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Λοιμώξεις ανώτερου αναπνευστικού

• Κοινό κρυολόγημα

• Φαρυγγοαμυγδαλίτιδα

• Οξεία Ρινοκολπίτιδα

• Οξεία επιγλωττίτιδα

• Λαρυγγίτιδα

• Οξεία μέση πυώδης ωτίτιδα



Λοιμώξεις κατώτερου αναπνευστικού

• Βρογχίτιδα

• Βρογχιολίτιδα

• Πνευμονία 



Λοιμώξεις ανώτερου αναπνευστικού

 Most upper respiratory infections are of viral etiology. 

 Epiglottitis and laryngotracheitis are exceptions with 
severe cases likely caused by Haemophilus influenzae 
type b.

  Bacterial pharyngitis is often caused by Streptococcus 
pyogenes 



Heikkinen T, Jarvinen A.
 The common cold. Lancet 2003;361:51.



Kirkpatrick GL. 
The common cold. Prim Care 1996;23:657.



Κοινό κρυολόγημα

• 200 viruses are related to the common cold

• Viruses with a seasonal incidence (influenza and 
parainfluenza) have a more systemic symptomatology. 

• Adenoviruses and enteroviruses produce a spectrum of 
illnesses that overlap with the common cold, with more 
characteristic findings than pharyngitis and lower respiratory 
infections. 



Κοινό κρυολόγημα

 Transmission is easy from human to human. 

 The incubation period varies is usually between 1 and 3 days

 Infectiousness is highest during days 2-3 of the symptoms.

Turner RB. Epidemiology, pathogenesis and 
treatment of the common cold. 
Ann Allergy Asthma Immunol 1997;78:531







Λοιμώξεις κατώτερου αναπνευστικού

Causative agents  of  lower  respiratory  infections  are viral 
or bacterial. 

 Viruses  cause  most  cases  of  bronchitis and  bronchiolitis. 

 In community-acquired pneumonias, the most common bacterial 
agent is Streptococcus pneumoniae. 

 Atypical pneumonias are cause by such agents as Mycoplasma 
pneumoniae, Chlamydia spp, Legionella, Coxiella burnetti and viruses. 

 Nosocomial pneumonias and pneumonias in immunosuppressed  
patients  have  protean  etiology with gram-negative organisms and 
staphylococci as predominant organisms.







Baron S, editor. Medical Microbiology. 4th edition. Galveston (TX):











  COPD DEFINITION
 “heterogeneous lung condition characterized by 

chronic respiratory symptoms (dyspnea, cough, 
expectoration, exacerbations) due to abnormalities of 
the airways (bronchitis, bronchiolitis) and/or alveoli 
(emphysema) that cause persistent, often progressive, 
airflow obstruction”
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        COPD exacerbation

 GOLD 2023 has adopted the recent consensus Rome 
proposal), which defines ECOPD as:

 “an event characterized by dyspnea and/or cough 
and sputum that worsen over<14 days, which may 
be accompanied bytachypnea and/or tachycardia 
and is often associated with increased local and 
systemic inflammation caused by airway 
infection,  pollution, or other insult to the airways.”



Exacerbation of COPD







     COMMUNITY-ACQUIRED PNEUMONIA IN COPD

 A major cause of hospitalisation and a common 
cause of death , community-acquired pneumonia 
(CAP) is most commonly seen in individuals who 
smoke cigarettes and/or have COPD .

 the pneumococcus still remains predominant, an 
increased incidence of H. influenzae and occasionally 
M. catarrhalis is seen. 

 The presence of very severe COPD with concomitant 
bronchiectasis and repeated courses of antibiotics 
predisposes these patients to pneumonia caused by P. 
aeruginosa



ANTIBIOTICS AND ECOPD
 Antibiotics should be given to patients with ECOPD who have 

increased sputum volume and sputum purulence and most of those 
requiring mechanical ventilation

 The recommended  length of  antibiotic therapy is  5–7 days 

 The choice of antibiotic empirical treatment is an aminopenicillin 
with clavulanic acid, macrolide, tetracycline, or, in selected 
patients, quinolone.

  In patients with  frequent  exacerbations,  severe  airflow 
obstruction and/or exacerbations requiring mechanical ventilation, 
cultures from sputum or other materials from the lung should be 
performed, as gram-negativebacteria (e.g.,Pseudomonas species) or  
resistant pathogens that are not sensitive to the above-mentioned 
antibiotics may be  

    present. 



