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Abstract

Background

For patients with suspicious lung lesions found on chest x-ray or CT, endo/trans- bronchial

biopsy of the lung is the preferred method for obtaining a diagnosis. With the addition of new

screening programs, a higher number of patients will require diagnostic biopsy which will

prove even more challenging due to the small size of lesions found with screening. There

are many endobronchial tools available on the market today and a wide range of new tools

under investigation to improve diagnostic yield. However, there is little information available

about the optimal tool size required to reach the majority of lesions, especially peripheral

ones. In this manuscript we investigate the percentage of lesions that can be reached for

various diameter tools if the tools remain inside the airways (i.e. endobronchial biopsy) and

the distance a tool must travel “off-road” (or outside of the airways) to reach all lesions.

Methods and findings

To further understand the distribution of lung lesions with respect to airway sizes and dis-

tances from the airways, six 3D models of the lung were generated. The airways were mod-

eled at two different respiratory phases (inspiration and expiration). Three sets of 1,000

lesions were randomly distributed throughout the lung for each respiratory phase. The simu-

lations showed that the percentage of reachable lesions decreases with increasing tool

diameter and decreasing lesion diameter. A 1mm diameter tool will reach <25% of 1cm

lesions if it remains inside the airways. To reach all 1cm lesions this 1mm tool would have to

navigate through the parenchyma up to 8.5mm. CT scans of 21 patient lesions confirm

these results reasonably well.

Conclusions

The smaller the tool diameter the more likely it will be able to reach a lung lesion, whether it

be for diagnostic biopsy, ablation, or resection. However, even a 1mm tool is not small
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enough to reach the majority of small (1-2cm) lesions. Therefore, it is necessary for endo-

bronchial tools to be able to navigate through the parenchyma to reach the majority of

lesions.

Introduction

For patients with suspicious lung lesions found on chest x-ray or CT, endobronchial and/or

transbronchial biopsy of the lung is the preferred method for obtaining a diagnosis, with trans-

thoracic CT-guided biopsy and surgical biopsy as alternative approaches. The NELSON study

found that 62.7% of lesions were located in the periphery of the lung compared to the pleural

wall (10%), middle (11.6%), or central (15.3%) airways [1]. In the central airways, approxi-

mately 4 endobronchial (tools remain in the airways) biopsies are needed to obtain an ade-

quate diagnostic yield which has been reported to be 70–90% [2]. For peripheral lesions,

fluoroscopy-guided transbronchial (tools traverse the airway wall) biopsy is the standard tech-

nique. Reported rates for diagnostic yield in peripheral lesions are 30–78% [2,3,4,5] and are

especially low for small lesions<2cm in diameter (30–34%) [4,5]. Attempts have been made

with endobronchial ultrasound (EBUS) probes, electromagnetic (EM) navigation, virtual navi-

gation bronchoscopy, and bronchoscopic transparenchymal nodule access to improve diag-

nostic yield; however, none of these techniques have gained wide acceptance [6,7]. Overall

~60% of patients will return for a second procedure (transthoracic or surgical biopsy) if diag-

nostic yield is insufficient [3,6].

In the last decade several large population studies have been completed to assess the benefits

of low-dose CT (LDCT) screening in the general population which has led to some countries

implementing screening programs [8,9,10,11,12,13,14,15,16,17]. Given the increasing number

of small, peripheral lesions detected by these screening programs, better biopsy tools will be

required to achieve good diagnostic yield and follow-up.

There are many types of new lung tools that have been reported in the literature and some

that are now entering the market. These new tools aim to improve diagnostic yield by provid-

ing better navigational guidance to the lesion (example, EM tracking [18,19,20]) or by evaluat-

ing the tissue prior to biopsy (examples, EBUS [21], radial endobronchial ultrasound [REBUS]

[21], optical coherence tomography [22,23,24,25,26,27], fluorescence spectroscopy [28,29], dif-

fuse reflectance spectroscopy [28,29,30], Raman spectroscopy [31,32,33], or differential path

length spectroscopy [30,34,35,36]). These new tools will improve diagnostic yield but only if

they can physically reach the lesion. After evaluating the current literature we were unable to

find sufficient information on the ideal tool size required to be effective in targeting the major-

ity of lung lesions endobronchially. The goal of this manuscript was to therefore investigate

the percentage of lesions that can be reached for various diameter tools if the tools remain

inside the airways (i.e. endobronchial biopsy) and the distance a tool must travel “off-road” (or

outside of the airways) to reach all lesions.

Methods

3D simulations of the human airways and randomly distributed lesions

A 3D model of the human airways, based on a deterministic algorithm that incorporates both

duct branching and space division, has been developed by Hiroko Kitaoka et al. [37,38]. This

model was used to generate an airway tree (Model Type 1) with 3311 branches. In the model

the region of interest was set to 0 (whole lung), lung capacity at beginning of inspiration to
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0.35, lung capacity at end of inspiration to 1.0, inspiratory time to 0.4, and a supine body pos-

ture assumed. For this exercise, only two time points in the respiratory cycle were used–when

the lung is fully inflated (here forth referred to as ‘inspiration’) and when fully exhaled (‘expira-

tion’). This model also generated a 3D volume of the entire lung.

