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ABSTRACT:

Background: In the investigation of lung cancer, current piccin many healthcare systems
would support bronchoscopy regardless of CT fingliimgpatients with hemoptysis. We
sought to identify the cause, the diagnostic y#I€T and bronchoscopy and the
requirement for bronchoscopy in at risk patientdhvaemoptysis with a normal CT scan

through our rapid access lung cancer clinic (RALC).

Methods: Initially, a chart review was performed on altipats with hemoptysis (2011-

2012) and thereafter a prospective analysis wdsnpeed (2013-2016).

Results: Our analysis represents the largest study toidatatpatients with hemoptysis. In
our retrospective study, 155 patients reported Ipgyses. Causes were lower respiratory tract
infections (RTIs) (47%) and lung cancer (16%). Puaspective study included 182 patients.
The causes of hemoptysis were RTls (50%) and langer (18%). There were no false
negative CT-scans for lung cancer. 47/57 preseththwmng cancer underwent bronchoscopy
and 43/47 were positive for lung cancer (92%).dpas with hemoptysis and lung cancer
have a higher stage of malignancy with a predonuear squamous cell lung carcinoma.
Smoking status, the duration of hemoptysis or deson of hemoptysis were not predictive

of lung cancer however lung cancer was not idesatiin patients age <50.

Conclusions: One sixth of patients presenting with hemoptysisur lung cancer clinic had
lung cancer. No patient identified with cancer tethaemoptysis had a CT negative for lung
cancer and a combination of bronchoscopy plus ewdachial ultrasound trans- bronchial
needle aspiration (EBUS-TBNA) in those patientdwatCT suspicious of lung cancer is

92% sensitive for lung cancer causing hemoptysis.
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INTRODUCTION:

Hemoptysis is defined as the expectoration of bkbadl originates from the pulmonary
parenchyma or airways. Most cases are benignliseling events but in less than 5% cases
it may be life threatening which warrants urgewestigation and treatment [1]. Common
causes of hemoptysis include chronic bronchitisnbiniectasis, pneumonia, fungal
infections, tuberculosis, and malignancy. Manyegyas however present with pseudo-
hemoptysis, that is blood originating from nasogharor gastrointestinal tract and it is
important to rule out bleeding from these alteneasites. Guidelines regarding the referral
and investigation of hemoptysis in patients at fedung cancer are available and in general
consistent [2, 3]. The recommendations includeestk-ray in all and progression to a
computerized tomography (CT) scan and referraldpegialist in patients with an abnormal
chest x-ray or normal chest x-ray who are oldesmokers or who have persistent
hemoptysis. The previous UK NICE guidelines (whih be updated in 2018)
recommended bronchoscopy in all patients who adengoing CT imaging [2]. However,

the recently published “National Optimal ClinicatRway for suspected and confirmed lung
cancer: Referral to treatment” report by a UK Inelegient Cancer Taskforce has suggested a
change in strategy and includes patient pathway flimgrams. It recommends triaging
patients who have symptoms suggestive of lung canca suspicious chest x-ray to CT
scan. If the CT scan is negative for cancer andosyms are self-limited, the patient does not
require a bronchoscopy to rule out lung cancehdfpatient has persistent hemoptysis but a
CT negative for cancer, the patient may be trigggeinon-cancer clinic with or without
bronchoscopy (4). However, there is a paucity afigaice regarding the investigation of

patients at risk for cancer with normal CT scan aehoptysis.



