Bronchiectasis Management:
From Guidelines to Patient Care

Presented by:
Timothy R. Aksamit, MD, FCCP, ATSF
Alyssa Dittner, BSRT, RRT, PDE, TTS

ASSOCIATION

.0 Bronchiectasis & NTM

**This presentation was created to inform and educate respiratory therapists **



Disclosure — TR Aksamit, MD

Director: Bronchiectasis and NTM Association
Past-chair: U.S. Bronchiectasis Research Registry
Research clinical study activity:

-U.S. Bronchiectasis Research Registry
-Bayer, Cipro DPI, Global PI

-Aradigm/Grifols, Cipro liposomal Relevant Financial Relationship(s)
-Insmed, inhaled liposomal amikacin, brensocatib
-Bl, BI1291583 None

-Verona, ensifentrine

-Zambon, inhaled colistin

-AztraZeneca, benralizumab

-Armata, AP-PAO2 phage

-Spero, SPR720

-Electromed, HillRom, RespiTech
No personal funding or research support:

-All funding directly made to the Mayo Foundation for
Medical Research and Education

ASSOCIATION

'0 Bronchiectasis & NTM



Disclosure — A Dittner, BSRT, RRT, PDE, TTS

* Assistant Director of Education and Community, Bronchiectasis and NTM Association

* No relevant financial relationships to disclose

ASSOCIATION

'0 Bronchiectasis & NTM



Bronchiectasis Pathway Card

mMRC Breathlessness Scale

Desiption of Breathlessness
| only get bveathless with stremuous exergse

| gt sheort of bemath wihen harrying on level ground or walliing up a slight hill

(U level ground, | walk slower tham people of the same age because of
Eweathlessness, or have to stop fior breath when walking at my own pace

| stopp fior breath after walking about 100 yand s or after a few minutes on bevel
ground

|am too breathiess to lezwe the howse or | am breathless when dressing
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A mMRC score of 2 ormore suggests significant symiptomes.
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For more educational suppart, connection, and resources, please contact us at:
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Bronchlectasls Pathway

STEP1: Diagnostic Evaluation |
Imaging: HRT | Symptoms: meEC, (AT, Ecerbations
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Bronchiectasis Pathway Card

Airway Clearance

 Atypical aireay dearance routine may use one or more of the following:

Medications for Deviees for Marusl Dther

Aireay (earne Airsay Jearance Techmiquas Thuiw
» Eronchodiztor «[scilatony Frsithe » D Ciough
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Exacerbation

Diagnasis
‘Warsening symploms that meeeds day-to-day vanizbility and requiring a changs In manzgement.

Symptoms inchede mugh, sputum volume and'or consistendy, spubem purulence, dyspnea and'ar
exeise tolerance, ftigue endfor malake, hemopiyst.

Evaluation
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Soutu for miabinlogy e orset of arscersation befive antsiotics sterted F passible,

Treatment
Antizbotics guided by previous microbiology results, generally 14-day curse with shorter course for mild
bronchiectzsts, pid diniczl respores, ar pathogens mare sensitive to antiblatics.
Airwray clesrance my need i De adjusted in frepaency, infersity, and lecfinigae.

Frequent exacerbating or refractory patient
(omprehenshe massasment: mimbislogy induding for bacerz, NTW, and fungal; Imaging (e.q. (T
scan]); and rewiew of potential treatable traits” induding comartsidities; airway dearance; muc=ctive
treztments; lang-temm (Inhated) antibkatics; ant-infammatary opthons; long-tem ocpgen; pulmnary
rehabiintation; end raferral ta specialty cenmter if nat zlready dane.
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Chronic Airways Assessment Test (CAAT)
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Nontuberculous Mycobacteria (NTM)
Diagnosis
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= B ICAAT score of 10 or more suggests significant symptoms.
= hchange in CAAT sooee of at least 3-4 sggests a possible change in health stabus.

= A worsening CAAT score could be explained by an exacerbation, poor medication adherence,
poor airway clearance tedhniques, or progression of bronchiectasis, COPD or other comorbid
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Objective - Bronchiectasis

Understand the pathophysiology and epidemiology

* Bronchiectasis Pathway

. When to Suspect Bronchiectasis - sighs and symptoms
. Diagnostic Workup, Data Collection, Disease Severity, Core Treatment, and Follow-up/Monitoring
. Non-tuberculosis Mycobacterial Pulmonary Disease (NTM)

. Respiratory Therapists' Role in Bronchiectasis Care
« 2025 Bronchiectasis Guidelines
« (Care Center Network, Increasing Awareness and World Bronchiectasis Day
e Summary and Q&A
L") Bronchiectasis & NTM
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What is Bronchiectasis?

Bronchiectasis

Bronchiectasis is a condition defined radiologically by abnormal dilatation and thickening of bronchial
airways AND clinically by some combination of cough, sputum, exacerbations, dyspnea. Its course is
often characterized by ongoing inflammation, infection, impaired mucociliary clearance and structural
lung damage.
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What is Bronchiectasis?

Initial insult:
Infection or injury

Normal airway
-1
- | Neutrophil inflammation

Etymology: Greek,

* Bronchi- (bronkhia): bronchial tubes
* -ectasis (ektasis): dilation

Airway destruction and
.| distortion (bronchiectasis)

Airway with bronchiectasis

ASSOCIATION
O’Donnell AE. N EnglJ Med. 2022: 387, 533.

. ' Bronchiectasis & NTM
Flume P et al. Lancet 2018: 392, 880



Bronchiectasis Pathogenesis

k _ Impaired epithelial/

% % %5,  mucociliary function

Infection f
\ /;"! Inflammation

/
\ / {).

Structural damage

\

\

_// Bl

Shteinberg M, et al. Am J Respir Crit Care Med. 2024: 210, 1
Adapted from Chalmers J, et al. Eur RespirJ 2025; 66: 2501126

Inflammation

Neutrophils/eosinophils
T-cell infiltration
Local/systemic

immunodeficiency
Lung damage Infection
B N Bronchiectasis ,
ronchiectasis . Acute exacerbations
Lung destruction Vicious Vortex Chronic infection
Bacterial, Fungal, NTM

Impaired mucociliary clearance

Epithelial cell dysfunction
Mucus hypersecretion and plugging
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Vicious Vortex- Inflammation

Inflammation

Neutrophils/eosinophils

T-cell infiltration
Local/systemic

immunodeficiency

Lung damage Infection
L Bronchiectasis ,
Bronchiectasis . Acute exacerbations
Lung destruction Vicious Vortex Chronic infection

Bacterial, Fungal, NTM

Impaired mucociliary clearance

Epithelial cell dysfunction
Mucus hypersecretion and plugging

Adapted from Chalmers J, et al. Eur RespirJ 2025; 66: 2501126

The bodies natural response to
injury including infection is
inflammation

* Neutrophilic - predominant

* Eosinophilic, 20%
Inflammation leads to
thickening of the walls of the
airways and increased mucus
production.