Lung lesions were randomly generated using MATLAB (MathWorks, Natick, MA). Results

from the NELSON trial [13] showed the distribution of lesions in the x-z (transverse) and x-y

(coronal) planes. These distributions were used to define a probability distribution function

(PDF) in the x- and y-axes; for the z-axis a uniform PDF was used for simplicity. A PDF was

also defined for the left and right lung. The PDF’s were contained within the lung volume by

manually selecting the minimum and maximum x, y, and z coordinates from the generated

lung volume image; this was repeated 3 times to ensure the correct lung volume was used. The

x, y, and z coordinates of 1000 points (i.e. lesions) were randomly drawn based on these PDF’s

and 3 lung volumes. Three sets of lesions was drawn for the inspiration models and another 3

for the expiration models (in total 6 models of airways and lesions were created). A single set

couldn’t be generated for both inspiration and expiration since the airways are in motion and

the lung lesions are defined by fixed x, y, and z coordinates. The majority of lung lesions gener-

ated were found in the upper half of the lung or in the periphery, as expected based on the

NELSON distributions. Fig 1 shows the expiration airway model with the three sets of 1000

randomly generated lung lesions.

The airway model is exported in VTK-format and consists of vertices and triangular faces.

MATLAB was used to calculate the diameter of the airways at each face by iteratively stepping

through each face, finding the opposite face, and calculating the distance between the two

respective planes. When an opposite face could not be determined the diameter at that face

was set to NaN (not a number).

Next, for each of the 1000 lesions in the 6 models (3 different distributions x 2 respiratory

states), a spherical mesh was created to represent the lesion with diameters ranging from

Fig 1. Simulated airway model at expiration showing 2mm lesions as spheres distributed randomly

throughout the lung. The different colored lesions represent the 3 repeated models (white = model 1;

pink = model 2; yellow = model 3). Images were created in ParaView 4.3.1.

https://doi.org/10.1371/journal.pone.0189963.g001
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1mm-5cm in 1mm increments. The intriangulation function in MATLAB was used to deter-

mine if there were any vertices or faces of the airway mesh that were inside the lesion mesh.

For the faces and vertices that were found to be within the lesion mesh, the corresponding air-

way diameter was recorded. This was repeated for all lesion diameters, lesions, and models. To

calculate the percentage of reachable lesions we counted the number of lesions that intersected

with an airway whose diameter was larger than the tool size and divided by the total number of

lesions (i.e. 1000); this percentage was calculated for tool sizes ranging from 1-9mm in 0.5mm

increments.

In these models, lesions are not always connected to an airway. Therefore, it is important to

understand how far a tool must reach beyond the bronchial wall (i.e. going “off-road” in the

parenchyma as in the case of transbronchial biopsy) to reach the boundary of a lesion. Fig 2

shows how this off-road distance was calculated. For example, given a lesion with radius r1, a

small device (Device1) can be navigated inside the airways until it reaches an airway with

diameter D1 which is approximately the same size as the tool itself. A larger device (Device2)

can’t be navigated as far down the airways and gets stuck when the airway diameter is D2. At

this point the tool would have to exit the airway and travel through the parenchyma to reach

the lesion. In the case of Device1 this distance is simply the difference between r2 and r1,

where r2 is taken as the radius of the first spherical lesion mesh which intersects with an airway

greater than or equal to diameter D1. For Device2 the off-road distance would then be the dif-

ference between r3 and r1.

A few limitations should be noted regarding these simulations. First, the smallest airway

diameter that is calculated from the Kitaoka airway tree is 0.1mm. If every branch termination

was this small we could make conclusions about tool sizes down to 0.1mm. However, not

every branch termination was smaller than 1mm, therefore, we will only draw conclusions

based on tool diameters >1mm. Second, this analysis does not take into account any informa-

tion about how the airways stretch or deform when a tool is navigated through them. Because

the airways have some elasticity a tool may be able to be navigated into airways smaller than

Fig 2. Depiction of how to calculate the off-road distance. The lesion is indicated by the red circle.

https://doi.org/10.1371/journal.pone.0189963.g002
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the tool diameter. Lastly, expiration and inspiration states were treated as two separate models

with different lesion distributions and cannot be compared exactly.

CT image analysis

This manuscript involves a retrospective analysis of CT images from lung cancer patients at

the Netherlands Cancer Institute–Antoni van Leeuwenhoek Hospital. All patients underwent

CT imaging as part of their standard clinical diagnostic care; no additional imaging examina-

tions were performed for the data in this manuscript. The hospital ethics committee was con-

sulted; under Dutch law the study did not require IRB approval (or patient informed consent).

Only the authors associated with the hospital (GCL, FL) had access to the imaging data and

performed the image analysis; measurement data was fully anonymized and de-identified.