In Ireland in 2010, the referral pathway for patsewith symptoms suspicious of lung cancer
being referred to our designated cancer centeyarimational health system was streamlined.
Patients presenting with hemoptysis to primary eaeenow referred to dedicated Rapid
Access Lung Cancer (RALC) clinics for review andghostic testing. In parallel to UK
NICE guidelines, it is our current practice to pred with CT scan and bronchoscopy on all
patients who have hemoptysis referred to RALC clexcluding patients with pseudo-
hemoptysis, who have poor performance status motlconsent, or where clinic radiological
work-up suggests another cause of hemoptysis gatrneg bronchoscopy (e.g. pulmonary
embolus). It is important to state that this redepathway accounts for approximately 50%
of all patients diagnosed with lung cancer at ostiiution (approximately 200/year) and
does not include symptomatic patients presentirigge@mergency department with lung
cancer. The role of bronchoscopy in the evaluadiosub massive hemoptysis with CT
imaging suggesting a central airway lesion is ymaisd. However, the role of bronchoscopy
is controversial in patients reporting hemoptysihwormal CT. We sought to identify the
cause, the diagnostic yield of CT scan and broredmsand the requirement for
bronchoscopy in at risk of patients with hemoptysith a normal CT scan through our rapid

access lung cancer clinic (RALC).



METHODS: We present data from both an initial retrospectol®wed by a subsequent
prospective study. After local ethical approvahfrthe UCC-CUH Cork research ethics
board, a chart review was performed on all patiprésenting with hemoptysis to the RALC
at Cork University Hospital in 2011-2012 (ECM 4@5/02/2013). The gold standard
diagnosis for the cause of hemoptysis was a cortgpokconfirmatory pathological or
microbiological diagnosis with at least 6 monthgiic radiological follow-up. The cause of
hemoptysis was broken down to the number of graugading cancer, infection,
bronchiectasis, pulmonary embolus and idiopathioegative bronchoscopy meant the
bronchoscopy did not identify the cause of hemagtyst that there was no bleeding from
the airway. If, with completion of above follow upo cause for hemoptysis was identified, it
was labeled idiopathic. However, if inadequatedallup was performed, hemoptysis was
labeled “no-gold standard diagnosis”. Simple stiagswvere used to compare groups. Based
on our retrospective analysis, after ethical apgkowuth waiver of requirement of patient
consent, a prospective study was performed orasikits presenting to our Rapid Access
Lung Cancer (RALC) clinic between 2013 and Jan2&36 (ECN 3(nn) 06/08/2013). Data
was collected on a proforma at the time of presema&o RALC and thus more compete than
our retrospective study. In both studies, we aegudata on the following variables: age,
gender, smoking status, duration of hemoptysigeatimedications, commencement and
response of antibiotics, results of CT scan andditoscopy. In our Centre, since 2012 the
majority of CT studies were done on a scanner whiah at least 64-slice VCT capable.
Prior to 2012 some scans were done on a 4-slieenecdut still with multi-slice CT-
technology. CT images typically include all of bdding fields with upper abdominal slices.
Bronchoscopy is performed under conscious sedatitmflexible bronchoscopes with
complete evaluation of airway anatomy. Where appabgy endobronchial ultrasound guided

trans-bronchial needle aspiration (EBUS-TBNA) andigd bronchoscopy using radial



probe ultrasound is also utilized. Our radiologycnobiology and pathology departments
were not aware of our protocol and thus reportihGDimages and tissue samples were not

biased by our study protocol.

Descriptive statistics were used for demograpl@etegorical variables were compared
using Graph pa® using un-paired t tests, Chi square and Fisclesw@st tests where

appropriate.



RESULTS: In total 337 patients referred to RALC with hemygd were included, 155 cases
in the retrospective study and 182 cases in thepeive studyKigure 1). Patient

demographics and etiology of hemoptysis are predantl able 1.