L'Q Bronchiectasis & NTM
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Vicious Vortex- Infection

Inflammation

Neutrophils/eosinophils
T-cell infiltration
Local/systemic
immunodeficiency

Lung damage Infection
L Bronchiectasis ,
Bronchiectasis . Acute exacerbations
Lung destruction Vicious Vortex Chronic infection
Bacterial, Fungal, NTM

Impaired mucociliary clearance

Epithelial cell dysfunction
Mucus hypersecretion and plugging

Adapted from Chalmers J, et al. Eur RespirJ 2025; 66: 2501126

Retained thickened mucus
favors infection from many
pathogens — bacteria, fungal,
NTM

'0 Bronchiectasis & NTM
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Vicious Vortex- Impaired Mucociliary Clearance

Inflammation

Neutrophils/eosinophils
T-cell infiltration
Local/systemic

immunodeficiency
Lung damage Infection
B o Bronchiectasis ,
ronchiectasis . Acute exacerbations
Lung destruction Vicious Vortex Chronic infection
Bacterial, Fungal, NTM

Impaired mucociliary clearance

Epithelial cell dysfunction
Mucus hypersecretion and plugging

Adapted from Chalmers J, et al. Eur RespirJ 2025; 66: 2501126

Creates a favorable
environment for changes
leading to persistent infection
and inflammation.

'0 Bronchiectasis & NTM
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Vicious Vortex- Lung Damage

Inflammation

Neutrophils/eosinophils
T-cell infiltration
Local/systemic

immunodeficiency
Lung damage
: : Bronchiectasis
Bronchiectasis .
Vicious Vortex

Lung destruction

Impaired mucociliary clearance

Epithelial cell dysfunction
Mucus hypersecretion and plugging

Adapted from Chalmers J, et al. Eur RespirJ 2025; 66: 2501126

Infection

Acute exacerbations
Chronicinfection
Bacterial, Fungal, NTM

* [nfection and inflammation increase
lung damage
* Bronchial dilatation
* Bronchial wall thickening

'0 Bronchiectasis & NTM
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Spectrum of Disease Varies

Patient 1 Patient 2
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Epidemiology and Burden of Disease

1,000 az1

u Men Women ®All Persons
812

* An estimated 350,000 to 500,000 adults are
affected by bronchiectasis in the United States.
* Increases of 8% per year

* More common in women than men

* The prevalence increases significantly with age o8 0T W

18-34 35-44 45.54 55-54 65-74 >75
Age (years)

750
652

500 462
373

273

250 158

a3

Prevalence of BrE (per 100K)

122

Management Costs of BE Figure 2. Prevalence of bronchiectasis among US adults, by age and sex.

= Two US studies reported total annual costs (2001- 15,000 -
2016) of approximately US$26,000 in patients _— 0,000
without exacerbations, increasing to US$36,000- |
37,000 in patients with exacerbations. = 2993

Mild NCFB (n = 250)
B Moderate NCFB (n = 128)
B Severe NCFB (n = 78)

Cost (€)

= P aeruginosa infection increased management Tota cost
costs by US$31,551 to US$56,499, as reported in R p<0.001

two US studies, with hospitalization being the main e [ p = 0.001
cost driver a3 p=0.001 1 p < 0.001

% of total costs

Seitz AE, et al. Chest. 2012;142:432.
Weycker D, et al. Chron Respir Dis. 2017;14:377
Goeminne, et al. BMC Pulm Med. 2019:19:54 Inhalers Inhaled antibiotics Exacerbations Admissions




CHEST INFECTIONS m F"_‘

What Is the Health Care Resource Utilization and Economic Burden of Bronchiectasis in d =
Adults and Children? CHEST

STUDY DESIGN RESULTS
Systematic review of published studies
0¥ e apr’r A eaith care Total annual @ Aggregate im::jt;a(li hﬁalth care costs
utilization in adults and children with health care costs (in'USdollars)
bronChiECtESis bEtween 2001 to 2022 ........................................................................... -

USA - $14.68 billion/year

$3,579 to $82,545

*Driven by hospitalization costs Unlted Klngdom $1.63 billion/year

.
597 Gientited

Indirect costs Spaln $1.34 billion/year

o es Mt T e ! South Korea 398‘103m|II|0nfyear
$1,311 to $2,898
........................................................................... Gefmany $740.30 mllllonfyear
5 3 $23,687 Smgapore 5101 60 mllllon/year
included Indirect costs \ﬂ" Australia $17 77 mllllom‘year

Missed 12 school days/year

There is substantial economic burden of bronchiectasis for patients and health care systems, but there is a notable absence of data

regarding the impact in children and economically disadvantaged communities.

Roberts JM, et al. CHEST December 2023 | @journal_CHEST | https://doi.org/10.1016/j.chest.2023.06.040
Copyright © 2023 American College of Chest Physicians



Associated Conditions and Co-morbidities - Heterogeneity

» Up to 40% idiopathic
» Infection- related
* Bacterial
* Mycobacterial (NTM - nontuberculous mycobacteria or TB — tuberculosis)
* Fungal
* Viral
» Congenital or Acquired
 Congenital/genetic- Cystic Fibrosis (CF), Primary Ciliary Dyskinesia (PCD), Alpha-1 Antitrypsin
Deficiency
* Pulmonary disease-e.g. COPD, asthma (overlap syndromes)
* Altered immune response - Immunodeficiency
* Inflammatory disease - e.g. Autoimmune, Inflammatory bowel disease (IBD)
* GERD
 Chronic rhinosinusitis (CRS)

L") Bronchiectasis & NTM

Flume P, etal. Lancet2018: 392, 880 ASSOCIATION

LonniS, etal. Ann ATS. 2015: 12,1764



Objective - Bronchiectasis
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When to Suspect Bronchiectasis- Symptoms

Symptoms

» Cough with sputum production
» Shortness of Breath

» Fatigue

» Chest pain

» Fever

» Hemoptysis

» Weight loss

ASSOCIATION
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When to Suspect Bronchiectasis- Red Flags

Red Flags

» Frequent antibiotic use for respiratory infections (> 2 per year)

» |solation of pseudomonas or nontuberculous mycobacteria (NTM, e.g.,
MAC) in sputum or respiratory cultures

» Refractory symptoms associated with a diagnosis of asthma, COPD, or the
presence of both conditions.