Images were restricted to patients with lung lesions >1cm and<4cm without prior radiother-

apy. Helical CT Single Breath Hold Scans were reconstructed with 1.0mm slice thickness and

1.0mm slice increment. For lesions that were in contact with an airway, the airway diameter

was measured. The distance between the lesion and closest airway of 1, 2, 4 and 6mm diameter

was measured. Measurements were performed in the VUE PACS (Carestream Health, Roches-

ter, NY, USA) viewing software using Cross-sectional MPR visualization.

Results

From the CT scans 21 lesions were included. The lesions were non-small cell lung carcinoma

and sarcoma or melanoma metastases, ranging in diameter from 9.7mm to 3.6cm (1.6cm

mean, 1.3cm median). Fig 3 shows the lesions projected in a 3D model derived from a CT scan

without lesions: isosurface function in MATLAB and exported to Blender (Blender Founda-

tion, Amsterdam, The Netherlands) for visualization. The size of the lesion represents the aver-

age diameters in the x, y and z direction. The location is the location of the measured lesion to

the center of a 3D box enclosing the lungs. Most lesions appear in the right lung or upper

lobes, similar to the NELSON trial [13] and simulated distributions.

In Figs 4 and 5 the simulated 3D data and the CT data are shown together for comparison.

Fig 4 shows the percentage of reachable lesions versus various sized tools for different lesion

sizes. Each of the 3 simulated models is shown as a separate color but for the most part these 3

models have very similar results. As would be expected, the smaller the tool size, the more

lesions that can be reached. And the larger the lesion, the more likely it can be reached even

with a larger tool. Although the number of lesions acquired from the CT scans is limited, there

is reasonable agreement for the lesion sizes. In the CT data the majority of the lesions which

touched an airway were next to 1 or 2mm airways; only one was next to a 3mm airway and

one next to a 5mm airway.

Fig 3. 3D model of the lungs with the lesions (size and location) measured from the CT scans.

https://doi.org/10.1371/journal.pone.0189963.g003
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Fig 5 shows the simulated average (and standard deviation) distance a tool would have to

travel off-road to reach various sized lesions. Only one simulated model is shown since the

other two models are nearly identical. For all tool sizes, the larger the lesion size the shorter the

off-road distance. For example, a 6.3mm bronchoscope would have to go nearly 2cm to reach

the smallest lesions, while a 1mm tool would only need to travel off-road ~1cm. The CT data

overlaps reasonably well with the 1mm and 2mm diameter tools, however, diverges for the

6mm diameter tool.

Discussion

The 3D simulations were used to better understand how small an endobronchial tool must be

to reach the majority of lung lesions and how far a tool must travel beyond the bronchial wall

through the parenchyma (off-road) if a lesion is not connected to the airways.

The simulations show that the percentage of small (<1cm) lesions that can be reached, even

with a 1mm tool, is quite low at only 17.3% (inspiration) and 23.8% (expiration). To provide

further insight into this, in one of the inspiration models 989/1000 1mm diameter lesions did

not touch an airway; this only slightly decreases to 918/1000 for 5mm lesions. It is possible that

these small lesions are touching an airway but they would be<1mm in diameter as this was

the limit of our model. For the small lung lesions that will most likely be found with LDCT

Fig 4. Percentage of lesions within reach of different sized tools if the tool remains inside the airways.

Colors indicate the three simulated models (1- red, 2 –blue, 3 –green) and the type of line represents the

targeted lesion diameter; black and gray are the CT data for lesions of 0.7–1.3cm and 1.7–2.3cm diameter

respectively.

https://doi.org/10.1371/journal.pone.0189963.g004

Fig 5. Distance a tool must travel off-road to reach a lesion in simulated model 1. The lines represent

the average and standard deviations of the model. The black dots are the lesions measured from the CT

scans.

https://doi.org/10.1371/journal.pone.0189963.g005
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screening, this means that in endobronchial biopsy, the biopsy tool has to pass through the

bronchiolar wall towards the lesion (transbronchial biopsy). For lesions 1cm in diameter, a

1mm tool would have to travel on average 8.5mm (inspiration) or 6.7mm (expiration) off-

road, and farther for larger sized tools. To consider these results in another context, a standard

6.3mm diameter bronchoscope would reach <10% of 1cm lesions, <30% of 2cm lesions, and

<50% of 3cm lesions. Most pulmonologists would agree that a bronchoscope this size can only

reach central lesions which according to the NELSON study consisted of 15.3% of the overall

lesions in the lung [1]; thus within the range of the percentages found here.

The CT data supports the results derived from the simulations; reasonable overlap is seen

in both Figs 4 and 5. Compared to the 1000 simulated lesions in each model, the CT data is

limited; with additional CT data it is assumed that the distributions in Fig 4 would match the

simulated distributions more closely. Regardless of the data size, the CT lesions 0.7–1.3cm in

diameter are close to the 1cm simulated curve, while the 1.7–2.3cm CT lesions are close to the

2cm simulated curve with the error between CT and simulation increasing with increasing

tool size. On average, the off-road distance measured from the CT scans is close to the average

calculated from the simulations for the 1mm and 2mm diameter tools, however, quite different

for a 6mm tool. This is likely due to the fact that the airway diameters are slightly different

between the simulated and CT data. From the CT scans the trachea measures ~1.8-2cm, the

main bronchi ~1–1.4cm, and the lobar bronchi ~6-9mm. In the simulated data the trachea is