Duration and Type of hemoptysis:

Hemoptysis was classified asigle if there is one episodpersistent if bleeding continues
for longer than 2 weeks amon-persistent if it lasts less than 2 weeks. In our retrospectiv
review the duration of haemoptysigs single episode n=31 (20% of patients), n=77 (50%)
non-persistent (<2 weeks) angersistent (>2 weeks) n=46 (30%lPersistent haemoptysis was
significantly more frequent in patients diagnosethwng cancer (16/24 (66%) p=.0001).
Similarly, in our prospective study, 41.8(23.5%)igats presented withsangle episode of
hemoptysis, 41.8% (N=76) withon-persistent (<2 weeks) hemoptysis and 35.9% (N=65)
with persistent hemoptysis (> 2 weeks). Lung cancer patient were more likeljiave
persistent hemoptysis (23/33 (70%) s (p=0.0034)). However, it is impatti note that of the
46 retrospective patients presenting with persidtemoptysis, only 16 had cancer (35%)

and of the 65 prospective patients with persigtenmioptysis, only 23 had cancer (35%).

We also analyzed the association between hemopymssand lung cancer in our
prospective study. However, there was no assoniégtween frank blood (3/33 vs 30/149)
or blood mixed with sputum and lung cancer (p=0)7L@ng cancer was also not more
frequent in those reporting over 30 mls hemopt{#i83) as opposed to less than 30 mls

(p=0.493).



Smoking Status:

The majority of patients presenting to our RALGdiwith lung cancer were current or ex-
smokers 291/337. (52/291(18%)) of smokers had h&msigpand lung cancer. However, 5/57
patients with hemoptysis and lung cancer were newekers (8.7%). In never-smokers
presenting with hemoptysis (46), 5 had lung cafb@86%) which was similar to our total
group of patients (57 cancers /337 hemoptysis (1Héhce, there was no difference in the
incidence of lung cancer between smokers with heysap(current or ex) and never smokers

with hemoptysis (p=0.294).

CT scan in investigation of hemoptysis: (Table 2)

In both studies, all patients had chest CT perfarasea part of their investigation. In our
retrospective analysis 24 (16%) had lung canceradir@Ts were positive for lung cancer.
Similarly, in our prospective study, 33 (18%) hadd cancer and all had chest CT positive
for lung cancer. In combination, the specificity®T imaging in patients with lung cancer
for hemoptysis was 100%. Of the 57 patients wi@iTascan suggestive of lung cancer, 42
had a mass or lung nodule (78%), 8 (14%) had amarparenchymal opacity or

consolidation and 7 (12%) had an endobronchiabtesi

Bronchoscopy in I nvestigation of hemoptysis. (Table 3 and 4)

In our retrospective study, 19/24 (79%) lung campagrents underwent bronchoscopy for the
investigation of hemoptysis. 18/19 (95%) bronchpse® were diagnostic for lung cancer.

Also 7/19 (37%) had bronchoscopy alone while 1Z63%) had bronchoscopy with EBUS-



TBNA to evaluate hemoptysis. Similarly, our progpexstudy showed 28/33 (85%) had
bronchoscopy to investigate the cause of hemopt®5i&8 (89.2%) had bronchoscopy
diagnostic for lung cancer. 21/28 (75%) had botimbhoscopies with EBUS-TBNA. In
retrospective study 102/155 (66%) patients with byetysis underwent bronchoscopy
.71/102(70%) bronchoscopy showed no etiology of di@ysis. In prospective study 142/182
(78%) patients had bronchoscopy to investigate#use of hemoptysis. In 99/142(70%)
bronchoscopy did not identify any cause of hemagtys our study most non-malignant
etiologies of hemoptysis on bronchoscopy were lawspiratory tract infections (pneumonia
and bronchitis).In total 57/336 (17%) had hemoptygsicondary to lung cancer and 47/57

underwent bronchoscopy and 43/47 were positivéufay cancer (92%).

Hemoptysisand Lung cancer stages: (Tableb)

40/57 (70%) of lung cancer patients presentingAb® had stage 3-4 lung cancer which is
significantly higher than we previously reported &l patients presenting with lung cancer

to our RALC (49%) (p=.0067) [4].

