CT-GUIDED LUNG BIOPSY: EFFECT OF
BIOPSY-SIDE DOWN POSITION ON
PNEUMOTHORAX AND CHEST TUBE

PLACEMENT

- CRITICAL APPRAISAL-




ORIGINAL RESEARCH = THORACIC IMAGING

CT-guided Lung Biopsy: Effect of Biopsy-side
Down Position on Pneumothorax and Chest
Tube Placement

Oria Dyumm, MB, MRCS, FFR(RCSI) * Eimear A. Joyce, MB, MRCS, FFR(RCSI)

Catherine de Blacam, FRCS (Plast), MD » Tom Gleeson, MB, MSe * John Kavanagh, MB, FFR(RCSI)

Eoghan McCarthy, MB, MRCS, FFR(RCSI) * Ronan McDermott, MB, MRCPL, FFR(RCSI) *

Peter Beddy, MB, FRCR, FFR(RCSI)

From the Department of Radialogy, S¢ James's Hospid? and Trinuy College, Jumess Street, Dublin 8, [reland (O.D., EAL, CA.B, TG, EM., RM., BB.); and Joine

Department of Medicd [nsaging, Universicy of Toronte, Toronte, Canada (J.K.). Received October 6, 2018; revision requested Novernber 21; revision reccived March 21,
201Y; accepted April 3. Address correspondence ta IB. {e-mail: pheddygxsiames. ic).

Conflicts of incerese are listed at the end of chis article

Radiology 2019; 292:190-196 ® hreps://doi.org/10.1148/radio). 2019182321 ® Content codes: [CH][CT]




OVERVIEW

e Received: 6t Oct 2018

* Accepted: 34 April 2019

* Published online: 14" May

2019 CT-guided Lung Biopsy: Effect of Biopsy-side
T e e Down Position on Pneumothorax and Chest
Tube Placement

* Good impact factor

(6.22) Orla Drumm, MB, MRCS, FFR(RCSI) * Eimear A, Joyce, MB, MRCS, FFR(RCSI) *
« Original research article Catherine de Blacam, FRCS (Plast), MD » Tom Gleeson, MB, MSc * John Kavanagh, MB, FFR(RCSI)
g . ) Eoghan McCarthy, MB, MRCS, FFR(RCSI) * Ronan McDermott, MB, MRCPIL, FFR(RCSI) +
* Clearly describe the title Peter Beddy, MB, FRCR, FFR(RCSI)
Of the resea—rCh Fram the Deparement of Radinlogy, St James's Hospiral and Trinicy Callege, James's Streer. Dublin &, Ireland (O.D., AL, CAB., TG, EM. RM,, PR.): and Joint
. Deparcvent of Medical maging, Unisersit of Toronw, Toronto, Canada {.K.). Received October 6, 2018; revision requested November 21; evision received March 21,
* Open access. RSNA 2019; accepred Aprd 3. Address correspondence to LB, (e-mail: pbeddy@itfamies. e},

Radiology, PubMed

Contlicts of buterest are lsted at tee cad ol ds aruele.

Radiology 2019: 292:190-196 @ htrps://doi.org/10,1148/radiol. 2019182321 @ (_Tnmenrrode.s:@



Orla Drumm, MB, MRCS, FFR(RCSI) * Eimear A. Joyce, MB, MRCS, FFR(RCSI) *

Catherine de Blacam, FRCS (Plast), MD * Tom Gleeson, MB, MSc * John Kavanagh, MB, FFR(RCSI)

Eoghan McCarthy, MB, MRCS, FFR(RCSI) * Ronan McDermott, MB, MRCPI, FFR(RCSI) *

Peter Beddy, MB, FRCR, FFR(RCSI)

From the Department of Radiology, St James's Hospital and Trinity College, Jamess Street, Dublin 8, Ireland (O.D., E.A]., C.d.B., T.G., EM., RM., PB.); and Joint

Department of Medical Imaging, University of Toronto, Toronto, Canada (J.K.). Received October 6, 2018; revision requested November 21; revision received March 21,
2019; accepted April 3. Address correspondence to PB. (e-mail: pbeddystjames.ie).

stated



ABSTRACT




Backgromnd:  Supine or prone positioning of the patient on the gantry table is the current standard of care for CT- g.uded lung bi-
opsy; positioning biopsy side down was hypothesized to be associated with lower pneumothorax rate.

Purpose: ‘To assess the effect of positioning patients blopsy side down during CT-gmded lung ‘biopsy on the incidence of pneumo-
thorax, chest drain placement, and hemoptysis.

oology center. Pauents undergom Sa mdedl
the lateral decubitus position with the bxo side down '111: rclataonsh:p bctween paucnt position and pncumothorax, dram placc-
ment, and hemoptysis was assessed by using multwanablc logistic regression models.




Results: A total of 373 consecutive patients (mean age = standard deviation, 68 years = 10), including 196 women and 177 men,
were included in the study. Among these patients, 184 were positioned either prone or supine depending on the most direct path to
the lesion and 189 were positioned biopsy side down. Pneumothorax occurred in 50 of 184 (27.2%) patients who were positioned
either prone or supine and in 20 of 189 (10.6%) patients who were positioned biopsy side down (2 < .001). Drain placement was
required in 10 of 184 (5.4%) patients who were positioned either prone or supine and in eight of 189 (4.2%) patients who were
positioned biopsy side down (P = .54). Hemoptysis occurred in 19 of 184 (10.3%) patients who were positioned prone or supine
and in 10 of 189 (5.3%) patients who were positioned biopsy side down (£ = .07). Prone or supine patient position (7 = .001, odds
ratio [OR] = 2.7 [95% confidence interval {CI}: 1.4, 4.9]), emphysema along the needle path (2= .02, OR = 2.1 [95% CI: 1.1,
4.0]), and lesion size (P = .02, OR = 1.0 [95% CI: 0.9, 1.0]) were independent risk factors for developing pneumothorax.

