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ABSTRACT
Fiber-optic bronchoscopy is a safe and useful diatio and therapeutic tool for the management ef |th
pulmonary diseases. The purpose of this study wamtl out the demographic profiles, indications,
bronchoscopic findings, and diagnoses of the pati#ho underwent bronchoscopic examination. Retrctsge
analysis of 231 consecutive bronchoscopies dohepal Medical College Teaching Hospital over thequke
of seven years (January 2003 to January 2010) aras. dhe commonest indication was radiological ipac
(90.2%), followed by diffuse pulmonary infiltrat¢4.3%). Cough was the commonest presenting symptom
seen in 89.8% of the patients. 79.7% of the patierdgre smokers and the history of smoking among|the
patients diagnosed to have lung cancer was 94%cdimenonest bronchoscopic finding was endobronchial
growth (47.8%). Histopathological examination rdedamalignancy in 53.8% of the patients, of whioiad
cell lung cancer was 22.8% and non small cell loawgcer 77.2%. Even when growth was not visualized o
bronchoscopy, biopsies attempted from the segnweitiisradiological abnormality established the diagjs
of malignancy in 10.16%, pulmonary tuberculosi®ih% and Sarcoidosis in 2.2% of the cases.
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INTRODUCTION out. Contraindications, if any were ruled out. Ghés

Bronchoscopy has become an increasingly importdrﬂys in both PA and lateral views were obtainedlin
diagnostic and therapeutic tool for the manageroént the patients before the procedure to define thetime
pulmonary diseases. The flexible fiber-optic brastope  Of the lesion. The patients were kept fasting tdeast
developed by Ikeda has progressively supplanted rigour hours before the procedure. Premedication with
bronchoscop¥? Fiber-optic bronchoscopy can be easily-6mg Atropine and 25 mg Promethazine i.m. was
performed with the pa‘[ient awake under topica|m’ administered to all the patients about 30 minutdsre

and it offers extensive visualization of the trazhe the procedure. Lignocaine (4.0%) solution was spiay
bronchial tree. Samples can be collected by seveiatthe upper respiratory tract prior to the insertof the
methods like bronchial biopsy, bronchial brushingnstrument. Supplemental oxygen was administered by
aspiration, transbronchial lung biopsy, transbréaich the nasal cannula to maintain the oxygen saturation

needle aspiration and these combined advantagas@nh above 90.0% in patients who had low SpQring initial
the diagnostic value of bronchoscdpy. evaluation. The instrument was introduced nasally i

_ _ majority of the patients. In some patients therimaent
This retrospective study has been done to shaeetfe® a4 0 pe introduced orally either because of marro

years experience of bronchoscopy at Nepal Medicghsa| passages or due to oxygen being administered
College Teaching Hospital (NMCTH) and to study thgyrough the nasal cannula.

clinical profiles and histopathological diagnoséshe
patients who underwent this procedure. RESULTS

This analysis was performed in total of 231 pasievito
MATERIALS_ AND MFTHODS _ . underwent bronchoscopy. Among the 231 cases, the mo
A retrospective analysis of 231 consecutive fibglied  common indication was radiological opacity, whicksw
bronchoscopies performed at NMCTH fr(_)m Januayeen in 210 patients (90.2%). In 10 patients (4.3%)
2003 to January 2010 was done to find out thgtfyse pulmonary infiltrate was the indication. (Fo
demographic and'clmlcal profiles of the patlenﬂs:oyv patients (1.7%) underwent bronchoscopy for heméptys
underwent. The instrument Pentax EB 1830 V'dﬁf\?ith normal chest X ray. In the remaining seve0%g)
bronchoscope was used for the procedure. A detailggients, bronchoscopy was done for evaluatiomef t
history and thorough clinical examination were i€&8T ~5,se of unexplained, persistent cough (Table-1).
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Table-1: Indication for bronchoscopy Table-3: Bronchoscopic findings
Indication n % Bronchoscopic diagnoses n %
Radiological opacity 210 90.2% | Endobronchial growth 108 47.8%
Diffuse pulmonary infiltrates 10, 4.3¢9 Suspected growth 9] 4.0%
Hemoptysis with normal Chest Xjray 4 1.7% | Non specific Inflammation 23| 10.2%
others 7 | 3.0% Inconclusive 59| 26.19
Table-2: Clinical features Normal 32 | 11.9%

Clinical features n % Endobronchial abnormality without obvious growthswa
Cough 203| 89.8% seen in nine patients (4.0 %). 23 (10.2%) patibats
Hemoptysis 100! 44.29% non specific inflammatory changes. bronchoscopy was
inconclusive in 59 (26.1%) patients whereas in 32

Shortness of breath 154 68.1% (11.9%) patients bronchoscopy was normal (Table-3).
Wheeze 56| 24.8% _ o , _

) Pathological examination of the specimen obtaingd b
Chest pain 128 56.6% pronchoscopy was performed.
Fever 74 | 32.7%

On cytology, malignancy was seen in 40 (19.5%)
patients, suspicious malignancy in 25 (12.2%) pédie
Of the 231 patients evaluated 151 (65.4%) were snalgng inflammation in 17 (8.3%) patients. The cytglog
and 80 (34.6%) patients were females (Fig. 1). was normal in 123 patients (60.0%) (Table-4).