Histological subtypes of lung cancer:

In a similar fashion to our overall lung cancer axtpresenting to RALC, most tumors were
non-small cell lung cancer (NSCLC) (46/57 (80.7%pwever, more lung cancer patients
with hemoptysis had squamous cell cancer NSCLCI&R@E9I%)) than non-squamous
NSCLC in comparison to all patients presentinguoRALC with lung cancer (26%)

(p=.0005) [5].
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DISCUSSION: Our study of 337 patients which includes a largelenn prospective cohort
presenting to a lung cancer clinic with hemoptysis allowed us to analyze in detail the
utility of investigations performed for lung canaard investigate patient symptom and tumor

types related to lung cancer in patients with hetysg.

Given the fact that chest x-rays miss many patientts lung cancer and hemoptysis [6, 7], it
is routine practice that all patients undergo Cagimg. Chest CT has the ability to identify
abnormalities in patients with hemoptysis secondaityng cancer and also provide accurate
staging compared to chest x-rays and standard boscopy [1, 8]. It has the ability of
visualizing distal airways beyond the level of bebascope and found to be more sensitive
than bronchoscopy in evaluating endobronchial res[8 -12]. Guidelines and studies have
also suggested that in all patients with suspdatagl cancer presenting with hemoptysis
(excluding massive hemoptysis or an unstable pti€d should be carried out before
bronchoscopy [2, 3, 8, 13]. In those patients waweeha CT negative for lung cancer, the
recent UK National Optimal Pathway publication sesfgd that further testing including
bronchoscopy is not required to rule out cancertandchoscopy may be performed at the
discretion of the physician triaging the patienennhemoptysis is not self-limited [4]. Chest
CT is more efficient and superior, noninvasive aighly useful in the clinical context of
underlying causes of hemoptysis [8 ,10,14]. It @ias found that CT scan localize bleeding
site in 63% to 100% patients with hemoptysis [1],I'ba study by Revel et al [16], CT and
bronchoscopy findings of 80 patients were reviewét haemoptysis. CT was more
efficient than bronchoscopy for the etiologicalestigation of the bleeding (77% vs 8%,

respectively).

McGuinness [8], found the diagnostic yield of CTddmronchoscopy to be 61% and 43%
respectively, and that CT was positive in 50% cfesawith a negative bronchoscopy.

Furthermore, Miller et al [17] showed that 50% afipnts with negative bronchoscopy
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findings have positive CT. In a study by Hirshbet@l [11], 208 patients with hemoptysis
were reviewed, 70 (34%) patients had CT chest aht{467%) had positive findings on CT
scans .137(66%) out of 208 had bronchoscopy peddramd 57(42%) of them had positive
bronchoscopy. CT scan missed three lung cances aagatients with hemoptysis. This
study concluded that the combined use of CT chebsbeaonchoscopy gave the best
diagnostic yield for lung cancer. A recent Danigidg [18] concluded that 16 of 269 patients
with hemoptysis had lung cancer; all 16 patient$ pasitive CT scan. No patients with
normal CT scan had a positive bronchoscopy forgnalicy. s. Similarly, in our 337 patients
we identified no patient with lung cancer who hddlae negative chest CT scan. In our
Centre, a combination of bronchoscopy plus EBUS-AB&92% sensitive for lung cancer

in patients presenting to a rapid access lung canticéc with hemoptysis.

In Table 6, we have listed all publications [8, 11, 14 ,16,23that we could identify
reporting on CT imaging in patients with hemopty§lembined with our study this table
includes a total of 2053 patients presenting wé&mbptysis, of whom 262 (13%) had lung
cancer and CT missed six cases of lung cancer 8itivity). Three of these cases were
from the 1980s with poor quality CT imaging [11hérefore, in patients with hemoptysis,
the occurrence of CT occult neoplasm using modaeynQIl imaging is extremely rare. Of
note in high risk asymptomatic smokers undergoargening for lung cancer, a recent large
publication suggested the addition of Auto Fluoee®e Bronchoscopy to low-dose CT was
futile in the detection of lung cancer. We are stating that despite the quality of current CT
imaging, CT occult neoplasms including carcinomandboccur [23]. However, we postulate
that these neoplasms are too small to cause heswwptyother symptoms and thus maybe
only found in screening trials, in patients withiatory of lung cancer or in patients with