~1.4–1.5cm, the main bronchi ~1–1.2cm, and the lobar bronchi ~1–1.1cm; 6mm sizes do not

occur until the segmental branches. The diameter difference in the lobar bronchi is likely the

reason for the deviation between the CT and simulated data in both Figs 4 and 5. Since the

lobar bronchi are larger in the simulated data, a large tool (i.e. 6mm bronchoscope) can be

navigated further into the airways and hence the off-road distance to distal lesions is shorter

compared to the CT data where a large tool will get stuck sooner. To confirm this assumption,

we approximated the position of each CT nodule in the airway model and calculated the near-

est airway diameter and off-road distance. The diameter of the closest airways were slightly

larger when the CT nodules were placed in the airway model compared to the CT scans; and

the off-road distance was smaller, especially for the 6mm diameter tool.

As was already mentioned in the Methods section there are some limitations with the mod-

els used in this analysis which may impact the conclusions that can be drawn from the results.

First, our 3D lung model had 3311 branches. The smallest diameter airway in this model was

0.1mm, but this was not at the ends of every branch, therefore conclusions cannot be drawn

for tools <1mm in diameter. Regardless, the ability to make a<1mm diameter tool with all

the required functionality is almost impossible at this time and may therefore not be relevant.

The second, and likely more impactful, limitation of these models is that there is no stretch-

ing or deformation of the airways that is taken into account in determining the airway to lesion

distances. Biological tissues have some elasticity and the airways will stretch when the endo-

bronchial tools are advanced. Therefore, it is likely that in reality more lesions are reachable

and the distance that the tools would need to travel is likely to be shorter.

It is also assumed that a tool traveling along an optimal path can be accurately navigated

and localize any lesion. Obviously there are limitations to this today. However, with new tech-

niques like electro-magnetic navigation bronchoscopy or image-guided bronchoscopy the

ability to accurately navigate a tool along an optimal path may become more reasonable.

Highly steerable, flexible tools would also be required for this.

Looking at the current literature and products on the market there are a variety of tools

becoming available to pulmonologists to assess airways, biopsy tissue, and treat abnormalities.

Given all of these new tools that could impact patient care it is important to understand how

impactful they can be given their current sizes. Additionally for anyone designing new

Optimal endobronchial tool sizes

PLOS ONE | https://doi.org/10.1371/journal.pone.0189963 December 19, 2017 7 / 11

https://doi.org/10.1371/journal.pone.0189963


endobronchial tools it is important to understand the design criteria needed to target the

majority of lung lesions.

Medtronic’s superDimension™ Navigation system and Veran Medical Technologies’ SPiN

SYSTEM™ are probably the most widely known systems that are on the market to provide better

navigational guidance, like a GPS, in the lung to localize lesions. superDimension™ consists of a

tracking tool enabled with an electro-magnetic (EM) sensor and separate biopsy tools (1.7–

1.9mm), like brushes, needles, forceps, etc., which are designed to fit down the working channel

of a standard bronchoscope. From our simulations, the ~2mm EM sensor and biopsy tools

would reach only 13.8–18.5% of 1cm lesions if the sensor remains in the airways. The benefit of

a tracked technology is that the tools can still be located even when they must be used off-road.

Overall, the clinical usefulness of EM navigational guidance is still under consideration. Some

argue that it is a safe and effective tool for obtaining a diagnosis in high risk individuals that

can’t undergo invasive procedures [18]. While other reports are less optimistic as diagnostic

yield can be heavily impacted by a bronchus sign on CT and respiratory motion [19,20].

Ultrasound techniques, including linear endobronchial ultrasound (EBUS) and radial

endobronchial ultrasound (REBUS) are beginning to play a larger role in the diagnosis and

staging of lung malignancies by providing additional imaging of the airways [21]. Linear EBUS

probes are typically quite large (>6mm diameter) and therefore restricted to the central air-

ways. REBUS probes on the other hand, are much smaller (1.4 mm), potentially reaching more

peripheral lesions. From the simulations a 1.4mm REBUS probe would directly reach 16.4–

22.0% of 1cm lesions. It should be noted however that REBUS has a penetration depth of a few

centimeters and would therefore be able to image lesions beyond the airway wall; thus the per-

centage of “reachable” lesions would be at least 4x higher than a tool that needs to be in direct

contact with the tissue–which is the case for a biopsy. Although REBUS can potentially image

more lesions than EBUS, the probe must be exchanged with forceps or a needle to take the

actual tissue sample as it’s too large for the working channel to accommodate both tools.

