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PATTERN OF INDICATIONS OF FLEXIBLE BRONCHOSCOPY AMONG
ADULT PATIENTS IN A TERTIARY CARE HOSPITAL
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ABSTRACT
Background: Flexible fiber optic bronchoscopy is frequently performed procedure in pulmonary medicine. Objective: To
determine the Clinico-radiological indications of flexible bronchoscopy in a tertiary care hospital. Materials and Methods: This
descriptive study was conducted in the bronchoscopy suit of pulmonology department post graduate medical institute(PGMI),
Lady Reading Hospital, Peshawar from Jan 2008 to Dec 2010. This was a retrospective analysis of the well maintained records of
patients in whom bronchoscopy was done in the above mentioned duration. All the patients above 15 years were included. All the
bronchoscopies were done by expert brochoscopists under local aneasthesia. Data was analyzed by SPSS 13 to find the
frequencies and percentages. Results: Total number of patients were 423, with a male to female ratio of 1.6:1, in which 191 had
haemoptysis , 115 presented with chronic cough, 42 had shortness of breath (SOB) , 11 presented as superior venacaval (SVC)
obstruction, 25 had lobar or full lung collapse on chest x rays and 9 patients had solitary or multiple nodules, 8 were scoped for
removal of foreign bodies, 4 for medical fitness and 2 for persisted fever. After analysis of x-rays of proven malignancies out of 60
patients, 20 (33.33%) had right side non-resolving consolidation, 18 (30%) Left side consolidation,08 (13.4%) presented with
hilar mass, 03 (5%) with multiple nodules, 04 (6.66%) with mediastinal widening , 03 (5%), with left sided lobar collapse, 02
(3.33%) with right lobar Collapse and 02 (3.33%) had either side full lung collapse. Conclusion: Bronchoscopy is an important
tool for the diagnosis of the cause of radiological/clinical findings like haemoptysis, chronic cough, SOB, SVC obstruction,
hoarseness of voice and persistent x-ray opacity, or lobar or lung collapse. Heamoptysis and chronic cough are the main
indications in our setting. Bronchoscopy is minimally invasive procedure with high diagnostic yield for bronchogenic tumours
especially central.
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INTRODUCTION
Flexible fiber optic bronchoscopy (FOB), the
most frequently performed invasive procedure in
practice of pulmonary medicine has largely
replaced rigid bronchoscopy in the diagnosis and
management of inflammatory, infectious and
malignant diseases of the lungs and air ways. This
has been possible due to the comfort of the patient,
greater maneuverability of the bronchoscope,
improved diagnostic accuracy and safety of FOB
as an out patient procedure. FOB is a useful in
localization and biopsy of airway tumors,
evaluation of interstitial lung disease, nonresolving pneumonia, unexplained haemoptysis
and asse ssme nt of resp onse to trea tmen t,
placement of catheters and stents for tumors and
1
stricture management.
The sensitivity of bronchoscopy is high for
endobronchial lesions and poor for peripheral
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lesions <2 cm in diameter.2 Walid and colleagues
found that the diagnostic accuracy of FOB was 64%
and 35%, for malignant and benign lesions
respectively and it was directly related to the lesion
size.3 In one study by Laurent et al chest x-ray was
compared with FOB and was found that chest
radiograph localized 20% and FOB 40% bleeding
sites and bronchogenic carcinoma was confirmed in
03% cases in which x-ray was normal.4
In another study, FOB was successful in removing
foreign bodies from 14 out 23 patients and now it can
be used for thermoplasty in asthmatic patients and
florescence bronchoscopy is even able to localize
7,8
and diagnose in situ lesions. Bronchoscopy is
indicated for chronic cough and about 2% cases of
lung cancer present with chronic cough.5 The
principal goals of any diagnostic procedure is to
identify , diagnose and stage the disease for the
purpose of management, and in pulmonary medicine
bronchoscopy is the safest , least invasive and least
costly test for many diseases.6
Our study was planned to determine the pattern of
indications of flexible fiber optic bronchoscopy in a
tertiary care hospital because we don't have studies
on this topic in Pakistan.
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MATERIALS AND METHODS
This descriptive study was conducted in the
bronchoscopy suit of pulmonology department,
Post Graduate Medical Institute (PGMI) Lady
Reading Hospital, Peshawar from Jan 2008 to Dec
2010. This was a retrospective analysis of the well
maintained records of patients in whom
bronchoscopy was done. All the patients above 15
years were included. All the bronscopies were
conducted by expert brochoscopists under local
aneasthesia. Data was analyzed by SPSS Version
13 to find the frequencies and percentages.

RESULTS
A total of 423 bronchoscopies were conducted
with a male to female ratio of 1.6:1. Out of these
112 (26.5%) patients had haemoptysis with
fibrosis/cavity or consolidation on x-rays and 78
(18.5%) had haemoptysis with normal x-rays, 82
(19.4%) cases presented with chronic cough with
opacity on x-rays and 33 (7.8%) having chronic
cough with normal x-rays, 42 (9.92%) were
patients with cough, fever, chest pain with or
without x-ray findings, while 17 (4.01%) patients
had chest pain, fever with opacity or effusion.
In 25 (5.9 %) patients had lobar or lung collapse on
x-rays. Among the remaining cases 08 (1.9%) had
foreign bodies, 09 (2.12%) had solitary or multiple
nodules, 11 (2.6 %) SVC obstruction with hilar
mass or raised hemi diaphragm, 04(0.9%) had
normal people for medical fitness and 02 ( 04.7%)
patients were scoped for persistent fever having
normal x- rays and no response to treatment.
(Table I)
After analysis of x-rays of proven malignancies
out of 60 patients, 20 (33.33%) had right side nonresolving consolidation,18 (30%) Left side
consolidation, 08(13.4%) presented with hilar
mass, 03 (5%) multiple nodules, 04 (6.66%)
mediastinal widening, 03 (5%), Lt. sided lobar
collapse, 02 (3.33%) Rt. Lobar Collapse and 02
(3.33%) had either side full lung collapse.
Some patients had only clinical findings but
majority of patients had both radiological and
clinical indications.
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Table I: Indication of Bronchoscopies (423)
Indications of bronchoscopy
Haemoptysis + x-ray findings
(fibrosis/cavity/)
Haemoptysis with Normal xray
Chronic cough with persistent
shadow
Chronic cough with normal
x-ray
Chest pain fever with opacity
or effusion
SOB + cough with or without
x-ray findings
Lobar/lung collapse on x-ray
Foreign body
Solitary/multiple nodules
SVC obstruction with hilar
mass or raised hemi
diaphragm
Normal people for medical
fitness
Persistent fever with normal
x-rays and no response to
treatment