synchronous tumors.
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Regarding younger patients with hemoptysis, instudy patients diagnosed with lung
cancer were older with mean age of 61 and yourgggnt with hemoptysis and lung cancer
was 52 years old. In actual fact in all of theselss of 2053 patients with hemoptysis, no
lung cancer was diagnosed in patients less thae&® old. We therefore question the utility
of investigations for lung cancer in younger pasenith hemoptysis in future guidelines,
however in this population CT imaging identifieb@t causes such as infection and

bronchiectasis.

Similarly, to previous studies, we identified normdears with hemoptysis and lung cancer. In
the cohort of Hirshberg et al [11], 3 (14.2%) lwancer patients were non-smokers. In our
study 5 out 57 cases of lung cancers were non-simakel there was no difference in the
incidence of lung cancer between smokers and nakars (p=0.294). Thus, in our opinion
smoking status should not influence investigatimmdung cancer in patients with

hemoptysis.

In our study, patients with lung cancers had heysgf long duration. McGuinness et al

[8] found persistent hemoptysis in 5 out of 7 lwagcer cases, similarly Jackson et al [24]
and Jacob et al [25] also demonstrated that pendisemoptysis was significantly more
frequent in patients who had lung cancer. We faiadi two thirds of the patients with lung
cancer had persistent hemoptysis. However, giverfiatt that many patients without cancer
presented with persistent hemoptysis and 4 patweititscancer presented with single episode
hemoptysis, in our opinion the duration of hemojstghiould not influence investigations.
Similarly, we did not find that patient reporting quantity or type of hemoptysis (frank vs

blood mixed with sputum) useful.

We identified differences in the histological syieyof type of lung cancer associated with
hemoptysis between our study and prior studieslIQmlhcarcinoma found to be most

common lung cancer in two prior studies at 52% 46fb respectively [11,19] Thirumaran et
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al [22] noted 76% non- small cell lung cancer (N&}hand 7.7% small cell lung cancer.
However, in our study more patients presented hatimoptysis secondary to NSCLC
(80.7%) and 59% of NSCLC were squamous cell whiah statistically a higher incidence
of squamous cell cancer than we have previousljighdd (26%) [5]. Regarding the stage of
presentation, 40/57(70%) of lung cancer patierdsgmting to RALC had stage 3-4 lung
cancer which is significantly higher than we presly reported for all patients presenting

with lung cancer to our RALC (p=.0067) [5].

CONCLUSIONS:

In conclusion, in patients with hemoptysis beingestigated for lung cancer, a negative CT
scan for malignancy rules out lung cancer as thseaf hemoptysis with 98% sensitivity
regardless of patients age, smoking status oridaraf bronchoscopy. A decision to proceed
to bronchoscopy may be made at the discretioneofrthging physician in hemoptysis that is
not self-limited as it may help to identify othexuses of hemoptysis. In patients with
hemoptysis caused by lung cancer, bronchoscopyEBtlS-TBNA is accurate in

diagnosing malignancy. Patients with hemoptysislang cancer tend to have a higher stage
of malignancy with a predominance of squamousaaeitinoma. Smoking status, the
duration of hemoptysis or description of hemoptgsisuld not influence the investigation of

hemoptysis in patients referred for investigatibtuag cancer.
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Table 1: Causes of hemoptysis and patient demographics.