» Non-resolving associated (respiratory) symptoms

'0 Bronchiectasis & NTM
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Diagnostic Evaluation

Imaging — Chest CT

Modified Medical Research Council (mMRC)
Chronic Airway Assessment Test (CAAT)
Exacerbation - assessment

Bronchiectasis & NTM
L' ASSOCIATION

Brem.cnmiectasis Fach

way

STEP 1: Diagnostic Evaluation )
Imagin® | Symptoms: mMRC, CAMT, Exggadiations
STEP 2: ! Data Collection )
Lab tests: CBC with diff, Micobiclogy: Sputum Assess comorbidities and
PFIs Immunoglobulins, (RE. | | cultures [bacterial, fungal, etiologies including
M1AT ABPR mycobacterial) (F wariants and P(D
STEP 3: Determine Disease Severity, Disease Activity

High Disease Severity: High Disease Activity: Determine infection status:

« HRCT =3 lebes and/for cystic « =7 EEacerbations vear of « Psendomanas
bronchiectasis - Bronchiectasis hospitalizationor | | - NTM

« FEV'] «50% pradicted « Symptoms: mMMRC =4, CAAT =10 | | - Aspergillus

STEP 4: Establish Core Treatment Program

Airway Clearance: Treat Comorbidities: Supportivi Care;

« Bronchodilator if indicated @ + COPD/Asthma « Nutrition

= Oscillatory PEP « Chronic minosinusitis » Psychosocial support

« Hypertonic saline, ACB/AD ¥ - GERD / aspiration - Supplemental oxygen if needed

- Exercise/ Pulmonary Rehab [ + Autcimmune / rheumatologic - Vaccination

«HFCWO - Immunodefidency - Smoking cessation

Infection Management: Consider Anti-inflammatory/immunomadulatory therapy:

- Treat symptomatic infections « Macmolide (if no NTM and no prolongation of (Tc) or DPP1 inhibitor

« Pseudomonas, other bacterial/ fungal || If problem tolerating a drug consider switching toother agent.
pathogens I tolerating but limited response consider adding other agent.

- NTM « Inhaled corficostemids only in selected patients




Diagnostic Evaluation - Imaging

* Imaging

» Gold Standard: High-Resolution CT (HRCT)

» On HRCT, does the patient have one or more of the following?

» Inner airway-to-artery diameter ratio = 1

» Outer airway-to-artery diameter ratio = 1

» Lack of normal airway tapering

» Visible airways extending into the lung periphery

'0 Bronchiectasis & NTM
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Diagnhostic Evaluation - mMRC Breathlessness Scale

 modified Medical Research Council (mMMRC) scale
» Simple 0-4 grade questionnaire
» Breathlessness based on how it limits daily activities
» Higher mMRC scores are generally associated with:
» More frequent exacerbations
» Worse lung function (e.g., lower FEV,, higher
RV/TLC, lower DLCO)
» Greater radiologic extent/severity
» Poorer quality of life

» mMRC helps clinicians:

» ldentify patients needing more intensive
treatment (airway clearance, pulmonary rehab,
oxygen assessment, etc.)

» Track response to interventions over time

Stenton C . Occup Med 2008: 58, 226
Nucci M et al. J Bras Pneumol. 2020: 46, €20190162

Grade

MMRC Breathlessness Scale

Description of Breathlessness

©

| only get breathless with strenuous exercise

@

I get short of breath when hurrying on level ground or walking up a slight hill

@

On level ground, | walk slower than people of the same age because of
breathlessness, or have to stop for breath when walking at my own pace

®

| stop for breath after walking about 100 yards or after a few minutes on level
ground

| am too breathless to leave the house or | am breathless when dressing

A mMRC score of 2 or more suggests significant symptoms.
Chris Stenton. The mMRE breathlessess scale. Qccup Med (Lond) (2008)58(3): 226- 227 doi: 10.1093/acemed fgm 162, Table 1.
By permission of Oxford University Press on behalf of the Socety of Occupational Medicine.
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Diagnostic Evaluation - CAAT

 Chronic Airways Assessment Test (CAAT)
» Assesses: cough, sputum, breathlessness, chest
tightness, activity limitation, sleep, and energy,
giving a total score from 0-40.

» Higher CAAT scores are generally associated with:

» More severe dyspnea (mMMRC)

» Poorer lung function

» More extensive radiologic disease
» Greater systemic inflammation.

Wang J. et al. ERJ Open Res 2024; 10, 00867-2023
Finch S. et al. CHEST 2020; 157, 815

De la Rosa D. et al. CHEST 2020; 157, 824
McShane P and Aksamit T. CHEST 2020;157, 749
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« A CAAT score of 10 or more suggests significant symptoms.

« A change in CAAT score of at least 3-4 suggests a possible change in health status.

» Aworsening CAAT score could be explained by an exacerbation, poor medication adherence,
poor airway dearance technigues, or progression of bronchiectasis, COPD or other comorbid
conditions.

« Download the form at https://g2app.org/caat-cat



Diagnostic Evaluation - Exacerbations

 Exacerbations:
» Worsening of 3 or more symptoms within 48 hours and requiring a
change in treatment.

» Clinical Warning Signs:
» Increased cough frequency or intensity
» Change in sputum amount, thickness, or color/purulence
» Worsening dyspnea on exertion or at rest
» Reduced exercise tolerance or increased fatigue
» New or worsened hemoptysis

» Clinical Impact
» Faster lung function decline
» Worse health-related quality of life
» Increased hospitalizations and health care use

Early recognition and prompt intervention are essential to improving
outcomes.

De Angelis A, et al. Eur Respir Rev. 2024; 33, 240085

Exacerbation

Diagnosis

Worsening symptoms that exceads day-to-day variability and requiring a change in management.
Symptoms indude cough, sputum volume and/or consistency, sputum puralence, dyspnea and/or
enercise tolerance, fatique and/or malaise, hemoptysis.

Evaluation p
Sputum for microbiology at onset of exacerbation before antibiotics started if passible.

Antibiotics quided by pravious microbiology results, generally 14-day course with shorter course for mild
bronchiectasis, rapid dinical response, or pathogens more sensitive to antibiotics.
Airway dedarance may need to be adjusted in frequency, intensity, and techmigue.