A variety of optical based techniques can be found in the literature where they are predomi-

nately used to image the structure of the airways, like ultrasound, or to provide real-time bio-

chemical and morphological information related to tissue composition. Light-based techniques

are an attractive option because they are non-destructive to the tissue and are compact enough

to fit through the working channel of a bronchoscope [22]. Tissue characterization tools like

Raman spectroscopy [31,32,33], diffuse reflectance spectroscopy (DRS) [28,29,30], fluorescence

spectroscopy [28,29], and differential path-length spectroscopy (DPS) [30,34,35,36] have been

investigated for lung cancer detection, achieving >92% sensitivity and specificity with Raman

[31,32] and>80% sensitivity and specificity with DRS and DPS [28,29,30,39]. These technolo-

gies have not yet been investigated for endobronchial access and it is unknown how small these

types of tools could be made. Like ultrasound, they can also measure tissue beyond the airway

wall with a penetration depth on the order of millimeters, thus increasing the percentage of

reachable lesions 2-fold. Another optical technique, autofluorescence bronchoscopy, is already

on the market and shows improved performance in sensitivity but is still limited to the central

airways due to its size and specificity is low [31]. To our knowledge the only group that has

investigated the feasibility of peripheral airway optical sensing is that of Suter et al. [23,24,26,27].

They developed an optical coherence tomography (OCT) imaging catheter integrated inside a

21-gauge TBNA needle to target peripheral airways which was tested in ex-vivo swine lungs

[23]. OCT uses light scattering to produce an image of the tissue structure, similar to ultrasound

but with much finer resolution and at the expense of imaging depth. The integration of both the

imaging and biopsy needle into a single catheter shows real hope that a fully integrated tool

could eventually be made. From our simulations, their 21-gauge needle (assuming a 2mm pene-

tration depth) would reach ~28–36% of 1cm lesions.
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From the 3D simulations and CT analyses, we have shown that for most lung lesions that

will be detected with LDCT screening the small size of these lesions will make it challenging to

reach, biopsy, and treat them endobronchially. In the majority of patients biopsy tools and/or

treatment devices such as ablation needles will need to traverse the bronchial walls and pro-

ceed off-road to successfully reach the lesions; or we need tools that are<1mm in diameter–a

challenging task. Typically the tool tip will need to travel 1-2cm off-road to reach and biopsy/

treat a lesion. Given this information, any new technology being developed for navigational

guidance, tissue confirmation, or treatment needs to be made small enough and should be able

to traverse the bronchial wall to have the greatest impact in the pulmonology workflow.

Supporting information

S1 File. Matlab (.mat) file containing the x, y, and z coordinates of the simulated lesion

locations with respect to the airway models. Inspiration and expiration are two different var-
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ways from the CT scans.
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Acknowledgments

We would like to thank Hiroko Kitaoka for creating the tool to generate various airway models

and for providing assistance and answering questions when needed. We would also like to

thank Vijay Parthasarathy, Jeroen de Jong, Robert Poel, Tobias Klinder, Jarich Spliethoff, and

Lisanne de Boer for their contributions on earlier experiments that supported portions of this

work.

Author Contributions

Conceptualization: Torre M. Bydlon, Benno H. W. Hendriks, Theodoor J. M. Ruers.

Formal analysis: Torre M. Bydlon.

Investigation: Torre M. Bydlon, Gerrit C. Langhout, Jasper Nijkamp, Susan G. Brouwer de

Koning.

Methodology: Torre M. Bydlon, Gerrit C. Langhout, Jasper Nijkamp, Susan G. Brouwer de

Koning, Benno H. W. Hendriks.

Resources: Gerrit C. Langhout.

Software: Torre M. Bydlon, Gerrit C. Langhout.

Supervision: Benno H. W. Hendriks, Theodoor J. M. Ruers.

Validation: Ferry Lalezari, Koen J. Hartemink, Sjaak Burgers.

Visualization: Torre M. Bydlon, Gerrit C. Langhout.

Writing – original draft: Torre M. Bydlon, Gerrit C. Langhout, Sjaak Burgers, Benno H. W.

Hendriks.

Writing – review & editing: Torre M. Bydlon, Gerrit C. Langhout, Koen J. Hartemink, Jasper

Nijkamp, Sjaak Burgers, Benno H. W. Hendriks, Theodoor J. M. Ruers.

Optimal endobronchial tool sizes

PLOS ONE | https://doi.org/10.1371/journal.pone.0189963 December 19, 2017 9 / 11

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0189963.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0189963.s002
https://doi.org/10.1371/journal.pone.0189963


References
1. Nanda Horeweg CMvdA, Thunnissen Erik, Nackaerts Kristiaan, Carla Weenink HJMG, Lammers Jan-

Willem J., Aerts Joachim G., Scholten Ernst T., Joost van Rosmalen WM, Oudkerk Matthijs, and de

Koning Harry J. (2013) Characteristics of Lung Cancers Detected by Computer Tomography Screening

in the Randomized NELSON Trial. Am J Respir Crit Care Med 187: 848–854. https://doi.org/10.1164/

rccm.201209-1651OC PMID: 23348977

2. Ofiara LM, Navasakulpong A, Ezer N, Gonzalez AV (2012) The importance of a satisfactory biopsy for

the diagnosis of lung cancer in the era of personalized treatment. Curr Oncol 19: S16–23. https://doi.

org/10.3747/co.19.1062 PMID: 22787407

3. Kadam Adam Lee AAR, Amir Leah (2014) Cost–effectiveness of endobronchial percutaneous biopsy

compared with transthoracic biopsy for diagnosis of peripheral lung lesions. Lung Cancer Management

3: 135–148.