Retrospective Prospective Total
N=155 N=182 N=337
Causes:
Lung cancer 24(16%) 33(18%) 57(17%)
Infections* 73(47%) 91(50%) 164(49%)
Bronchiectasis 3(2%) 17(9%) 20(6%)
PE 2(1%) 0(0%) 2(1%)
Sarcoidosis 2(1%) 0(0%) 2(1%)
Othe? 4(3%) 6(4%) 10(3%)
: : 25(16%) 35(19%) 60(18%)
Idiopath
No gcl)(l)g 2talr(1:dard 22(14%) 0(0%) 22(7%)
Total 155(100%) 182(100%) 337(100%)
Age(mean+SD) 59(+12.2) 61(10.2) 60(+11.2)
Gender
Male 82(53%) 116(64%) 198(59%)
Female 73(47%) 66(36%) 139(41%)
Total 155(100%) 182(100%) 337(100%)

*pneumonia, acute bronchitis

5 Vasculitis, TB
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Table2: CT Findings in 337 Patients with Hemoptysis.

Gold standard CT Performed N (%) | pjagnostic CT* N (%) | Normal CT N(%)
Diagnosis
Retrospective:
Lung cancer 24(100%) 24(100%) 0(0%)
Infection* 73(100%) 29(40%) 44(43%)
Bronchiectasis 3(100%) 3(100%) 0(0%)
PE 2(100%) 2(100%) 0(0%)
Sarcoidosis 2(100%) 2(100%) 0(0%)
Other 4(100%) 3(75%) 1(14.2%)
Idiopathic 25(100%) 0(0%) 25(100%)
No golg ardard 22(100%) 0(0%) 22(100%)
Total 155(100%)
Prospective:
Lung cancer 33(100%) 33(100%) 0(0%)
Infection* 91(100%) 46(50%) 45(33%)
Bronchiectasis 17(100%) 17(100%) 0(0%)
PE 0(0%) 0(0%) 0(0%)
Sarcoidosis 0(0%) 0(0%) 0(0%)
Othe|§ 6(100%) 4(66%) 2(20%)
Idiopathic 35(100%) 0(0%) 35(100%)
No golél) standard 0(0%) 0(0%) 0(0%)
182(100%)

Total

*pneumonia, acute bronchitis
iAny abnormal finding that contribute to the goldrelard diagnosis

8 Vasculitis, TB
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Table 3:

Bronchoscopy findings in 337 Patients with Hemoigstys

Gold standard | Number of cases Bronchoscopy Diagnostic
Diagnosis N(%) Performed N (%) Bronchoscopy’ N
(%)
Retrospective:
Lung cancer 24(16%) 19(79%) 18(95%)
Infection* 73(47%) 54(74%) 9(17%)
Bronchiectasis 3(2%) 1(50%) 0(0%)
PE 2(1%) 0(0%) 0(0%)
Sarcoidosis 2(1%) 2(100%) 2(100%)
Other 4(3%) 3(75%) 2(66%)
: : 25(16%) 13(52%) 0(0%)
Idiopathic
No gold standard 22(14%) 10(45%) 0(0%)
Total 155(100%) 102(66%) 31(30%)
Prospective:
Lung cancer 33(18%) 28(85%) 25(89%)
Infection* 91(50%) 71(78%) 14(20%)
Bronchiectasis 17(9%) 15(88%) 0(0%)
PE 0(0%) 0(0%) 0(0%)
Sarcoidosis 0(0%) 0(0%) 0(0%)
Other 6(4%) 6(100%) 4(66%)
: : 35(19%) 22(63%) 0(0%)
Idiopathic
No gold standard 0(0%) 0(0%) 0(0%)
Total 182(100%) 142(78%) 43(30%)

*pneumonia, acute bronchitis

1CAny abnormal finding that contribute to the goldrelard diagnosis

8 Vasculitis, TB
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Table 4: Bronchoscopy Findings in 57 patients with Lung Garand Hemoptysis.