No. of
Patients

%age

112

26.5%

78

18.5%

82

19.4%

33

7.8%

17

4.01%

42

9.92%

25
8
9

5.9%
1.9%
2.12%

11

2.6%

4

0.9%

2

04.7%

Table II: Radiological (x-rays) presentations of
histologically proven bronchogenic carcinoma
(No. of patients=60)
X-ray Presentation

No. of
Patients

Right sided persistent
consolidation
Left sided persistent
consolidation
Hilar mass (any side)
Single or Multiple
nodules(any side)

%age

20

33.33%

18

30%

8

13.4%

3

5%

Mediastinal widening

4

6.66%

lobar collapse(any lobe)

5

8.33%

full lung collapse(any side)

2

3.33%

DISCUSSION
FOB is used for a number of diagnostic and
therapeutic indications mainly haemoptysis, chronic
cough, persistent radiological opacities, interstitial
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lung disease, removal of foreign bodies (if
possible), biopsy and recently thermoplasty and
florescence bronchoscopy for in situ
9
malignancies. In our study the main indications
of FOB were haemoptysis and chronic cough with
some shadows on chest x-rays but a large number
of patients had normal radiographs. In the series
by sakerl and colleagues, 5-15% of patients
presented with massive haemoptysis for
bronchoscopy and in the same study FOB was
used as the special tool for haemoptysis.10
In a series by Tak S et al, out of 50 patients having
haemoptysis with normal x rays bronchoscopy
diagnosed only 10% of cases and the remaining
were diagnosed by HRCT(high resolution CT) but
still haemoptysis is considered as the most
im po rt an t in di ca ti on of br on sc ho sc op y
11
diagnostically and therapeutically. In
comparison to this series we had high percentage
of haemoptysis cases, which correlates with other
studies. Chronic Cough defined as > 8 weeks
duration remains an important clinical problem
for primary care physicians and pulmonologists
sp ec ia ll y w he n x -r ay s a re no rm al , a nd
bronchoscopy is indicated with the suspicion of
12
endobronchial lesions like malignancy or TB etc.
Chronic Cough and haemoptysis are the major
indications in the international research with or
without abnormal radiology and for massive
haemoptysis rigid bronchoscopy is the choice, and
these were also the findings of our study.13 Our
series differs from other studies by having a good
number of patients with fever, chest pain, and
acute cough and normal chest x-rays. These were
the patients who had repeated normal radiology of
chest and sinuses, used repeated courses of
antibiotics with no response and had persistent
symptoms. In one study FOB was used for non
productive cough in 39 patients in which 16 had
normal chest x-rays with endobronchial
Tuberculosis. This study also recommends that
b e f o r e b r o n c h o s c o p y , p r o p e r h i s t o r y,
examinations, x-ray chest and sputum evaluation
should be done for these symptoms, otherwise
early bronchoscopy is not indicated.14 We had
many patients with lobar or lung collapse, hilar
mass on chest x-rays with either shortness of
breath, SVC obstruction or hoarseness of voice or
raised hemi diaphragm and these findings
correlate with the international studies. The study
by SU WJ and colleagues made the chest
JSZMC
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radiographic guidelines for FOB which recommends
that lobar collapse, hilar abnormality, pericardial
effusion, pleural effusion and mass with >4cm
14
should be bronchoscoped. Kvale etal showed that
cough was a presenting feature in more than 65% of
patients with any form of lung cancer.5
In our series bronchoscopy was done for foreign
bodies in small number of patients but the percentage
is more in international research. In one study FOB
was successful in 60% of cases of adults for FB
removal while rigid bronchoscopy had success rate
of 97%. It shows that foreign body patients mostly
present to rigid bronchoscopy units as compared to
FOB. In our study a good percentage of patients were
scoped for medical fitness, which is not done
internationally. These patients had bronchoscopy as
a requirements for visa to some countries, otherwise
they were normal young adults. The number of
patients scoped for multiple nodules were similar to
other studies. The radiological presentations of
bronchogenic carcinoma were mainly right or left
sided persistent consolidation and in the study by
Fensilver SH and colleagues, they diagnosed 86% of
15
non resolving consolidations via bronchoscopy.
Hilar mass and collapse of lobe or lung are
considered important radiological markers of tumors
and in our series a good number of patients had these
findings. In a local study hilar mass was present in
62% of cases diagnosed as bronchogenic carcinoma.
The radiographic findings can help the physician in
better suspicion and diagnosis of lung tumor.16

CONCLUSION
Bronchoscopy is an important tool for the diagnosis
of the cause of radiological/clinical findings like
haemoptysis, chronic cough, SOB, SVC obstruction,
hoarseness of voice and persistent x-ray opacity, or
lobar or lung collapse. Heamoptysis and chronic
cough are the main indications in our setting.
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