Frequent exacerbating or refractory patient

(omprehensive reassessment: microbiology including for bactaria, NTM, and fungal; imaging (e.q. (T
scan); and review of potential “treatable traits”induding comariidities; airway dearance; mucmactive
treatments; long-term (inhaled) antibiotics; anti-inflammatory options; long-tam axygen; pulmonary
refabilitation; and referral to spedalty center if not already done.
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Data Collection

Bronchiectasis & NTM
‘. ASSOCIATION

Bronchiectasis Pathway

STEP 1: Diagnostic Evaluation )
* Pulmonary Function Testing magg:HA A pxenaton
STEP 2: _ Data Collection
( P FT) Lab tests: (AN Microbiclogy: Sputum Assess comarbidities and
PFTs Immunoglobuli cultures (bacterial, fupg etiologies including
MTAT ABPR T (F variants and PCD

* Laboratory Tests

Determine Disease Severity, Disease Activity

° B l d k High Disease Severity- High Disease Activty: Determine infection status:
O O WO r «HRCT =3 kobes and/or cystic « =7 exacerbations/vear or « Psepdomaonas
. bronchiectasis _ « Bronchiectasis hospitalizationor | | « NTM

PY G en et ICS « FEV1 <50% predictad « Symptoms: MMRC =4, CANT =10 | | - Aspergillus

. . STEP 4: Establish Core Treatment Program

M biol
I C rO I O O gy Airway Clearance: Treat Comarbidities: Supportive Care:
- Bronchodilator if indicated | « COPD/Asthma « Nutrition

M « (scillatory PEF « Chronic rinosinusitis « Peychosodial support
¢ B a Cte r I a l., fu n ga l., N T M « Hypertonic saline, ACB/AD [N « GERD / aspiration - Supplemental axygen if neaded

« Exercise/ Pulmonary Rehab | « Autoimmune / rheumatologic - Vaccination

s I - HFCWO - Immunodefidency - Smoking cessation
c A bid d
S S e S S C O m O r I It I e S a n Infection Management: Consider Anti-inflammatory/immunomadulatory therapy:
. . « Treat symptomatic infections « Macrolide (if no NTM and no prolongation of OTc) or DPP1 inhibitor
e t | O lO g | e S « Pseudomonas, other bacterial/ fungal || If probliem tolerating a drug consider switching to other agent.
pathogens If tolerating bist limited response consider adding other agent.
«NTM - Inhaled corticosterids only in selected patients




Data Collection - Pulmonary Function Test

* Pulmonary function testing (PFT)
» Common patterns: obstruction (most frequent),
restrictive, mixed, and normal
» Lower pulmonary function
» Increased disease severity
» Increased risk of exacerbations and
hospitalization
» Bronchodilator maybe helpful on case-by-case
basis
» Inhaled corticosteroids only for select patients —
asthma, COPD

Lopes A, et al. Clin Res Med 2015; 13, 12
Aksamit T,et al. CHEST 2017; 151(5) :982-992

'

Bronchiectasis & NTM
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Data Collection - Laboratory Tests

 Laboratory tests
» CBC with differential
» Immunoglobulins
» C-reactive Protein (CRP)
» Alpha-1 antitrypsin (A1AT)
» Allergic Bronchopulmonary Aspergillosis (ABPA)

'0 Bronchiectasis & NTM
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Data Collection - Microbiology

Sputum Color Chart

* Microbiology

Milder More Severe
> Sputum Disease Activity : Disease Activity
» Darke I, more pu rulent Sputum: Mucoid  Mucopurulent  Purulent  Purulent
 LowerkF EV1 Reproduce with permission of the € ERS 2076
. . (b iz arficle zs: Murray ME Pentlznd JL, Turriull K, et al Sputum coloer: 2 wsefeldinical foal in non-cystic 6 beoeis
* Worse qua llty of life ;nr:-mim;is.mnap: J;ﬂ:ﬁr,_l-tam-z;sqnn m:mzﬁczmmmexﬂm .

* More bacterial infection
* Higher bronchiectasis severity
index - BSI

. . 201 Disease severity 100 Exacerbations 100 Mortality
» Bacterial cultures : - _
ng- %F 807 £ %0
> Acid-Fast Bacillus (AFB) cultures — z T - : ]
mycobacterial . LI £ ol
E 59 % E Mﬂzzidurue
» Fungal cultures = | T E ™ ﬂ £ 0| e
I I 1 et

Aliberti, S et al. Eur Resp J 2024: 63, 2301554
Adapted from Murray MP. et al. Eur Respir J 2009; 34: 361-364



Data Collection - Associated Conditions and Comorbidities

e Assess associated conditions and

comorbidities:
AUTOIMMUNE ASPIRATION LUNG OTHER LUNG
DISORDER SYNDROME INFECTION  'MMUNODEFICIENCY DISEASES
v v v v v
« Rheumatoid Aspiration Nontuberculous Common Variable Cystic Fibrosis
arthritis pneumonia Mycobacteria Immune (CF)
* Sjégren’s GERD (NTM) Deficiency (CVID) Primary Ciliary
syndrome Foreign body Pneumonia Hypogammaglob Dyskinesia (PCD)
¢ Inflammatory Vocal cord Tuberculosis ulinemia COPD
bowel disease disease Fungal HIV infection Asthma
Hematologic Allergic
cancer Bronchopulmonary
Aspergillosis
(ABPA)

*|diopathic remains a common cause of bronchiectasis




Disease Activity versus Disease Severity

(A) High disease severity and (B) Low disease severity and
low disease activity high disease activity

Activity — Severity Relationship

Control of disease best addressed
by recognition nfaclmty
aswell as severity

Extent of bronchial
dilatation and/or cystic
bronchiectasis

Sputum purulence

Severity of daily
symptoms

Disease Activity
fyuanag Aseasiq

(mMRC, CAAT scores) riieridentification of disease may FEV1 % predicted
Frequency of exacerbations provide opportunity to address Pseudomonas
activity and slow progression
of disease

ASSOCIATION
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Bronchiectasis Severity Index (BSI)

Bronchiectasis Severity Index BSI

1 Age
. . . [ <50i+0pt) O 5069+ pts) O M09 +4pt) O =B [+ pis)
» Bronchiectasis Severity Index (BSI) 2B F
. . . O <185(+2pts O 185250 psl O 26-29(+0pts) O =30i=0pts)
» Strong predictor of 1-4 year morbidity 3 FE) % Pedicted
O >80i+0ps) O 50-80(+1ptsd O 3049+ 2pts} O <300+ pts)
and mOI’talIty 4  Bronchiectasis hospitalizations over last two years
J MNei+0pt) 7 Vs (45 pis)
> Com b|nes: 5 Number of exacerbations in previous year
O 0i+0pts) O 1-2i+0pts) O =3+1ps)
> Clinical features 6 mMRCBreathlesess S | —
O 02 (+ops) O ie2pm) O di=3pt)
» Radiological findings 7 m
» Microbiological results I ——
1 . 9 Radiological Severi -
> Pf@dlCtS. :Ii!-lhhﬁ::md:-crlg 0J =3 lnbesinvolved or cystic brondhiectasis -+ 1 pts!
» Hospital admissions Sare byt kot Moraly_bogtaiatn -
Moderate 5-8 £11.3% 0.9-19.4%