Study Lung Bronchoscopy Bronchoscopy
Cancer performed Diagnostic
N (%) *N (%)
Retrospective 24 19(79%) 18(95%)
Prospective 33 28(85%) 25(89%)
Total 57 47(82%) 43(92%)

*Any abnormal finding that contribute to the goldsdard diagnosis
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Table5: Duration of Hemoptysis and Stage in 57 Patienth Wwitng Cancer and

Hemoptysis.
Duration | Stagela | Stagelb Stage2a | Stage2b | Stage3a | Stage3b Stage 4
of
hemoptysis |  N(%) N(%) N(%) N(%) N(%) N(%) N(%)
N(%)
Per sistent
39 (68%) 3(8%) 2(5%) 3(8%) 3(8%) 9(23%) | 12(30%) 12(30%)
Non-
Persistent
1(7%) 2(14%) 2(14%) 1(7%) 2(14%)
14 (24%)
Single
4 (7%) 1(25%) 1(25%) 2(50%)
Total
57(100%)* 4(7%) 2(4%) 5(9%) 5(9%) 11(19%) | 15(26%) 14(25%)

*40/57(70%) of lung cancer patients presenting A& had stage 3-4 lung cancer which is

significantly higher than we previously reported &l patients presenting with lung cancer
to our RALC (p=.0067) [5].
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Table6: Sensitivity of CT Thorax for Lung Cancer in Patewith Hemoptysis: Comparison
with other studies.

Journal Author Study Type Study Total Lung False
published Time Number | Cancer | negative
period Cases CTsfor
cancer
Arooj et al Prospective] 2013- 337 57(17%) 0
Retrospective 2016
2011-
2012
Danish Bonlokke et | Retrospective  2000- 269 16 (6%) 0
Medical J al 2010
Clinical Uzun et al Prospective 2005-| 178 51(28.6% 0
Respiratory J 2009
Respir Med Lee et al Retrospective 2003- 228 1(0.43%) 1
2009
Portuguese J Piresetal | Retrospective 2004- 237 33(15.8% 1
Pulmonology 2008
Thorax Thirumaran | Retrospective 2001- 275 25 (11%) 1 ¥
et al 2005
Interventional | Tsoumakidou Prospective 2001- 184 24(13%) 0
Pulmonology et al 2003
AmJ Revel et al | Retrospective 1995- 80 9(11%) 0
Roentgen 1999
Chest Hirshberg et| Retrospective 1980- 208 39(19%) 3
al 1995
Chest McGuinness| Prospective 1991- 57 7(12%) 0
et al 1992
*Total 2053 262(13%) 6(98%)

*In 2053 patients presenting with hemoptysis, semityiof CT scans for lung cancer

256/262=98%

*Not clear from publication whether this was a lwagcer or upper airway malignancy
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Figurel: 337Patients Presenting to our Rapid Access Lung Cabiogic with Hemoptysis.
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on bronchsocopy or clinical on bronchsocopy or clinical
follow up=0 follow up=0
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Table5: Duration of Hemoptysis and Stage in 57 Patienth Wwitng Cancer and
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Figurel: 337 Patients Presenting to our Rapid Access Lung Cancer Clinic with Hemoptysis.
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Highlights:

In patients with hemoptysis being investigated for lung cancer, a negative CT
scan for malignancy rules out lung cancer as the cause of hemoptysis with
98% sensitivity regardless of patients age, smoking status or duration of
bronchoscopy.

In patients with hemoptysis caused by lung cancer, bronchoscopy with EBUS-
TBNA is accurate in diagnosing malignancy.

Patients with hemoptysis and lung cancer tend to have a higher stage of
malignancy with a predominance of squamous cell carcinoma.

Smoking status, the duration of hemoptysis or description of hemoptysis
should not influence the investigation of hemoptysis in patients referred for
investigation of lung cancer.

Recently published UK Optimal Pathwaysfor Lung Cancer suggests a
significant change in management of patients with suspected lung cancer and
similar to our findings, it suggests that in patients with symptoms suggestive
of lung cancer but anegative CT for lung cancer, bronchoscopy is not required
to rule out lung cancer

(http://content.small erearthtech.co.uk/system/file_uploads/16086/original/Nati
onal_Optimal LUNG_Pathway Aug_2017.pdf)




