapy is not appropriate.

» [f a child with chronic Paeruginosa meets the criteria for long-
term antibiotics, these should be considered; regimens are
shown in table AIL

» The choice of antibiotic should be guided by the antibiotic
sensitivity results.

STEP 2

Further 4 weeks

Ciprofloxacin
+ Nebulised colistin
3 months

Figure 5 Eradication algorithm for Pseudomonas aeruginosa in
children. Use doses according to the Children’s BNF. Use doses for
severe infection.** Attempt to eradicate with a 2-week course of oral
ciprofloxacin (step 1). If step 1 fails, further regimens may be considered
(step 2).




Thoracic Society of Australia and New Zealand guidelines

Chronic suppurative lung disease and
bronchiectasis in children and adults in
Australia and New Zealand

Guidelines on managng dhwonic suppuat e lung disease (CSLUD) and bronchiectasis (wnrelated to cystic fibrosis [CF] ) in

Aue tralian indigenous Chillkdren inftiated in 20027 wene extended to inclede Indiganous adults in 2008 and chilld sen and adults
Evirg i winan assas of Australia and New Zealand in 20107 Herae we present an updated guideline relevant for all sections of tha
MLty The moomamancations in this guideline as tangeten princp ally 1o Drimany and secondady cans and anenot intended
tor ind vidualised specialist cane. As wit hall guidelines, thay ane not a substitutbe for sownd clinical judgenmeant, pat iowlady wihen
ITveStigating and treating s ueh a phanatyDic ally heteslensn U condition as Dronchiect sk *
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Aim to optimise general wellbeing, symptom control, lung function and quality of life, and to reduce exacerbation
frequency and prevent excessive decline in lung function. This may require intensive medical thempy.

Develop treatment plans for exacerbations for each patient, linking them to primary health care and specialist or
hospital facilities. When appropriate, this includes individualised and self-initiated management action plans.

Base antibiotic selection on lower airway culture results (sputum, bronc hoscopy washings [adults and older
children] or bronchoalveolar lavage [young non-expectomting children]) when available, local antibiotic
susceptibility patterns, clinical severity and patient tolerance, including allergy (Appendix).

When P aeruginosa is first detected, consider discussion with a specialist in this field regarding suitability for
eradication treatment.

In patients not requiring parenteral antibiotics for an acute exacerbation, oral antibiotics are prescribed for at least
10 days based on available airvay micobiology results. Close follow-up to assess treatment response is necessany.

Inadequate response should prompt repeat of lower airway cultures and assessment of whether parenteral
antibiotic thempy and hospitalisation are needed.

Patients inwhom oral antibiotic thempy for an acute exacerbation fails should receive intensive ainvay cleamnce
strategies and parenteral antibiotics based on the latest lower ainvay culture results. Close follow-up is reguired.

a. In children, this requires supervised treatment for at least 1014 days.

b. In adults, intravenous antibiotics should be administered for at least 5 days and often need to be followed by oral
antibiotics. Corversion from intravenous to ol antibiotics depends on appropriate oral alternatives and whether
effective adjunct thempies, such as ainway clearance strategies, can be maintained in an ambulatory care setting and
with ongoing outpatient review.

Long-term oral antibiotics should not be prescribed routinely. Macmolides (or other antibiotics) can be considered
for a thempeutic trial over a limited period (eg, up to 12—24 months) in selected patients (eg, those with frequent
exacerbations [ =3 exacerbations andsor =2 hospitalisations in the previous 12 months]).
Before commencing macmlide antibiotics:
®geek respimtonyinfectious diseases specialist advice;
® ensure non-tuberculous mycobacteria infection is excluded in patients capable of providing a fputum specimen;
® nerform electrocardiography in adults for assessment of OT interval corrected for heart rate.
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Long-term nebulised antibiotics should not be prescribed routinely. Consider a therapeutic trial in children and
adults with frequent exacerbations andsor P aemuginosa infection
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we do not recommend routine use of inhaled antibiotics (tobramycin,
gentamicin, or colistin) except in very selected cases with chronic
Pseudomonas colonization and frequent exacerbation and significant
morbidity




European Respiratory Society

guidelines for the management 2017. Adu|t05

of adult br|onchiectasis

Eva F‘olverino], Pieter C. Goeminne2'3, Melissa J. McDonnell“'S'{’,

Stefano Aliberti ©7, Sara E. Marshall®, Michael R. Loebinger9.

