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(Clinical characteristics and cause of bronchiectasis in children: review in a
center

Eun Ha Hwang, Hye-Young Kim, Min Ryu, Seong Heon Kim, Seung Kook Son, Young Mi Kim, Hee Ju Park

Department of Pediatrics, Pusan National University School of Medicine, Busan, Korea

Purpose: The study for bronchiectasis in children is rare in Korea. The aim of this study was investigate the clinical characteristic and
associated etiology in pediatric patients with bronchiectasis.

Methods: We studied 29 pediatirc patients with bronchiectasis from January 2008 to December 2012 at Pusan National University
Hospital. The age, sex, clinical symptoms, signs, radiologic findings, associated etiologic factors, and clinical course were investigated
retrospectively.

Results: The median age at the time of diagnosis of bronchiectasis was 8.7 years. Chronic coughing was the most common symp-
tom. The associated etiologies were immunodeficiency (31.0%), respiratory infection (27.6%), bronchiolitis obliterans (13.8%), inter-
stitial lung disease (10.3%). The median age at the time of diagnosis of bronchiectasis in immunodeficient patients was 8.3 years.
Post infectious bronchiectasis and severe respiratory symptom tend to occur in younger children.

Conclusion: The risk factors of bronchiectasis in children are immunodeficiency and respiratory infection. Physicians should evalu-
ate bronchiectasis in children with chronic cough. (Allergy Asthma Respir Dis 2013;1:383-387)
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Table 1. Investigation results

Investigation Number performed (%) Number abnormal (%)
Respiratory virus PCR 28/29(97) 3/28(11)
Immunological workup 17/29 (59) 717 (41)
Bronchoscopy with alveolar lavage 17/29 (58) 8/17 (47)
Mantoux test 10/29 (34) 2/10(20)
Pulmonary function test 9/29(31) 7/9(78)
Esophagography 3/29(10) 1/3(33)
Electron microscopy 2/29(7) 1/2(50)

PCR, polymerase chain reaction.
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Table 2. Clinical features and chest radiologic finding of patients with bronchi-
ectasis

Variable No. of patients (%)

Distribution of age (yr)

<1 3(103)
2-5 7(24.1)
6-10 9(31.0)
11-15 8(27.6)
16-19 2(6.9)
Sex (male/female) 16/13
Clinical symptoms
Chronic cough 21(72.4)
Sputum 8(27.6)
Fever 8(27.6)
Dyspnea 5(17.2)
Rhinorrhea 4(13.8)
Hemoptysis 2(6.9)
Cyanosis 2(6.9)
No symptoms 2(6.9)
Clinical signs
Rale 8(27.6)
Decreased breath sound 5(17.2)
Wheezing 3(103)
No abnormal lung sound 13(44.8)
Chest radiologic findings
Consolidation 11(37.9)
Pneumonia 5(17.2)
Bronchiectasis 4(138)
Pleural effusion 4(13.8)
Atelectasis 3(103)
Pneumothorax 1(34)
Normal radiograph 3(103)
Computed tomography findings
Bronchiectasis 29(100)
Atelectalsis 7(24.1)
Pneumonia 5(17.2)
Bronchiolitis obliterans 4(13.8)
Hemothorax 3(10.3)
Consolidation 1(3.4)
Pleural effusion 1(3.4)
Pneumothorax 1(3.4)
Pneumomediastinum 1(3.4)
Emphysema 1(3.4)
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8901(27.5%)°N A 571 18 AAZE A=A Streprococcus
Table 3. Associated causes of bronchiectasis pneumoniae, Staphylococcus aureus, Methicillin Resistant Staph-
_ _ No. Age (y1) ylococcus aureus (MRSA) Q] Allat7FEo] 39](10.3%), A3 (Myco-
Assuciated efiology of patients (%) ~ mean+SD bacterium tuberculosis)©] 393|(10.3%), HFo|&] 2 712 RSV, ade-
Immunodeficiency 9(31.0) 83+4.1 novirus7} 2} 19| 2 % 294(6.95%) 33Tk
Primary immunodeficiency 7(24.1)
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Hyper IgE syncrome 164 = 71 kAL, W 5917.2%), 7| X E S Tt Al o] 217k
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Lmphoma 64l 8% 9] 5717} 7024190004 BkEIglon, S 50(17.2%),
Postinfectious 8(2756) 5138 HH/d A7 49)(13.8%), Eg- 300(10.3%), H7E3E F=
Bactera 3(103) 71, 71525, 5715:0] Zh2F 193 4%) 2 BIE|ITH(Table 2)
Streptococcus pneumonia 1(3.4) oleflS AWt slolr} 1162 7PRF Wk, #2920 3}o]
Stap/?yllofroccu.saureus 1(34) = Q) GEHS M3t Slolr) 40, OFEH|E 2wt Slol7] 4
Methicillin resistant Staphylococcus 1(34) o _
aureus o, 47)2] Hol = ek gopr} 6|t s Aghol A of
Virus 2(6.9 2 25} Flolr} 7 Wk (Table 4).
Respiratory syncytial virus 1(3.4)
Adenovmfs 1(3.4) 4 RE AT U )=
Tuberculosis 3(103) = L olats Sl Tale) sl 2 .
Bronchiolitis obliterans 4(138) 39+3.1 299 - 390(10.3%)= Q18257 1E ET FHA A RE A
Interstitial lung disease 3(10.3) 40+2.1 sH3lom, o] 59 Hit g2 21.371EE off Aol 53k}
Other N2 G 3o 3 100k FH EETAZTROE Ao,
Systemic lupus erythematosus 1(3.4) 260 = B 1270 D7HeAY-89) 7|4 A S| 5t 278} $H)
Allergic bronchopulmanary 1(34) _
aspergillosis HEA o5 Fe] o 9 a9 oSt Al HAIARI gAYA] Fof
Primary ciliary dyskinesia 1(34) W SO R A A 8E A& H AAle 5 a2 e g
Aspiration 1(34) o}=gl9tk
Bronchopulmoary dysplasia 1(3.4)
SD, standard deviation.
Table 4. Lobar involvement of bronchiectasis
uL ML LL Widespread' Unilateral Bilateral*
Bronchiolitis obliterans 1 2 2 1 0 2
Tuberculosis 1 1 2 1 1 0
Interstitial lung disease 0 1 2 3 1 1
Immunodeficiency 2 2 5 1 1 1
Primary ciliary diskynesia 0 1 0 0 1 0
Total 4 7 11 6 4 4

UL, upper lobe involvement; ML, middle lobe involvement; LL, lower lobe involvement.

“Involvement of >4 lobes. Involvement only on side. *Involvement on both sides.
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