Focus on Bronchiectasis/COPD Overlap: An
Under-Recognized But Critically Important
Condition
Gary Hansen, PhD

Former “Orphan Disease” Grows in Recognition
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propose a “COPD-bronchiectasis overlap syndrome,”13 while this concept is still debatable.14
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alone, COPD + bronchiectasis resulted in 32 percent more hospitalizations and 27 percent higher
hospitalization costs.19 With these issues at stake, there is a clear need to focus on these at-risk
patients.
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