Severe 29 41.1-80.4%

» Exacerbations
» Quality of life

(halmess 10, Goaminng | Alibert 5, McDonnell M, Lonni 5, Davidkon |, Foppetwel L, Salih', Fescl A, D
sewertiy ndex. An intemational derivetion and wlbidst ion study. Am | Respir Cri Care Mer 2174 Mar |
dot 1014 e 201 309- 157500 PRID: 24328 736; PMCD: PROTTTTL

ag‘:qu , Fardon T, DeSoyza A, HILAL The beondhiecasts

'0 Bronchiectasis & NTM
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Establishing a Core Treatment Program

* Airway Clearance

* Treat Comorbidities

e Supportive Care

* |Infection Management

* Consider Anti-Inflammatory Therapy

Notone size fits all

Bronchiectasis & NTM

L'o ASSOCIATION

Bronchiectasis Pathway

STEP 1: Diagnostic Evaluation )
Imaging: HRCT | Symptoms: mMRC, CAAT, Exacerbations
STEP 2: ! Data Collection )
Lab tests: CBC with diff, Microbiology: Sputum ssess comorbidities and
PFIs Immunoglobulins, (RE, | | cultures [bacterial, fungal, etiologies including
ATAT ABPR mycobacterial) (F variants and PCD
STEP 3: Determine Disease Severity, Disease Activity

High Disease Severity: High Diseasa Activity: Determine infection status:

« HRCT =3 lebes and/for cystic « =1 gxacerbations/year or « Psaudomonas
bronchiectasis « Bronchiectasis hospitalizationor | | « NTM
« FEV1 <50% predicted < T T, « Aspergillus

STEP 4: Establish Core Treatment Program

Airway Clearance; gat Comorbidities: P> e Care:

« Bronchodilator if indicated ; « Nutrition

= Oscillatory PEP « Chronic inosinusitis » Psychiosocial support

« Hypertonic saline, ACB/AD [N - GERD / aspiration - Supplemental oxygen if needed

« Exercise/ Pulmonary Rehab |8 « Autoimmune / rheumnatologic «\Vaccination

« HFCWO -« Immunodeficiency - Smoking cassation

Infection Management: (onsider Anti-inflammatary/immunomodulatory therapy:

« Treat symptomatic infactions « Macrolide (if no NTM and no prolongation of (Tc) or DFP1 inhibitor

« Pseudomonas, other bacterial/ fungal || If problem tolerating a drug consider switching toother agent.
patfiogens If tolerating but limited response consider adding other agent.

«NTM - Inhaled corticosternids only in selected patients




Treatment Program - Airway Clearance

 Airway Clearance
» Bronchodilator if indicated 4; Establish Core Treatment Program

Treat Comorbidities:

« (OPD/Asthma
« Chronic rhinosinusitis

Airway Clearance:

« Bronchodilator if indicated
Oscillatory PEP

Supportive Care:
+ Nutrition
» Psychosodial support

» Hypertonic saline nebulized

» Manual airway clearance techniques

« HyTertemesalinettT ) -EEHDI as|:|irat"!un|hE g - Supplemental oxygen if needed
) . . . « bxercise/ Pulmonary Rehab [ - Autoimmune / rheumatologic . Vaccination
» Active Cycle of Breathing, autogenic drainage, huff - HFCWO . Immunodeficiency . Smoking cessation

cough, postural drainage & positioning

Infection Management: Consider Anti-inflammatory/immunomodulatory therapy:
> Devices « Treat symptomatic infections « Macrolide (if no NTM and no prolongation of QTc) or DPP1 inhibitor
- Pseudomonas, other bacterial/ fungal || If problem tolerating a drug consider switching to other agent.
. - . . pathogens If tolerating but limited response consider adding other agent.
» Oscillatory Positive Expiratory Pressure (OPEP), high  |.xm . Inhaled corticosteroids only n selected patients

Frequency Chest Wall Oscillation (HFCWO),
Intrapulmonary percussive ventilation (IPV), Positive
expiratory pressure (PEP)

» Exercise/pulmonary rehab

ASSOCIATION
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Treatment Program - Treat Comorbidities

 Treat Comorbidities
» COPD/Asthma
» Chronic rhinosinusitis
» GERD / aspiration
» Autoimmune / rheumatologic
» Immunodeficiency

Establish Core Treatment Program

Treat Comorbidities:
« (OPD/Asthma

« Chronic rhinosinusitis
Sl acniratinn

» Autoimmune / rheumatologic
« Immunodeficiency

Airway Clearance:

- Bronchodilator if indicate
« Oscillatory PEP

- Hypertonic saline, ACB/AD
« Bxercise/ Pulmonary Rehab
- HFCWO

Supportive Care:
« Nutrition

- Psychosodial support

- Supplemental oxygen if needed
- Vaccination

- Smoking cessation

Infection Management: (Consider Anti-inflammatory/immunomodulatory therapy:

- Treat symptomatic infections - Maarolide (if no NTM and no prolongation of OTc) or DPP1 inhibitor

- Pseudomonas, other bacterial/ fungal || If problem tolerating a drug consider switching to other agent.
pathogens If tolerating but limited response consider adding other agent.

- NTM « Inhaled corticosteroids only in selected patients

ASSOCIATION
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Treatment Program - Supportive Care

Supportive Care

» Nutrition

» Psychosocial support

» Supplemental oxygen if needed
» Vaccination

» Smoking cessation

Establish Core Treatment Program

Rirway Clearance:

- Bronchodilator if indicated

« Oscillatory PEP

» Hypertonic saline, ACB/AD

« Exercise/ Pulmonary Rehab
- HFCWO

Treat Comorbidities:
- COPD/Asthma

« Chronic rhinosinusitis
- GERD / aspiration

- Autoimmune / rheumatologic
« Immunodeficiency

Supportive Care;
- Nutrition

» Psychosocial support
-‘Jc{inaﬁnn -

- Smoking cessation

Infection Management:
- [reat symptomatic infections

» Pseudomonas, other bacterial/ fungal
pathogens
« NTM

Consider Anti-inflammatory/immunomodulatory therapy:

- Macrolide (if no NTM and no prolongation of OTc) or DPP1 inhibitor
If problem tolerating a drug consider switching to other agent.

If tolerating but limited response consider adding other agent.