Marlene Murris'?, Rafael Cantén'', Antoni Torres'?, Katerina Dimakou'?,
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Montserrat Vendrell'®, Felix C. Ringshausenw, Dragan Subatic?®,
Robert Wilson®, Jordi Vilaré®', Bjorn Stallberg??, Tobias Welte'?,

P = S R | s Tt 2 o 25

23 exacerbations peryear

l

Optimise airway clearance
Treat underlying causes

Non-P. aeruginesa infection

T

T

Long-term inhaled Long-term
antibiotic treatment |  macrolide treatment

P aeruginosa infection

l Lack of response or intolerance

Lack of response

Inadequate response or intolerance

R ¥
Combined oral and Long-term targeted
inhaled antibiotic oral antibiotic
treatment

FIGURE 4 Summary of recommendations for long-term antibiotic treatment.




N Cochrane
(‘% Library _

Cochrane Database of Systematic|Reviews

Oral versus inhaled antibiotics for bronchiectasis (Review)

Spencer S, Felix LM, Milan SJ, Normansell R, Goeminne PC, Chalmers JD, Donovan T

Objectives

To determine the comparative efficacy and safery of oral versus inhaled antibiotics in the treatment of adults and children with
bronchiectasis.




Inhaled hyperosmolar agents for bronchiectasis

Anna Hart!, Karnam Sugumar®, Stephen ] Milan?, Stephen ] Fowler®-?, lain Crossingham®

' Lancaster Medical School, Clinical Resecarch Hub, Lancaster University, Lancaster, UKL —?Dcpartmcnt of Paediatrics, RD}-‘aJ Preston
Hospiral, Lancashire Teaching Hospirals NHS Trust, Preston, UK. *Population Health Sciences and Educarion, St George's, University
of London, London, UK. *University of Manchester, NIHR. Respiratory and Allergy Clinical Rescarch Facility, University Hospital of
South Manchester, Manchester, UK. * Lancashire Tcaching Hospitals MNHS Foundation Trust, Preston, UK. l"F’.l:r_mal Blackburn Hospital.
Blackburn, UK

Contact address: Stephen J Milan, Population Health Scicnces and Education, 5t George's, University of London, London, UK.

s.milan@lancaster.ac.uk.
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Background

Mucus rerention in the lungs is a prominent fearure of bronchicctasis. The stagnant mucus becomes chronically colonised with bacteria,
which clicit a host neutrophilic response. This fails to climinate the bacteria, and the large concentration of host-derived protcase may
contribute to the airway damage. The scnsation of rerained mucus is itsclf a causc of suffering, and the failure to maintain airway

sterility probably contributes to the frequent respiratory infections expericnced by many paticnts.

Hyperronic saline inhalation is known to accelerate tracheobronchial clearance in many conditions, probably by inducing a liquid Aux
into the airway surface, which alters mucus rheology in a way favourable to mucociliary clearance. Inhaled dry powder mannirol has a

similar cffect. Such agents arc an atrractive approach to the problem of mucostasis, and deserve further clinical evaluation.

Objectives

To determine whether inhaled hyperosmolar substances arc cffective in the treatment of bronchicctrasis.

Solucién salina hiperténica. Podria reducir el nUmero de exacerbacionesy el
consumo de antibiéticos, mejorar la funcion pulmonar y la calidad de vida 'y
disminuir la viscosidad del esputo. Efecto inmunomodulador.

Conclusiones : Manitol: resultados no concluyentes. Estudios recientes
muestran mejoria en el tiempo a la siguiente exacerbacion y mejoria calidad
de vida medido por SGRQ (St. George Respiratory Questionnaire) .

DNasa recombinante: no esta recomendada en BQ no FQ.




Thoracic Society of Australia and New Zealand guidelines

Chronic suppurative lung disease and
bronchiectasis in children and adults in
Australia and New Zealand

Guidelines on managing chronic sunpurat e lung disease (CSILD) and bronchiectasis (unrelated to cystic fibnosis [CF] ) in

A tralian indigencuws chilldnen initiated in 2002 were exbendad to include |ndigenous adults in 2008 and chilld en and adults

Iving in wrban assas of Auetralia and MNew Zesland in 20107 Hera we present an updated guideline relevant Tor all sections of the

comimunity. The ecommendations in this guideline ase targeted princip ally to primany and second sy cans, and anenot intended

for individualised spacialist cane As withall guicalines thay ane not & substitute for Sound clnical judgennant , D a ioulany wihen
investigat ing and treating s ueh a phenotypic ally hetesgensn s condition a5 brondhect s *