COPD exacerbation and Corticosteroids
 Systemic corticoids in COPD exacerbations  improve lung 

function, oxygenation, and risk  of early relapse, and reduce 
treatment failures and length of hospitalization 

 A dose of 40 mg prednisone-equivalent per day for 5 days 
is recommended .  Longer  courses increase the risk of 
pneumonia and mortality 

 Therapy with oral  prednisolone is equally effective to  
intravenous administration 

 Nebulized budesonide may be a suitable alternative to 
systemic corticosteroids in some patients

 Recent studies suggest that  glucocorticoids may be less 
efficacious to treat COPD exacerbations in patients with 
lower blood eosinophil levels 
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Vaccines in copd
 Vaccination against influenza can reduce serious illness and death 

in COPD by ~50%. Vaccines containing cold or live inactivated viruses 
are recommended, as they are more effective in elderly patients with 
COPD.

  Pneumococcal polysaccharide vaccine is recommended for COPD 
patients 65 years and older. 

 This vaccine has been shown to reduce the incidence of community-
acquired pneumonia in COPD patients younger than age 65 with an 
FEV1 < 40% predicted. 

 Vaccination against  COVID-19 



            DEFINITION OF ASTHMA

 Asthma is a heterogeneous disease, usually 
characterized by chronic airway inflammation.

  It is defined by the history of respiratory symptoms, 
such as wheeze, shortness of breath, chest tightness 
and cough, that vary over time and in  intensity, 
together with variable expiratory airflow limitation



ASTHMA AND INFECTIONS
 Respiratory  viruses  were  detected  in  34%  of the 

asthma  patients  experiencing  an  acute  exacerbation.

  The patients infected with these viruses had more 
prominent and persistent cough symptoms,  

2016



Managing exacerbations in primary care

GINA 2017, Box 4-3 (1/7)

PRIMARY CARE  Patient presents with acute or sub-acute asthma exacerbation

ASSESS the PATIENT

Is it asthma?

Risk factors for asthma-related death?

Severity of exacerbation?

MILD or MODERATE
Talks in phrases, prefers 

sitting to lying, not agitated

Respiratory rate increased

Accessory muscles not used

Pulse rate 100–120 bpm

O2 saturation (on air) 90–95%

PEF >50% predicted or best

LIFE-THREATENING

Drowsy, confused 

or silent chest

START TREATMENT

SABA 4–10 puffs by pMDI + spacer, 
repeat every 20 minutes for 1 hour

Prednisolone: adults 1 mg/kg, max. 
50 mg, children 1–2 mg/kg, max. 40 mg

Controlled oxygen (if available): target 
saturation 93–95% (children: 94-98%)

CONTINUE TREATMENT with SABA as needed

ASSESS RESPONSE AT 1 HOUR (or earlier)

TRANSFER TO ACUTE 
CARE FACILITY

 While waiting: give inhaled 
SABA and ipratropium bromide, 

O2, systemic corticosteroid

URGENT

WORSENING

ARRANGE at DISCHARGE
Reliever: continue as needed

Controller: start, or step up. Check inhaler 
technique, adherence

Prednisolone: continue, usually for 5–7 days 
(3-5 days for children) 

Follow up: within 2–7 days

ASSESS FOR DISCHARGE
Symptoms improved, not needing SABA

PEF improving, and >60-80% of personal 
best or predicted

Oxygen saturation >94% room air

Resources at home adequate

FOLLOW UP 

Reliever: reduce to as-needed

Controller: continue higher dose for short term (1–2 weeks) or long term (3 months), depending 
on background to exacerbation

Risk factors: check and correct modifiable risk factors that may have contributed to exacerbation, 
including inhaler technique and adherence 

Action plan: Is it understood? Was it used appropriately? Does it need modification?

IMPROVING

WORSENING

SEVERE
Talks in words, sits hunched 

forwards, agitated

Respiratory rate >30/min

Accessory muscles in use

Pulse rate >120 bpm

O2 saturation (on air) <90%

PEF ≤50% predicted or best
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PRIMARY CARE  Patient presents with acute or sub-acute asthma exacerbation

ASSESS the PATIENT

Is it asthma?

Risk factors for asthma-related death?

Severity of exacerbation?

LIFE-THREATENING

Drowsy, confused 

or silent chest

TRANSFER TO ACUTE 
CARE FACILITY

While waiting: give inhaled SABA 

and ipratropium bromide, O2, 

systemic corticosteroid

URGENT
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systemic corticosteroid

URGENT
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PRIMARY CARE  Patient presents with acute or sub-acute asthma exacerbation
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Severity of exacerbation?
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sitting to lying, not agitated

Respiratory rate increased
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LIFE-THREATENING

Drowsy, confused 

or silent chest

START TREATMENT

SABA 4–10 puffs by pMDI + spacer, 
repeat every 20 minutes for 1 hour

Prednisolone: adults 1 mg/kg, max. 
50 mg, children 1–2 mg/kg, max. 40 mg

Controlled oxygen (if available): target 
saturation 93–95% (children: 94-98%)