- Inhaled corticosteroids only in selected patients

ASSOCIATION
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Treatment Program - Infection Management

Establish Core Treatment Program

Airway Clearance: Treat Comorbidities: Supportive Care:
. - Bronchodilator if indicated - (OPD/Asthma . Nutrition
 |nfection Mana geme nt « Oscillatory PEP « Chronic rhinosinusitis « Psychosocial support
. . . . Hj'pEl'mmf Sﬂ“I'I'E, ACB/AD - GERD / ﬂSpilﬂ“ﬂﬂ . 5upp|g|'|'|g|'|ta| oxygen if needed
» Treat symptomatic infections « Bxercise/ Pulmonary Rehab [ - Autoimmune / theumatologic  |§ . Vaccination
. - Immunodeficiency » Smoking cessation
» Pseudomonas, other bacterial/fungal
Infection Management: Consider Anti-inflammatory/immunomodulatory therapy:
pat ho gens - Treat symptomatic infections - Macrolide (if no NTM and no prolongation of c) o DPP1 inhibtor
. - Pseudomonas, other bacteriz If problem tolerating a drug consider switching to other agent.
» Non-tuberculous mycobacterium Ftolerating but imited response consider adding other agent.

. « Inhaled corticosteroids only in selected patients
(NTM) ]

'0 Bronchiectasis & NTM
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Treatment Program - Anti-inflammmatory Therapy

STEP 4: Establish Core Treatment Program
Airway Clearance: Treat Comorbidities: Supportive Care:
« Bronchodilator ifindicated | - COPD/Asthma . Nutrition
- Oscillatory PEP « Chronic rhinosinusitis  Psychosodial support
. o o » Hypertonic saline, ACB/AD [ - GERD / aspiration - Supplemental oxygen if needed
 Consider Anti-inflammatory therapy - Exercise/ Pulmonary Rehab [ + Autoimmune / theumatologic || - Vaccination
« HFCWD « Immunodeficiency - P~
» Immunomodulator therapy :
. . Infection Management: Consider Anti-inflammatory/immunomodulatory therapy?
> Macrolide (|f no NTM) or DPP1 - Treat symptomatic infections { - Madulide (if no NTM and no prolongation of Q) or DPP1 inhibjgor
. Sl - Pseudomonas, other bacterial/ fungal gadit.
inhibitor pathogens s w0 agent.
- NTM Inhaled mmmstemlds only in 5elected panems

» Switch / add if persist symptoms

> Inhaled corticosteroids only in
selected patients

'0 Bronchiectasis & NTM
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Follow-up and Monitoring

Follow-up - 4 Monitoring

Assess:
- Symptoms

- Exacerbations

- Adherence to airway clearance

« Sputum cultures/ PFTs
« Followup imaging !
Suggested Considerations:

- Referral to clinical trials/ registries - Lung transplant evaluation
- Surgical intervention for localized disease or hemoptysis - Palliative care

Frequency of visits:

- Unstable: every 3—6 months
- Stable: every 612 months
- or as clinically indicated

Adjust therapy based on
response, tolerance, new
symptoms, or exacerbations

Longitudinal follow-up essential
'0 Bronchiectasis & NTM
-
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Nontuberculosis Mycobacterial - Pulmonary Disease

NTM-PD

Most patient with NTM-PD have bronchiectasis

* Diagnosis:
» Clinical: Compatible symptoms and exclusion of other
diagnosis
» Microbiologic: At least 2 positive sputum cultures with
the same species/subspecies
» Radiologic: Compatible radiologic abnormalities

* Microbiology:
» M avium Complex (MAC)- several species
» Most common are M avium and M intracellulare
» M abscessus- 3 subspecies
> M abscessus, M bolletii, M massiliense

Daley CL et al. Clin Infect Dis 2020: 71, e1

Nontuberculous Mycobacteria (NTM)

Diagnosis
+ Most patients with NTM pulmonary | (Spectic to NTM PO): Diegnasis 5 hased on aif 3 criteria)
disease (NTMPD) have Bronchiectasts | oo eal: compatible symptoms and exclusian of ather diagnosss

and shoukd also be subject to the . . . .
omponents of the bronchiectsis Microblologic: Atleast 2 positive sputum cuftures with the same spedes/subspedies

pathway Radiologic: compatible radiologic abnormalities
Microbiology
+ (wlture with solid and liquid media | MAC and M. abscessus most common
recommended M awitnm comples; (MAC)-10 species, most common are M aviom and M introcelikare

« Species identification with molecular | ay asrassurs— 1 subspacies: M ab M i M massili
wlentification preferred subspeces: M abscest, N Balef, M marsiese

Drug susceptibility testing

MAL—test for macrolide and amikacin susceplibility | M abscessws—test for (LS| recommended antibiotics and inducible
macrodide resistance

Treatment
- Initiation of treatment or“watchful watting™ « Early treatmenit may fawar less inbense medications and better tolerance
dapendent om benafit-fisk asessment - Risk factors for progression: fibrocavitary (FC) versu nodular
« (zoals of car: Culbure conversicn versus improving | - Bronchiectatic (NB), age, low BMI{-<18.5), indesad inflammatory
Sympioms versus slowing progression markers ((RP. ESR), low abumin, male sex
« Shared decision making is essential: acceptance, |- Severity factors: FC versus N disease, multi-lobar, AFE smear positivity,
burden of treatment, goals of cre presence of co-marbidities

Treatment of MAC (dosing available on app)
= Azthromyan, ethambntol, rifampin - Nodular bronchiectatic TLW. dosing versus fibmcavitary: 0.0 dosing plus TLW.IV amikadn

Refractory or Recurrent MAC NTMPD
~ Refractory defined s remaining sputum culture positive afier 3t least 6 months of quideline-based therapy | - Referral: Corsider refermal
- Truatmant: Assess adierence to the trestment ragimen, obtain epeat dnu susceptibiity tectrosuits, | 12 pedalized center of
consider determination of sanam dny concentrations, add amikacin fiposame inhalation (ALIS) NTMPD care
sispension o regimen, consider addition of another drug, and corsider sumical rsection
Macrolide Resistant MAC NTMPD
[ Refierral to a specialed centar of NTMPD care

Treatment of M abscessus (dosing available on app)
IV medications: amikacin, imipenem of Macrolide resistant: Initial Phase: 2-3V dnugs, 2-3 oral drugs

cefmtin, tigecycline (ontinuation Phase: 2-3 oral drugs
Oral: azithromyycin, bedaguiline, dofazimine, Macrolide susceptible: Initial Phase: 1-2 IV drugs, 2 oral drugs
limezolid or tedizolid, cmadacydiine Continuation Phase: 2-3 oral drugs
Monitoring on Treatment
- Tratment : Sputum cuftures every 1-2 months, low dase chest (T orotherimaging at3-6 | - Monkoring o be done
manths and then every 612 months and end of treatment , (RP/ESR i elevated at baseline soonef in event of new
« Adverse drug reactions: (B, (MP at baseime and every 1-2 months, wisual acuity and red green SYMpAOMS OF CONEMS

color discrimimation at hasaline and every 2-3 months, audiogram at baseline and every 2-1
maniths in peoplle recaning an aminoolycoside, EXG at haseline and every 346 manths in people
recenving a macnlide, cofazimine, of bedaguiine

Duration of Treatment
| Dependent on goals of care, generally 12 mondfs after sputum cufiare comversion

Referral

Consider referral to a specializad center for: refractory MAC, recurent MAC, macrolide resistant MAC, M abscessis Isﬂeﬁalh
if macmolide resistant), consideration of sungical intervention, development of medication intolerance, uncertain goals of care,
refractory co-morbidities.