GRADE  Evidence

Number Recommendation category level
16 Inhaled and oral corticosteroids should not be prescribed routinely unless there is an established diagnosis of Strong Low*/
coexisting asthma or COPD. moderate!
7 Inhaled bronchodilators should not be prescribed routinely but used only on an individual basis. Strong Low
18 Recombinant human deaxyribonuclease is contraindicated in CSLD and bronchiectasis. Strong High
19 Mucoactive agents, including hypertonic saline and mannitol, are currently not recommended for routine use. Weak Moderate
Consider a thempeutic tralin children and adults with frequent exacerbations.
20 Airway clearance techniques are recommended and a respiratory physiotherapist's advice should be sought. Strong Moderate
Individualise airway clearancetherpy.
21 Adulfs with bronchiectasis and exercise limitation should receive pulmonary rehabilitation. Strong Moderate
22 Regular physical activity is recommended for children and adults with CSLD or bronchiectasis. Strong Low
23 Assess and optimise nutritional status. Strong Moderate
24 Promote elimination of smoking, including second-hand smoke exposure. Strong High

25 Promote avoidance of envimnmental airbome pollutants. Strong Low




Corticoide inhalados en Bronquiectasia no FQ

Format: Abstract -
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Inhaled steroids for bronchiectasis.
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TRATAMIENTO QUIRURGICO




INDICACIONES DE TRATAMIENTO
QUIRURGICO

Proceso limitado con sintomas graves que interfiere
con el ritmo normal de vida.

Proceso resecable asociado a falla de crecimiento.

Proceso resecable localizado, con infecciones
agudas a repeticion.

Hemorragia peligrosa procedente de un proceso
localizado.
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Bronchiectasis

» Additional material is
published online only. To view
please visit the joumnal online
{http:fdx.doi.org/10.1136/
thoraxjnl-2016-208775)

ORIGINAL ARTICLE

FUTZ2 genotype influences lung function,
exacerbation frequency and airway microbiota
in non-CF bronchiectasis

Steven L Taylor, -2 Richard J Woodman,? Alice CH Chen,* Lucy D Burr,>®
David L Gordon,”® Michael A McGuckin,® Steve ‘l.n"u’nﬂ:s5»:-3Iingh,"2 Geraint B P.mgv:—:tfs"2

ABSTRACT
Objective To assess whether FUTZ (secetor) genotype Key messages
affects disease severity and airway infection in patients

with non-cystic fibrosis bronchiectasis.

For numbered affiliations see Participants Induced sputum samples were obtained What is the key question?
end of artide. from 112 adult patients with high-resolution CT scan- » Does FUT2 genotype predict disease severity in
- proven bronchiectasis and at least two exacerbations in non-cystic fibrosis bronchiectasis?
Correspondence to the previous year, as part of an unrelated mndomised . .
Dr Geraint B Rogers, 50332, contiol trial. What is the bottom line?
mlrjlfﬁilﬁfnhrﬁxgledfmd Outcome measures Presence of null FUT2 » Patients who had non-cystic fibrosis
Park SA 5042, Australiz; polymomhisms were determined by gene sequencing bmnd'nectalms ":"'”ﬂ"' a homozygous .
geraint.rogers@sahmri.com and verified by endobronchial biopsy histochemical mlymrph}sm in the FUT2 gene have higher
Recived 14 April 2016 staining. Outcome measures were FEV;% predicted, |u”é? Ifunctlon, |Ui""’Ef E:afc;rha't;un frequency
Revised 23 June 2016 exacerbation frequenc_g.r, and bacterial, fungal and viral e
Accemted 17 Lk 16 components of the microbiota (measured by culture aeruginosa-dominated airway infections,
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Figure 3  Effect of FUTZ genotype on predominant airway infection.
Propomon of patients who had airway infection dominated by

a, Haemaophilus influenzae or any other
specus Numbers |nd|cak\ number of patients. p Values calculated by

Fisher's exact test.

sesevs Sese p=0-068
sesevs SeSe p=0-136

wensse-ie | CoONClusiones :
w2 | | El fenotipo homocigota secretor FUT2 se asocio6 a:
™| Mayor numero de exacerbaciones
szzame | [+ Funcién pulmonar mas baja
« Alta frecuencia de infeccion con Pseudomona




CONCLUSIONES

 El pediatra tiene un papel fundamental en el diagndstico de
bronquiectasias en el nifio. Deben sospecharlas ante procesos
respiratorios cronicos o recurrentes, tos productiva > 4 semanas

« Tratamiento antibidtico precoz de las exacerbaciones evita la
progresion de la enfermedad y mejora evolucion

» El control integral del paciente con BQ-NFQ, vacunacion y
nutricion adecuados, actividad fisica y cuidados del ambiente
pueden mejorar la calidad de vida y el pronéstico de la
enfermedad.



SOCIEDAD ARGENTINA DE PEDIATRIA
8 CONGRESO ARGENTINO DE
NEUMONOLOGIA INFANTIL
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