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research purposes http://ow.ly/SD2P30bFBjX
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One of the most difficult aspects of the study of chronic respiratory diseases is the concept of exacerbation.
Defining the limits of each patient’s normal daily variations in symptoms, and the minimum time beyond
these limits that can be considered the start of an acute process of the disease, poses a challenge that is
often insuperable. It is also just as difficult to establish the specific parameters that must be used to define
an exacerbation; parameters that are usually grouped as symptoms and/or factors involving the use of
health resources or a need for treatment. Nevertheless, in the case of bronchiectasis, and other respiratory
diseases, exacerbations (particularly severe exacerbations) have a demonstrable negative impact on a
patient’s prognosis [1–4] and entail great expense [5, 6], and so their identification, and therefore their
definition, is crucial to any early detection and treatment. Ideally, such a definition should present a
perfect diagnostic value and, as regards bronchiectasis, be based on reproducible objective measurements
linked to inflammation/bronchial infection (biomarkers) and their consequences (acute clinical
symptoms). At the moment, however, this approach is not viable for various reasons: we do not have any
available biomarkers with sufficient diagnostic value, although there have been some promising studies in
this respect [7]; we do not have any sufficiently specific objective measurements for the key symptoms in
exacerbations; and, finally, we need to know a patient’s previous inflammatory/infectious state in order to
quantify the change caused by the supposed exacerbation. Furthermore, there is a significant problem here
as a review of the literature reveals a wide range of definitions of bronchiectasis, depending on the studies
analysed and the mixture of objective and subjective criteria, making it impossible to compare their
results.

There is no reason to despair, however, as there is another hugely important factor that is already within
our reach and would undoubtedly mark a big step forward: the opportunity to establish the broadest
possible consensus on the definition of exacerbation that should be adopted in both the clinical and the
scientific fields, even if we have to assume a certain degree of error because of uncontrollable intra- and
interindividual variability. Such a consensus would enhance our capacity to compare the results of
different studies, thus furthering our knowledge of exacerbations of bronchiectasis and their treatment.

In the current issue of the European Respiratory Journal HILL et al. [8] publish a study in which they
succeed in doing precisely that: they establish a consensus by gathering a broad-based group of experts in
bronchiectasis from all over the world to make an operative definition of an exacerbation of bronchiectasis
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that can be applied to the scientific field. This definition is based on the appearance of at least three out of
six symptoms that require a change in treatment, related to coughing, sputum characteristics, dyspnoea
and tiredness for at least 48 h. Although it is very possible that all the experts on the panel, and other
researchers who did not take part, could present examples of patients with apparent exacerbations not
covered by this definition (for example, increased coughing and sputum purulence developing over 48 h
that require antibiotic treatment, or various clinical criteria fulfilled for less than 48 h that require early
antibiotic treatment), the very fact that they reached an agreement is ample reason to congratulate these
authors. One important point, fully explained by the authors, is that this is a definition for use in research,
as it may have a high specificity (little probability of identifying exacerbations that are not in fact
exacerbations). This leads to selection bias towards more severe exacerbations, although in a research
context it is preferable to err in this direction as it is the severe forms that most seem to affect a patient’s
prognosis [1–4], and they are thus the most appropriate target or inclusion criterion for clinical studies.
However, the definition does incorporate a number of symptomatic elements, and the need to change
treatment (in this case, to prescribe antibiotics), which may contribute towards a better balance between
sensitivity and specificity. It is also important to make the distinction between this definition, intended for
research purposes, and one applicable to clinical care. The latter would maybe require an even broader
consensus and should also have greater sensitivity to avoid any nontreatment of an exacerbation because
of a failure to identify it. Finally, the definition proposed by the authors of this study needs an external
validation in other areas such as Asia, where there could be variations in the perception of symptoms
because of the different cultural situation, as well as different settings and degrees of access to treatment.

In a globalised world with increased ease of communication, it does not seem right that regulations,
guidelines, consensuses, etc., establish different parameters to define an exacerbation of bronchiectasis (or
other circumstances). It hardly seems reasonable that, depending on the geographical area in which
patients find themselves, the very same disease or exacerbation can be defined differently and therefore
treated differently. It is therefore appropriate to congratulate the drive towards a consensus on the part of
the authors of this study and encourage them to broaden it to embrace many other researchers from
various parts of the world and many other definitions that remain unclear with respect to bronchiectasis:
the radiological and clinical criteria for diagnosis [9]; the concepts of colonisation and chronic/initial
bronchial infection; bacterial eradication [10, 11] and phenotypical complexity [12–14].
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