Nontuberculosis Mycobacterial Pulmonary Disease

NTM-PD

* Treatment:

» “Watchful Waiting”

» Antibiotics
» Often 3to 4 antibiotics used simultaneously
» Treatment may last 18-24 months

» Airway Clearance

» Nutrition

» Pulmonary Rehabilitation and Exercise

» Surgery (for localized disease not responding well

to antibiotics)

» Even after successful treatment, there may be up
to a 30-50% risk of reinfection

Daley CL et al. Clin Infect Dis 2020: 71, e1

Nontuberculous Mycobacteria (NTM)

Diagnosis
+ Most patients with NTM pulmonary | (Spectic to NTM PO): Diegnasis 5 hased on aif 3 criteria)
disease (NTMPD) have Bronchiectasts | oo eal: compatible symptoms and exclusian of ather diagnosss

and shoukd also be subject to the . . . .
omponents of the bronchiectsis Microblologic: Atleast 2 positive sputum cuftures with the same spedes/subspedies

pathway Radiologic: compatible radiologic abnormalities
Microbiology
+ (wlture with solid and liquid media | MAC and M. abscessus most common
recommended M awitnm comples; (MAC)-10 species, most common are M aviom and M introcelikare

« Species identification with molecular | a1 asrassirs—1 subs Mah M balletii M massili
wlentification preferred stbspecies: Mabscessts, i

Drug susceptibility testing

MAL—test for macrolide and amikacin susceplibility | M abscessws—test for (LS| recommended antibiotics and inducible
macrodide resistance

Treatment
- Initiation of treatment or“watchful watting™ « Early treatmenit may fawar less inbense medications and better tolerance
dapendent om benafit-fisk asessment - Risk factors for progression: fibrocavitary (FC) versu nodular
« (zoals of car: Culbure conversicn versus improving | - Bronchiectatic (NB), age, low BMI{-<18.5), indesad inflammatory
Sympioms versus slowing progression markers ((RP. ESR), low abumin, male sex
« Shared decision making is essential: acceptance, |- Severity factors: FC versus N disease, multi-lobar, AFE smear positivity,
burden of treatment, goals of cre presence of co-marbidities

Treatment of MAC (dosing available on app)
= Azthromyan, ethambntol, rifampin - Nodular bronchiectatic TLW. dosing versus fibmcavitary: 0.0 dosing plus TLW.IV amikadn

Refractory or Recurrent MAC NTMPD
~ Refractory defined s remaining sputum culture positive afier 3t least 6 months of quideline-based therapy | - Referral: Corsider refermal
- Truatmant: Assess adierence to the trestment ragimen, obtain epeat dnu susceptibiity tectrosuits, | 12 pedalized center of
consider determination of sanam dny concentrations, add amikacin fiposame inhalation (ALIS) NTMPD care
sispension o regimen, consider addition of another drug, and corsider sumical rsection
Macrolide Resistant MAC NTMPD
[ Refierral to a specialed centar of NTMPD care

Treatment of M abscessus (dosing available on app)
IV medications: amikacin, imipenem of Macrolide resistant: Initial Phase: -3 dnegs, 2-3 oral drugs

cefmtin, tigecycline (ontinuation Phase: 2-3 oral drugs
Oral: azithromyycin, bedaguiline, dofazimine, Macrolide susceptible: Initial Phase: 1-2 IV drugs, 2 oral drugs
limezolid or tedizolid, cmadacydiine Continuation Phase: 2-3 oral drugs
Monitoring on Treatment
. Smnm cuftures every 1-2 months, low dose chest (T orotherimaging 3t 3 -6 | - MonRorng o be done
rrm‘lhsand every 612 months and end of treatment , (RP/ESR i elevated at baseline soonef in event of new
. Mdmmm,wamrmmmw1Emnﬁs,mlacunrmwm SYMpAOMS OF CONEMS

color discrimimation at hasaline and every 2-3 months, audiogram at baseline and every 2-1
maniths in peoplle recaning an aminoolycoside, EXG at haseline and every 346 manths in people
recenving a macnlide, cofazimine, of bedaguiine

Duration of Treatment
| Dependent on goals of care, generally 12 mondfs after sputum cufiare comversion

Referral

Consider referral to a specializad center for: refractory MAC, recumrent MAC, macrolide resistant MAC, M abscessis (espedally
if macmolide resistant), consideration of sungical intervention, development of medication intolerance, uncertain goals of care,
refractory co-morbidities.




Respiratory Therapists Play an Ongoing Role
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* Patient Education and Self-Management
* Explain disease, exacerbation warning signs, and
when to seek care
* Reinforce adherence to airway clearance and
medications P ===
 Teaching Airway Clearance ”
* Instruct techniques (huff cough, active cycle of
breathing, autogenic drainage)
e Coachuse ondevices (PEP, OPEP, vest,
nebulizers)
* Help individualize airway clearance plans and
adjust as disease changes
« Supporting Inhaled therapies f
* Optimize inhaler and nebulizer technique "

All About
BRQNCHIECTASIS

.....

