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Physiotherapy in bronchiectasis: we have more

patients, we need more evidence
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B
eyond any reasonable doubt, one of the greatest
achievements of medicine in the last century has been
the successful reduction of morbidity and mortality

due to infectious disease. In 1938, a landmark paper in the
Edinburgh Medical Journal by COOKSON and MASON [1] high-
lighted the high lethality of bronchiectasis even before the
fourth decade of life [1, 2]. Thanks to improved hygiene
measures and antibiotic treatment, what used to be a fatal
disease has now become a chronic disease. The major,
scattered lung lesions due to cystic bronchiectasis and often
associated with outbreaks of infectious diseases, have given
way to smaller, cylindrical bronchiectasis as a consequence of
dozens of diseases being able to generate lung damage [3].
However, far from being an extinct disease, bronchiectasis has
emerged with force. The ever increasing lifespan of humans,
with more people at risk of developing chronic illnesses with
potential to bronchiectasis, and the widespread use of imaging
techniques (such as chest high-resolution computed tomogra-
phy), have increased the burden, particularly in the elderly [4,
5]. But the relevance of bronchiectasis goes beyond its mere
presence, as bronchiectasis worsens the prognosis of the
generating disease [6] and is associated with an accelerated
loss of lung function [7], increased mortality [8] and a
significant reduction in quality of life [9, 10].

Notwithstanding the sufferers’ individual implications and
new epidemiological situation, bronchiectasis still attracts little
interest. In 1988, BARKER and BARDANA [11] described bronch-
iectasis as an ‘‘orphan disease’’ of the airways. However, to
date, there is no or little evidence for the effectiveness of most
of their treatments, including anticholinergic therapy, inhaled
or oral corticosteroids, inhaled hyperosmolar agents, leuko-
triene receptor antagonists, short- and long-acting b2-agonists,
methyl-xanthines, mucolytics, and even bronchopulmonary
hygiene physical therapy [12]. All these treatments are actually
used by extrapolation from success in other diseases with
airflow obstruction. However, caution must be exercised as
this is not always appropriate and might even be harmful to
patients [13]. Therefore, studies with an appropriate level of
evidence in bronchiectasis are welcome.

The increase in quantity and purulence of sputum viscosity,
with retention of broncho-pulmonary secretions characteristic
of bronchiectasis, leads to functional airflow obstruction,
atelectasis and an increased risk of chronic colonisation of
the bronchial mucosa by potentially pathogenic microorgan-
isms, which clouds patients’ prognosis [14, 15]. While enrol-
ment in a regular program of chest physiotherapy is
considered standard in patients with non-cystic fibrosis
bronchiectasis [16, 17], a secular unavailability of scientific
evidence of physiotherapy still occurs, and there are no studies
of adequate methodology to support efficacy and effectiveness.
A handful of studies, most of short-term duration and diverse
methodologies, have reported improvements in airway clear-
ance and other clinical parameters associated with physiother-
apy in bronchiectasis [18, 19].

In the current issue of the European Respiratory Journal, MURRAY

et al. [20] present a randomised controlled trial (RCT) on the
effectiveness of regular chest physiotherapy on clinical,
functional and microbiological outcomes, as well as quality
of life. In a crossover trial design, 20 patients with clinically
active bronchiectasis underwent treatment for 3 months with
two daily sessions of chest physiotherapy by an oscillatory
positive expiratory pressure device (the control group was not
subjected to this treatment). They report improvements in the
Leicester Cough Questionnaire score, a questionnaire devel-
oped and validated to determine the impact of cough severity
on quality of life, and also an increase in the capacity for
expectoration, exercise capacity, and an improvement in
quality of life assessed by the St. George’s Respiratory
Questionnaire [20]. No significant adverse effects occurred
during the trial duration, although there were no changes in
lung function, microbiology or number of exacerbations. The
study by MURRAY et al. [20] has some obvious limitations,
mainly related to its reduced sample size, including the
statistical versus clinical significance of some reported changes,
and the lack of a placebo or sham group by study design,
which the authors recognise. However, it should be considered
a step forward for the following reasons: 1) it is the first study
that provides valuable information with clinical trial metho-
dology on the effectiveness of regular respiratory physiother-
apy for these patients; and 2) it helps to re-open the debate
about the critical need for long-term multicenter trials in
bronchiectasis, with larger sample sizes and a methodology
that ensures a higher level of evidence in these patients. These
studies should serve not only to answer the seminal question
of whether regular chest physiotherapy is effective or not, but
to address other key questions that remain unsolved yet, such
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as: What is the most effective technique?, How many times a
day and for how long should chest physiotherapy programs be
used for?, What is the effectiveness of chest physiotherapy
treatments combined with antibiotics, bronchodilators and/or
muscle training?, What is the effectiveness of physiotherapy
long-term and what are the related effects on lung function
decline or exacerbations?, Are there subpopulations of patients
with bronchiectasis who might benefit the most from treat-
ment?, and Is treatment cost-effective?, among other issues.
While waiting for these studies, we will continue living in the
realm of expert opinion. M.C. Sosman, a reputed radiologist
from Boston (MA, USA) lectured to his students that ‘‘… we
see only what we look for, and we recognize only what we
know’’ [21]. Perhaps, a necessary first step should be for
clinicians to suspect a diagnosis of bronchiectasis, a disease of
growing importance, and to consider that, in a patient with
obstructive airways, not always and not only chronic obstruc-
tive pulmonary disease or asthma are to blame for the
bronchial damage. Twenty years after the state-of-the-art study
by BARKER and BARDANA [11], bronchiectasis remains an
‘‘orphan disease’’ of the airways.
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EDITORIAL M.Á. MARTÍNEZ-GARCÍA AND J.B. SORIANO

1012 VOLUME 34 NUMBER 5 EUROPEAN RESPIRATORY JOURNAL