4. Mazzone P, Jain P, Arroliga AC, Matthay RA (2002) Bronchoscopy and needle biopsy techniques for

diagnosis and staging of lung cancer. Clin Chest Med 23: 137–158, ix. PMID: 11901908

5. Ishida T, Asano F, Yamazaki K, Shinagawa N, Oizumi S, et al. (2011) Virtual bronchoscopic navigation

combined with endobronchial ultrasound to diagnose small peripheral pulmonary lesions: a randomised

trial. Thorax 66: 1072–1077. https://doi.org/10.1136/thx.2010.145490 PMID: 21749984

6. Midthun DE (2014) Overview of the initial evaluation, treatment and prognosis of lung cancer.

7. Gilbert C, Akulian J, Ortiz R, Lee H, Yarmus L (2014) Novel bronchoscopic strategies for the diagnosis

of peripheral lung lesions: present techniques and future directions. Respirology 19: 636–644. https://

doi.org/10.1111/resp.12301 PMID: 24797257

8. Ru Zhao Y, Xie X, de Koning HJ, Mali WP, Vliegenthart R, et al. (2011) NELSON lung cancer screening

study. Cancer Imaging 11 Spec No A: S79–84. https://doi.org/10.1102/1470-7330.2011.9020 PMID:

22185865

9. Horeweg N, de Koning HJ (2013) Reply: stage distribution of lung cancers detected by computed

tomography screening in the NELSON Trial. Am J Respir Crit Care Med 188: 1035–1036. https://doi.

org/10.1164/rccm.201305-0935LE PMID: 24127806

10. Horeweg N, van der Aalst CM, Vliegenthart R, Zhao Y, Xie X, et al. (2013) Volumetric computed tomog-

raphy screening for lung cancer: three rounds of the NELSON trial. Eur Respir J 42: 1659–1667.

https://doi.org/10.1183/09031936.00197712 PMID: 23845716

11. Oudkerk M, Heuvelmans MA (2013) Screening for lung cancer by imaging: the Nelson study. JBR-BTR

96: 163–166. PMID: 23971173

12. Horeweg N, van Rosmalen J, Heuvelmans MA, van der Aalst CM, Vliegenthart R, et al. (2014) Lung

cancer probability in patients with CT-detected pulmonary nodules: a prespecified analysis of data from

the NELSON trial of low-dose CT screening. Lancet Oncol.

13. Horeweg N, van der Aalst CM, Thunnissen E, Nackaerts K, Weenink C, et al. (2013) Characteristics of

lung cancers detected by computer tomography screening in the randomized NELSON trial. Am J

Respir Crit Care Med 187: 848–854. https://doi.org/10.1164/rccm.201209-1651OC PMID: 23348977

14. Aberle DR, Adams AM, Berg CD, Black WC, Clapp JD, et al. (2011) Reduced lung-cancer mortality with

low-dose computed tomographic screening. N Engl J Med 365: 395–409. https://doi.org/10.1056/

NEJMoa1102873 PMID: 21714641

15. Aberle DR, Berg CD, Black WC, Church TR, Fagerstrom RM, et al. (2011) The National Lung Screening

Trial: overview and study design. Radiology 258: 243–253. https://doi.org/10.1148/radiol.10091808

PMID: 21045183

16. Mazzone P (2012) The rationale for, and design of, a lung cancer screening program. Cleve Clin J Med

79: 337–345. https://doi.org/10.3949/ccjm.79a.12018 PMID: 22550076

17. Pedersen JH, Ashraf H, Dirksen A, Bach K, Hansen H, et al. (2009) The Danish randomized lung cancer

CT screening trial—overall design and results of the prevalence round. J Thorac Oncol 4: 608–614.

https://doi.org/10.1097/JTO.0b013e3181a0d98f PMID: 19357536

18. Mahajan AK, Patel S, Hogarth DK, Wightman R (2011) Electromagnetic navigational bronchoscopy: an

effective and safe approach to diagnose peripheral lung lesions unreachable by conventional bronchos-

copy in high-risk patients. J Bronchology Interv Pulmonol 18: 133–137. https://doi.org/10.1097/LBR.

0b013e318216cee6 PMID: 23169081

19. Seijo LM, de Torres JP, Lozano MD, Bastarrika G, Alcaide AB, et al. (2010) Diagnostic yield of electro-

magnetic navigation bronchoscopy is highly dependent on the presence of a Bronchus sign on CT imag-

ing: results from a prospective study. Chest 138: 1316–1321. https://doi.org/10.1378/chest.09-2708