[
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Respiratory Therapists Play an Ongoing Role

* Assessing breathing and lung function
» Perform spirometry
» 6-minute walk test
* Pulmonary Rehabilitation and Exercise
» Lead programs to improve endurance, strength,
and dyspnea control as well as lung health
strategies
* Care Coordination (pulmonary navigation)
» Help plan transitions after hospitalization and
exacerbations

ASSOCIATION
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Objective - Bronchiectasis

* Understand the pathophysiology and epidemiology

* Bronchiectasis Pathway

. When to Suspect Bronchiectasis — signs and symptoms
. Diagnostic Workup, Data Collection, Disease Severity, Core Treatment, and Follow-up/Monitoring
. Non-tuberculosis Mycobacterial Pulmonary Disease (NTM)

. Respiratory Therapists' Role in Bronchiectasis Care

2025 Bronchiectasis Guidelines
* Increasing Awareness and World Bronchiectasis Day

e Summary and Q&A

'0 Bronchiectasis & NTM
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2025 Bronchiectasis Guidelines

i b
[«][+#] Long-term macrolides
Pl
[#] inhaled corntlcosterolds
EEOD
X - Inflammation )
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T-cell Infiltration \
/ Localfsystemic Immunodeficlancy

/ ¥ -
I,.“ I|' * 1\..' |||~ Long-term Inhalad
3 \I II 7 "T.k—-—--_____'- \ antiblotics (with
- ,_f’; \ T ¥ P geruginosa) g
Lung damage | Treating tr:e ‘x______l Infection [+ Long-term Inhaled
||+ PUlmMOnary vicious vortex antlblotics (without
~ rehabilitation Bronchiectasis following recommendations by Chraonic Infection P. geruginosa) .
BOOO Lung destruction _|_the ERS bronchiectasls treatment | Rk tal whileases farhors i L
- guidelines (2025} | P geruginosa eradication
\ |~ | 000
5 J — o ] | t [ Long-term non-macrolide
\ f oral antiblotic g
¥ " / S000 |
Impaired mucociliary ’//
clearance ——
1 Epithelial call dysfunctlon
Mucus hypersecration

[+ [+#] Alrway clearance
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Objective - Bronchiectasis

Understand the pathophysiology and epidemiology

* Bronchiectasis Pathway

. When to Suspect Bronchiectasis - sighs and symptoms
. Diagnostic Workup, Data Collection, Disease Severity, Core Treatment, and Follow-up/Monitoring
. Non-tuberculosis Mycobacterial Pulmonary Disease (NTM)

. Respiratory Therapists' Role in Bronchiectasis Care

2025 Bronchiectasis Guidelines
* Increasing Awareness and World Bronchiectasis Day

e Summary and Q&A
'0 Bronchiectasis & NTM
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Bronchiectasis and NTM Care Center Network

anma
. .
. "

o e The Bronchiectasis and NTM Care Center Network mission is to
; ( @" ) . establish a network of centers across the country, with the
. ‘e~ e | goal of reducing the time to diagnosis and supporting high-

" quality bronchiectasis and nontuberculous mycobacterial
(NTM) lung disease care.

-
. .
........

------
""""
.

< s '+ The Vision of the Bronchiectasis and NTM Care Center Network is
* that every patient receives a prompt, accurate diagnosis; the
: : highest quality, patient-centered care; and the resources,
. / education and support necessary to properly manage their

. vision .~ disease.

* .
-
Traaaentt
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Bronchiectasis and NTM Care Center Network

Care Delivery
Doreen Addrizzo-Harris, MD
< Awareness & Education > < Research >

Timothy Aksamit, MD Charles Daley, MD

&) ——
xS World Bronchiectasis Day)

\\ ’

~
ssss
~ -
S~ -
~ -
——————————

(Bronchiectasis and NTM

Research Registry Publication DevelopmenD

(Research St”dies@ Clinical Trials ) uo Bronchiectasis & NTM
ASSOCIATION




Bronchiectasis and NTM Care Center

States with CCN Centers

W Bronchiectasis & NTM
' ASSOCIATION



Patient Education and Support

BronchandNTM org

Downloads Library
 Podcast Channel
* Newsletter
e BronchandNTM360Social
 Find a CCN location

0D

Bronchiectasis & NTM

ASSOCIATION

PODCAST

Medication Sputum
Allergies Culture

rolide monotherapy
azi in/clarithromycin)
i hose

Bronchiectasis & NTM
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WBD Global Partner Resources

Lung B . .

i ronchiectasis
Foundation % ELF e ren
Australia FOUNDATION

Bronchiectasis Registry

GLOBAL ALLERGY
AMERICAN COLLEGE
of CHEST PHYSICIANS & AIRWAYS

NTM@  ZCHEST &’

Nontuberculous Mycobacteria

- ~ ) | F
NTM Info & Research, Inc. PATIENT PLATFORM

N ATS &

'0 Bronchiectasis & NTM
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World Bronchiectasis Day  July 1, 2026

BRONCHIECTASIS
o DAY

World Bronchiectasis Day aims to raise
global awareness, share knowledge, and
discuss ways to reduce the burden of
bronchiectasis for patients and their
families worldwide.

Join us in spreading the word!

www.WorldBronchiectasisDay.org

PN

i
0 e

Bronchiectasis & NTM ﬁ%ﬁmDN
ASSOCIATION

sy EMBARC = B :I: ﬁl;fr\\egrican

YSTIC FIBROSI it &
The European Bronchiectasis Registry Eof’ NgATIOg"‘s s ASSOCIatIon@

o 9 QA | ovexair
THORACIC W Foundation
SOCIETY care foryourlungs  GLOBAL ALLERGY

& AIRWAYS

Lu ng . PATIENT PLATFORM

Foundatlon \ American A ..

Australia \ AI S Thoracic American Association
Society for Respiratory Care

\ / L]
“ United for Lung Health

=CHEST NTM¢®

AMERICAN COLLEGE
of CHEST PHYSICIANS

Nontuberculous Mycobacteria

EUROPEAN
LUNG
FOUNDATION

il

A\

Forum of
International
Respiratory

Societies FOUNDATION
ARunningOnAie
SOCIETE CANADIAN  [9¥=) TECHNOLOGICAL -
CANADIENNE DE / “udlly THORACIC 9% fhicirone / ‘i
THORACOLOGIE P SOCIETY TARIPH Centre for Respiratory
Research Excellence e

NTM-JRC

YALPHA

FOUNDATION {
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WBD Global Partner Resources

3 =1 ﬁ . FACES OF
BRONCHIECTASIS rre— - U
T DAY ==l | O

WorldBronchiectasisDay.org
Resources available in:

e "“\
. - " Treatment of Bronchiectasis WORLD ECTAS
* inicalTriats  WORID! 1M i DAY
Research and Clinical Trials YY./=LL 00 -
BRONCHIECTASIS by e
= DAY Ny 2 0harpoeniaen. Once you v # endermed Kamhiertan dageats by st g . €

Wt i rovaarch?

* Japanese ¢ =

* Arabic P -

ke ara o phasat of cin ol sk

[ ] Ge rm a n b T s s whutr s s sl il 3 snet e

5 Fhase 3 Tois phasa Ivastaes shather the Eaaimant s il A kg group of

e Spanish 51 ot

g Fheen o athers This
@rd

o i
‘rostmars or o acel e caled 2 B e Tt
o i gl o

* Portuguese 56 EEE
e ltalian
* French
* Traditional Chinese R —
 Simple Chinese
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https://www.bronchiectasisandntminitiative.org/Get-Involved/World-Bronchiectasis-Day/General-Information

=

Questions

ASSOCIATION
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