Most of the patients were above 50 years of agg (Fon histopathological examination of the 171 cases,
2). The youngest patient who had undergong@ajignancy was found in 92 (53.8%). non-specific
bronchoscopy was 15 years old. inflammation in 26 patients (15.2%), pneumoconiosis

Cough was the most common presenting symptom ify 12 (7.0%) and tuberculosis in seven (4.1%),
20 (89.8%) of the patients. Shortness of breathstch Sarcoidosis in 2 (1.2%), normal in 18 (10.5%) and
pain, hemoptysis were present in 154 (68.1%), 12&conclusive in 14 (8.2%) cases (Table-5).

(56.6%) and 100 (44.2%) patients respectivel

Wheezing was present in 56 (24.8%) patients (Tﬁble—BblSCUSSION
Of the total cases that had undergone bronchostizpy,

One hundred e|ghty four (797%) Patients were Smk%ajority were males (654%)1 and most of the pHien
(present or past) and 47 (20.3%) patients weresnookers. \yere from the age group of 60 to 70 years. Theava

The commonest finding on bronchoscopy wagradual increase in the number of patients reqgirin

endobronchial growth, seen in 108 (47.8%) patientdfonchoscopic examination till the age group oftG0
70. Among the age group 60 to 70, 37 (50%) of the

patients had bronchogenic carcinoma. This may lee du

80
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Age (in years)
Fig. 1. Sex distribution Fig. 2. Age distribution
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Table-4: Cytological diagnoses the patients 21 (22.8%) had small cell carcinontas T
Cytological diagnoses nr % | finding is similar with other published ser€s.
Confirmed malignancy 40| 19.5% It has been established that smoking is the most
Suspected malignancy o8 1220, IMmportant risk_factor for the ca_usation of lung can®
N i 123 50.00 ¥ The cumulative lung cancer risk among heavy snsoker

0 malignancy Y7 may be as high as 30 percent, compared with aniéet
Inflammation 17| 8.3%| risk of lung cancer of 1 percent or less in nonsengk:16

_ o _ o Smoking is associated with more than 90.0% of lung
to the h_|gher incidence of bronchogenic carcinorita W cancers? Similarly, in our study, majority (92.4%) of
Increasing age. the cancer patients were smokers.

Cough was the commonest indication (89.8%) faie used the combination of various procedures like
bronchoscopy, which is similar to a previously shed biopsy, aspirate, and brush smear for diagnostic
study?A change in the character of the 'regular’ coughvaluation. All these procedures should be attethpte
of a smoker or a COPD patient, particularly ifst i during bronchoscopic examination to increase the
associated with other new respiratory symptoms, tlgagnostic yield®!° Sometimes, aspirate and brush

possibility of bronchogenic carcinoma should bedul smear cytology can still establish the diagnosisnev
out. COPD and bronchogenic carcinoma share similghen biopsy is negative in the same case.

etiology like smoking, so COPD and bronchogenic

carcinoma often coexist. Epidemiological studie¥arious complications have been reported with
suggest majority of patients with bronchogenipronchoscopy. In a retrospective study of more than

carcinoma have signs and symptoms of C@PD. 4,000 flexible bronchoscopies, the frequency of
complications was 1.3 percefitApproximately 25

The most important indications for bronchoscopthia  percent of all complications can be attributed to
study were opacity on chest X ray, pleural effusiod  premedications or anesthetic drégdn our study not a
hemoptysis. Bronchogenic carcinoma was thsingle patient suffered from any major complicagion
commonest cause of hemoptysis in our study. This Ngild to moderate hemorrhages was noticed in some
similar to other published studie$. cases during the procedure which were self-limiting

The most common finding at bronchoscopy wagur study covers only the diagnostic use of
endobronchial growth, seen in 108 (47.8%) of casdsronchoscopy. Because of lack of other accessanies
Out of 59 patients with inconclusive bronchoscopyophisticated instruments for therapeutic interioest
histopathological examination of attempted biopy ( fiber-optic bronchoscopy has been limited to diagico
cases) revealed malignancy in six (10.16%), pulmonapurposes in our set up.

tuberculosis in three (5.1%), sarcoidosis in orepa _

(2.2%). Bronchogenic carcinoma was the commonegfonchoscopy is a safe and useful tool for makive t
disease which was diagnosed by histopathologicdagnosis of a variety of pulmonary diseases like

examination in 92 (53.8%) patients. In another wtud’fonchogenic carcinoma, pulmonary tuberculosis and
done in a tertiary care hospital in Kathmandu, lungPMe interstitial lung diseases. In our study Coaigh

cancer was diagnosed in similar percentage. emoptysis were the commonest presenting symptoms
of the patients. Radiological opacity was the comeasd

Of all the bronchogenic carcinoma diagnosed, 7hdication. Endobronchial growth and malignancyaver
(77.2%) had non -small cell carcinoma and the @ést the commonest findings on bronchoscopy and

Table'5: Histological diagnoses histopathological examination respectively. Moreopve

: : : we would like to emphasize the importance of attéamgp
Histological diagnoses n % | biopsy from the abnormal segment of the lung evieerw
Inconclusive 14| 8.2%| bronchoscopy does not show frank mucosal growth.
Normal 18 | 10.5%  RereRENCES
Malignancy 92 | 53.804 1. Zoliner F. Gustav Killian-Father of bronchoscogych

- otolaryngol 1965; 82: 656.
Tuberculosis 7| 41% 2 Pprakash UBS, Offord KP, Stubbs SE. Bronchoscopyoirth
Pneumoconiosis 12 7.0% America: The ACCP surveZhest 1991; 100: 1668-75.

e . 0 3. Willcox PA, Benatar SR, Potgieter R al. Fibre-optic
Non -specific inflammation 26| 15.2% bronchoscopy Experience at Groote Schuur HosAdVled
Sarcoidosis 2| 1.2% J1981; 20: 651-4.
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