TRANSFER TO ACUTE 
CARE FACILITY

While waiting: give inhaled SABA 

and ipratropium bromide, O2, 

systemic corticosteroid

URGENT

WORSENING
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START TREATMENT

SABA 4–10 puffs by pMDI + spacer, 
repeat every 20 minutes for 1 hour

Prednisolone: adults 1 mg/kg, max. 
50 mg, children 1–2 mg/kg, max. 40 mg

Controlled oxygen (if available): target 
saturation 93–95% (children: 94-98%)

CONTINUE TREATMENT with SABA as needed

ASSESS RESPONSE AT 1 HOUR (or earlier)

TRANSFER TO ACUTE 
CARE FACILITY

While waiting: give inhaled SABA 

and ipratropium bromide, O2, 

systemic corticosteroid

WORSENING

ASSESS FOR DISCHARGE

Symptoms improved, not needing SABA

PEF improving, and >60-80% of personal 
best or predicted

Oxygen saturation >94% room air

Resources at home adequate

IMPROVING

WORSENING
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START TREATMENT
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 There were 127,976 ALRTIs reported among 110,418 
patients during the study period, of whom 17,952

    (16%) had asthma. 

Respectively, 81 and 79% of patients with and without 
asthma received antibiotics, and 41 and

   15% asthma medication.



Conclusion

 We have demonstrated high-use of antibiotics and

    asthma medication for the treatment of ALRTI in

    patients without asthma, 

 Further research is urgently needed to inform optimum 
use of both antibiotics and asthma medication for 
patients with ALRTI.



        ASTHMA MANAGEMENT
     DURING THE COVID-19 PANDEMIC
 Advise patients with asthma to continue taking their 

prescribed  asthma medications, particularly inhaled 
corticosteroid (ICS)  medications, and oral 
corticosteroids (OCS) if prescribed 

 Where possible, avoid using nebulizers due to the risk of

    transmitting infection to healthcare workers and other 
patients

 Avoid spirometry in patients with confirmed/suspected 
COVID-19



              Ορισμός Βρογχεκτασίες

• είναι χρόνια, φλεγμονώδης, ετερογενής, πάθηση που 
χαρακτηρίζεται από οριστική διάταση των βρόγχων και 
βρογχιολίων και πάχυνση των τοιχωμάτων τους, απότοκη 
δομικών αλλοιώσεων των τοιχωμάτων τους και του 
παρακείμενου πνευμονικού παρεγχύματος που τα 
συγκρατούν. 

• Χαρακτηρίζονται από την υπερβολική παραγωγή 
παθολογικής συστάσεως τραχειοβρογχικών εκκρίσεων, που 
κινητοποιούν ένα φαύλο κύκλο βρογχικών λοιμώξεων και 
ουδετεροφιλικής φλεγμονής.









Η κλινική εικόνα διακρίνεται από ευρεία ετερογένεια, 

ακόμη και μεταξύ περιπτώσεων ίδιας αιτιολογίας:

   βήχας και βλεννοπυώδη απόχρεμψη που χρονολογείται από
   μακρού  (μήνες/έτη)
  αιμόπτυση, λόγω δομικών αλλοιώσεων των τοιχωμάτων των
  αεραγωγών, στις περιόδους των οξέων λοιμώξεων, 
  Δύσπνοια,
  Πλευροδυνία,
  συριγμός, 
  πυρετός, 
  αδυναμία, κόπωση, εξάντληση και απώλεια βάρους

Σπανιότερα, περιγράφονται επεισόδια αιμοπτύσεως, με ή χωρίς 
απόχρεμψη (ξηρές βρογχεκτασίες)







Ευχαριστώ για την προσοχή σας



Ευχαριστώ για την 
προσοχή σας


	Slide 1
	Slide 2
	Λοιμώξεις ανώτερου αναπνευστικού
	Λοιμώξεις κατώτερου αναπνευστικού
	Λοιμώξεις ανώτερου αναπνευστικού
	Slide 6
	Slide 7
	Κοινό κρυολόγημα
	Κοινό κρυολόγημα
	Slide 10
	Slide 11
	Λοιμώξεις κατώτερου αναπνευστικού
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	COPD DEFINITION
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	COPD exacerbation
	Exacerbation of COPD
	Slide 28
	Slide 29
	COMMUNITY-ACQUIRED PNEUMONIA IN COPD
	ANTIBIOTICS AND ECOPD
	COPD exacerbation and Corticosteroids
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Vaccines in copd
	DEFINITION OF ASTHMA
	ASTHMA AND INFECTIONS
	Managing exacerbations in primary care
	Slide 41
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	ASTHMA MANAGEMENT DURING THE COVID-19 PANDEMIC
	Slide 50
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58

