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Editorial

Chronic obstructive pulmonary disease (COPD) 
is a heterogeneous disease with high morbidity and 
mortality.[1] With increasing use of computed tomography 
in the assessment of patients with COPD, the presence 
of previously unrecognized radiological bronchiectasis 
is being identified.[2] Accumulating evidence shows that 
bronchiectasis has an important impact on the natural 
history of COPD. Moderate‑severe COPD with comorbid 
bronchiectasis has more severe symptoms, higher frequency 
of exacerbations, and increased mortality.[3] Given the 
prognostic implications of bronchiectasis in COPD, its 
detection could serve as a guide to better management and 
eventually improved survival.[1] Therefore, bronchiectasis 
was proposed as a comorbidity of COPD by Global Initiative 
for Chronic Obstructive Lung Disease (GOLD) updated 2014.

The prevalence of bronchiectasis in COPD is highly 
varied, mostly due to patient inclusion criteria such 
as different GOLD stages, and different definitions of 
bronchiectasis. Evaluation of COPD Longitudinally 
to Identify Predictive Surrogate Endpoints revealed a 
prevalence of bronchiectasis in 4% of COPD patients 
with all GOLD stages,[4] but much higher prevalence of 
bronchiectasis in COPD patients was reported, ranging 
from 20% to 58% in both primary and secondary care.[2,5,6] 
In a study from Spain, bronchiectasis was found in 57.6% 
of patients with moderate to severe COPD,[7] while in a 
Turkish study the prevalence was 33%.[8] A recent study 
from the UK showed that 69% of COPD patients with 
acute exacerbation had some evidence of bronchiectasis, 
mostly minor or mild in severity; minor 40%, mild 
29%, moderate 22%, and severe 8%.[9] A nationwide 
diagnosis‑related groups hospital statistics for the years 

2005–2011 in Germany indicated that COPD was found in 
up to 39.2% of hospitalizations with bronchiectasis as the 
primary diagnosis.[10] Recent studies in Chinese patients 
showed that 34.7% (311/896)[11] and 45.8% (87/190)[12] of 
stable COPD patients were coexistent with bronchiectasis 
revealed by lung high‑resolution computed tomography 
(HRCT).

COPD with comorbid bronchiectasis presents an intriguing 
model for understanding the complexity of the disease. 
Some studies found that bronchiectasis was more often 
in older and male COPD patients with lower prevalence 
of smokers and smoking index.[11,13] These patients 
tended to have a longer duration of symptoms, more 
purulent sputum expectoration, and poorer nutritional 
status.[9,11,14] Bronchiectasis may also increase the risk of 
community‑acquired pneumonia in COPD patients.[15] 
Patients with increasing severity of bronchiectasis were 
independently associated with the number of sputum 
samples examined, isolation of Pseudomonas aeruginosa 
and atypical mycobacteria, and persistent infection,[9] 
although Haemophilus influenzae was the most frequently 
isolated microorganism in another study.[5] The presence 
of bronchiectasis was associated with increased 
airway inflammation, such as higher sputum levels of 
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interleukin (IL‑6) and IL‑8.[16] Systemic inflammatory 
markers, including CRP and fibrinogen, and the serum level 
of total IgE were significantly elevated in COPD patients 
with bronchiectasis.[5,11,12,16]

The imaging features of bronchiectasis in COPD were 
consistent from different studies, mostly tubular and 
varicose in appearance, mild to moderate in severity, while 
cystic changes are uncommon.[1] Gatheral et al. found 
that increasing severity of bronchiectasis was strongly 
associated with increasing severity of bronchial wall 
thickening, but not emphysema.[9] Their findings suggest 
there are two different phenotypes within the phenotypes 
of COPD with bronchiectasis. One is the presence 
of mild bronchiectasis with severe emphysema (the 
patients may suffer from dyspnea and lower exercise 
tolerance), and the other is a diffuse bronchiectatic pattern 
associated with bronchial wall thickening (the patients 
may present with daily sputum production and frequent 
exacerbations). Although several radiological scores 
such as the  Smith and the Bhalla et al. scores are being 
used for evaluation of bronchiectasis, and there is also an 
online calculation tool for bronchiectasis severity index 
(www.bronchiectasisseverity.com), these systems still 
need to be tested in well‑designed prospective studies in 
patients with and without COPD.[8,9,17]

Bronchiectasis in COPD may indicate a poor prognosis, 
especially in terms of exacerbation frequency and 
mortality.[3] Mao et al. found that COPD patients with 
bronchiectasis were 1.77 times more likely to die 
compared with those without bronchiectasis after 5 years 
of follow‑up.[11] Increasing severity of bronchiectasis in 
COPD patients was independently associated with annual 
respiratory admissions and annual inpatient days for 
respiratory causes.[5] It was an independent risk factor for 
all‑cause mortality in patients with moderate‑to‑severe 
COPD.[18]

It needs to be noted that, in patients with a primary diagnosis 
of COPD, the finding of radiological bronchiectasis 
may have different implications. Bronchiectasis may 
be a consequence of COPD, as in most cases, likely 
through “vicious cycle” of airway inflammation and 
repeated infections [Figure 1]. Another scenario is 
that bronchiectasis and COPD are two independent 
disease entities (overlap), a less common but not rare 
situation [Figure 2]. A history of recurrent respiratory 
infections before the age of 40 years in a smoker, combined 
with HRCT patterns, may help making the diagnosis of 
this overlap, although it may be difficult to distinguish the 
two entities in some cases.

There is no consensus about the management strategies 
for COPD coexistent with bronchiectasis.[1] Treatments 
beneficial in COPD may not be so in bronchiectasis 
and vice versa. Inhaled corticosteroids are widely used 
in COPD but not recommended in most patients with 
bronchiectasis. GOLD strategy suggested that treatment 

of bronchiectasis in patients with COPD should be along 
conventional lines for bronchiectasis with the addition of 
usual COPD strategies where indicated. Whether prevention 
of exacerbations requires more long‑term use of oral or 
inhaled antibiotics rather than bronchodilators or inhaled, 
corticosteroid therapy remains unknown.[14] Azithromycin 
maintenance treatment in noncystic fibrosis bronchiectasis 
improved the quality of life and decreased exacerbations.[19] 
Extrapolating this to COPD‑associated bronchiectasis needs 
further investigation.
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