PMID: 20435658

Optimal endobronchial tool sizes

PLOS ONE | https://doi.org/10.1371/journal.pone.0189963 December 19, 2017 10 / 11

https://doi.org/10.1164/rccm.201209-1651OC
https://doi.org/10.1164/rccm.201209-1651OC
http://www.ncbi.nlm.nih.gov/pubmed/23348977
https://doi.org/10.3747/co.19.1062
https://doi.org/10.3747/co.19.1062
http://www.ncbi.nlm.nih.gov/pubmed/22787407
http://www.ncbi.nlm.nih.gov/pubmed/11901908
https://doi.org/10.1136/thx.2010.145490
http://www.ncbi.nlm.nih.gov/pubmed/21749984
https://doi.org/10.1111/resp.12301
https://doi.org/10.1111/resp.12301
http://www.ncbi.nlm.nih.gov/pubmed/24797257
https://doi.org/10.1102/1470-7330.2011.9020
http://www.ncbi.nlm.nih.gov/pubmed/22185865
https://doi.org/10.1164/rccm.201305-0935LE
https://doi.org/10.1164/rccm.201305-0935LE
http://www.ncbi.nlm.nih.gov/pubmed/24127806
https://doi.org/10.1183/09031936.00197712
http://www.ncbi.nlm.nih.gov/pubmed/23845716
http://www.ncbi.nlm.nih.gov/pubmed/23971173
https://doi.org/10.1164/rccm.201209-1651OC
http://www.ncbi.nlm.nih.gov/pubmed/23348977
https://doi.org/10.1056/NEJMoa1102873
https://doi.org/10.1056/NEJMoa1102873
http://www.ncbi.nlm.nih.gov/pubmed/21714641
https://doi.org/10.1148/radiol.10091808
http://www.ncbi.nlm.nih.gov/pubmed/21045183
https://doi.org/10.3949/ccjm.79a.12018
http://www.ncbi.nlm.nih.gov/pubmed/22550076
https://doi.org/10.1097/JTO.0b013e3181a0d98f
http://www.ncbi.nlm.nih.gov/pubmed/19357536
https://doi.org/10.1097/LBR.0b013e318216cee6
https://doi.org/10.1097/LBR.0b013e318216cee6
http://www.ncbi.nlm.nih.gov/pubmed/23169081
https://doi.org/10.1378/chest.09-2708
http://www.ncbi.nlm.nih.gov/pubmed/20435658
https://doi.org/10.1371/journal.pone.0189963


20. Chen A, Pastis N, Furukawa B, Silvestri GA (2015) The effect of respiratory motion on pulmonary nod-

ule location during electromagnetic navigation bronchoscopy. Chest 147: 1275–1281. https://doi.org/

10.1378/chest.14-1425 PMID: 25357229

21. Dooms C, Muylle I, Yserbyt J, Ninane V (2013) Endobronchial ultrasound in the management of non-

small cell lung cancer. Eur Respir Rev 22: 169–177. https://doi.org/10.1183/09059180.00001113

PMID: 23728872

22. Zeng H, McWilliams A, Lam S (2004) Optical spectroscopy and imaging for early lung cancer detection:

a review. Photodiagnosis Photodyn Ther 1: 111–122. https://doi.org/10.1016/S1572-1000(04)00042-0

PMID: 25048182

23. Tan KM, Shishkov M, Chee A, Applegate MB, Bouma BE, et al. (2012) Flexible transbronchial optical

frequency domain imaging smart needle for biopsy guidance. Biomed Opt Express 3: 1947–1954.

https://doi.org/10.1364/BOE.3.001947 PMID: 22876357

24. Hariri LP, Villiger M, Applegate MB, Mino-Kenudson M, Mark EJ, et al. (2013) Seeing beyond the bron-

choscope to increase the diagnostic yield of bronchoscopic biopsy. Am J Respir Crit Care Med 187:

125–129. https://doi.org/10.1164/rccm.201208-1483OE PMID: 23322794

25. Hariri LP, Mino-Kenudson M, Mark EJ, Suter MJ (2012) In vivo optical coherence tomography: the role

of the pathologist. Arch Pathol Lab Med 136: 1492–1501. https://doi.org/10.5858/arpa.2012-0252-SA

PMID: 23194041

26. Hariri LP, Mino-Kenudson M, Lanuti M, Miller AJ, Mark EJ, et al. (2015) Diagnosing lung carcinomas

with optical coherence tomography. Ann Am Thorac Soc 12: 193–201. https://doi.org/10.1513/

AnnalsATS.201408-370OC PMID: 25562183

27. Hariri LP, Mino-Kenudson M, Applegate MB, Mark EJ, Tearney GJ, et al. (2013) Toward the guidance

of transbronchial biopsy: identifying pulmonary nodules with optical coherence tomography. Chest 144:

1261–1268. https://doi.org/10.1378/chest.13-0534 PMID: 23828441

28. Spliethoff JW, Evers DJ, Klomp HM, van Sandick JW, Wouters MW, et al. (2013) Improved identification

of peripheral lung tumors by using diffuse reflectance and fluorescence spectroscopy. Lung Cancer 80:

165–171. https://doi.org/10.1016/j.lungcan.2013.01.016 PMID: 23402823

29. Fawzy YS, Petek M, Tercelj M, Zeng HS (2006) In vivo assessment and evaluation of lung tissue mor-

phologic and physiological changes from non-contact endoscopic reflectance spectroscopy for improv-

ing lung cancer detection. Journal of Biomedical Optics 11: -.

30. Bard MP, Amelink A, Skurichina M, Noordhoek Hegt V, Duin RP, et al. (2006) Optical spectroscopy for

the classification of malignant lesions of the bronchial tree. Chest 129: 995–1001. https://doi.org/10.

1378/chest.129.4.995 PMID: 16608949

31. Magee ND, Villaumie JS, Marple ET, Ennis M, Elborn JS, et al. (2009) Ex vivo diagnosis of lung cancer

using a Raman miniprobe. J Phys Chem B 113: 8137–8141. https://doi.org/10.1021/jp900379w PMID:

19453143

32. Huang Z, McWilliams A, Lui H, McLean DI, Lam S, et al. (2003) Near-infrared Raman spectroscopy for

optical diagnosis of lung cancer. Int J Cancer 107: 1047–1052. https://doi.org/10.1002/ijc.11500 PMID:

14601068

33. Short MA, Lam S, McWilliams A, Zhao J, Lui H, et al. (2008) Development and preliminary results of an

endoscopic Raman probe for potential in vivo diagnosis of lung cancers. Opt Lett 33: 711–713. PMID:

18382526

34. Bard MP, Amelink A, Hegt VN, Graveland WJ, Sterenborg HJ, et al. (2005) Measurement of hypoxia-

related parameters in bronchial mucosa by use of optical spectroscopy. Am J Respir Crit Care Med

171: 1178–1184. https://doi.org/10.1164/rccm.200501-046OC PMID: 15709054

35. Aerts JG, Amelink A, van der Leest C, Hegmans JP, Hemmes A, et al. (2007) HIF1a expression in bron-

chial biopsies correlates with tumor microvascular saturation determined using optical spectroscopy.

Lung Cancer 57: 317–321. https://doi.org/10.1016/j.lungcan.2007.03.023 PMID: 17485134

36. Amelink A, Sterenborg HJ, Bard MP, Burgers SA (2004) In vivo measurement of the local optical prop-

erties of tissue by use of differential path-length spectroscopy. Opt Lett 29: 1087–1089. PMID:

15181994

37. Kitaoka H, Takaki R, Suki B (1999) A three-dimensional model of the human airway tree. J Appl Physiol

(1985) 87: 2207–2217.

38. Kitaoka H Welcome to 4D Respirology.

39. Evers DJ, Nachabe R, Klomp HM, van Sandick JW, Wouters MW, et al. (2012) Diffuse reflectance

spectroscopy: a new guidance tool for improvement of biopsy procedures in lung malignancies. Clin

Lung Cancer 13: 424–431. https://doi.org/10.1016/j.cllc.2012.02.001 PMID: 22534415

Optimal endobronchial tool sizes

PLOS ONE | https://doi.org/10.1371/journal.pone.0189963 December 19, 2017 11 / 11

https://doi.org/10.1378/chest.14-1425
https://doi.org/10.1378/chest.14-1425
http://www.ncbi.nlm.nih.gov/pubmed/25357229
https://doi.org/10.1183/09059180.00001113
http://www.ncbi.nlm.nih.gov/pubmed/23728872
https://doi.org/10.1016/S1572-1000(04)00042-0
http://www.ncbi.nlm.nih.gov/pubmed/25048182
https://doi.org/10.1364/BOE.3.001947
http://www.ncbi.nlm.nih.gov/pubmed/22876357
https://doi.org/10.1164/rccm.201208-1483OE
http://www.ncbi.nlm.nih.gov/pubmed/23322794
https://doi.org/10.5858/arpa.2012-0252-SA
http://www.ncbi.nlm.nih.gov/pubmed/23194041
https://doi.org/10.1513/AnnalsATS.201408-370OC
https://doi.org/10.1513/AnnalsATS.201408-370OC
http://www.ncbi.nlm.nih.gov/pubmed/25562183
https://doi.org/10.1378/chest.13-0534
http://www.ncbi.nlm.nih.gov/pubmed/23828441
https://doi.org/10.1016/j.lungcan.2013.01.016
http://www.ncbi.nlm.nih.gov/pubmed/23402823
https://doi.org/10.1378/chest.129.4.995
https://doi.org/10.1378/chest.129.4.995
http://www.ncbi.nlm.nih.gov/pubmed/16608949
https://doi.org/10.1021/jp900379w
http://www.ncbi.nlm.nih.gov/pubmed/19453143
https://doi.org/10.1002/ijc.11500
http://www.ncbi.nlm.nih.gov/pubmed/14601068
http://www.ncbi.nlm.nih.gov/pubmed/18382526
https://doi.org/10.1164/rccm.200501-046OC
http://www.ncbi.nlm.nih.gov/pubmed/15709054
https://doi.org/10.1016/j.lungcan.2007.03.023
http://www.ncbi.nlm.nih.gov/pubmed/17485134
http://www.ncbi.nlm.nih.gov/pubmed/15181994
https://doi.org/10.1016/j.cllc.2012.02.001
http://www.ncbi.nlm.nih.gov/pubmed/22534415
https://doi.org/10.1371/journal.pone.0189963