Conclusiom:  Positioning a patient biopsy side down for percutancous CT-guided lung biopsy reduced the incidence of pneumothorax
compared with the supine or prone position.

* Results were summarized in a succinct manner. The purpose of the study were addressed.

* Results of the multiple regression analysis for the independent risk factors for developing
pneumothorax was also summarized.

* Conclusion — clearly written



INTRODUCTION



Percutaneous CT-guided transthoracic lung biopsy is an
established technique for obtaining a tissue diagnosis
from pulmonary masses. The procedure has high diagnos-
tic accuracy, ranging 82%—98% (1-5). Complications arc
relatively frequent, with the incidence of pneumothorax
varying 15%-54% (1,5-10) and a chest drain required in
1.4%—16.7% of patients (6,7,9-11). Hemoptysis is also a
relatively frequent complication (0.8%—14.4%), but it is
generally self-limited (1,5,8,9,11,12).

The development of a pneumothorax during the bi-
opsy results in a more technically challenging procedure,
and chest tube insertion may necessitate hospital admis-
sion {13-15). Various technical modifications have been
published to reduce the incidence of pneumothorax, with
a focus on patient positioning (10,15-17). In 1982, Zid-
ulka et al demonstrated that placing dogs in the lateral
decubitus position reduced the incidence of pneumotho-
rax after pleural puncture (18). A number of subsequent
studies have reported variable results on the effects of

patient positioning after biopsy (15,17,19-24). The “rapid
rollover technique” after lung biopsy demonstrated a sub-
stantial reduction in the incidence of pneumothorax after
biopsy; however, a larger study using this technique did not
achieve the same results (16,23).

An alternative approach might be to position the pa-
tient biopsy side down during the procedure and approach
the lesion from the anterior or posterior chest wall. Posi-
tioning a patient biopsy side down during the procedure
may decrease the incidence of hemoptysis as parenchymal
hemorrhage enters the airways dependendy (eg, by grav-
ity). We hypothesized that performing a lung biopsy in
the biopsy-side down position would reduce the incidence
of complicatons (eg, pneumothorax, chest tbe or drain
placement, and hemoptysis).

The purpose of this study was to assess the effect of po-
sitioning a patient biopsy side down during percutancous
CT-guided transthoracic lung biopsy on the incidence of
complicarions.

Briefly written introduction

Prevalence of common complications from CT guided lung biopsy described.
Brief introduction on pneumothorax.

Existing modifications to reduce incidence of pneumothorax from previous study
explained.

Hypothesis clearly stated. Purpose of the study mentioned.



Study Population

This retrospective study was approved by our institution’s in-
ternal review board. There was no industry or financial support
obtained. We analyzed consecutive patient studies performed
between January 2013 and December 2016 at St James's Hos-
pital, Dublin, Ireland, a tertiary referral oncology center. Pa-
tients were included if they had an indeterminate or suspicious
parenchymal lung mass that was unsuitable for transbronchial
biopsy or if they had undergone an unsuccessful transbronchial
biopsy and a tissue diagnosis was requested by the artending
pulmonologist or cardiothoracic surgeon. Patients were excluded
from the study if they had severe pulmonary hypertension
or the lesion was considered to be in an unsuitable location
for percutaneous CI-guided lung biopsy. No lesions were ex-
cluded during the study period. The final study population in-
cluded 373 consccutively recruited patients. Between January
2013 and June 2014, 184 patients underwent biopsy in cither
the prone or supine position. Between July 2014 and Decem-
ber 2016, 189 patients underwent biopsy in the biopsy-side
down position (Fig 1).




Biopsy Technique
Written informed consent was obtained from all patients for

PB., with 12 and 7 ycars of experience in CT-guided lung bi-
espectively) performed all procedures. Procedures were

performed under CT guidance on a 64-section multidetector
CT (Somatom Sensation; Siemens, Erlangen, Germany) or a
Toshiba Aquilion 64 (Toshiba Medical Systems, Otawara, Japan)
with a 19-gauge coaxial needle and a 20-gauge automated
core biopsy needle (Bard Monopty Disposable Core Biopsy

Device; Bard, Tempe, Ariz). In the prone or supine group, 134
patients were positioned in the supine position and 50 in the
prone position. The prone or supine position was chosen de-
pending on the most direct needle path to the lesion, avoiding
the fissures if possible (Fig 2). In the biopsy-side down group,
patients were positioned in the lateral decubitus position with
the lesion side closest to the CT table (biopsy side down) (Fig 3).

a follow-up posteroanterior chest radiograph the next day, the
patient was discharged and monitored with daily posteroante-
rior chest radiographs as an outpatient. If the pneumothorax
exceeded 40% and the patient remained asympromatic, the
patient was monitored in the hospirtal until the pneumothorax
reduced in size to less than 25%. A patient with a pneumotho-
rax who became sympromatic (dyspnea or chest pain) or who
had reduced oxygen saturation had cither a 12-F pigtail drain
(Mac-Loc Multipurpose Drainage Catheter; Cook, Blooming-
ton, Ind) inserted by the radiologist who performed the biopsy
or a 20-F drain (Arrow Pneumothorax Set; Teleflex Medical,
Morrisville, NC) inserted by the cardiothoracic team.

To plan the biopsy, an initial non—contrast-material-enhanced
was obrained and reconstructed at 3-mm increments.

needle path was then chosen through the anterior or posterior

lesion, avoiding the fissures if at all possible. All biopsies were
performed using a coaxial technique. The skin, subcutancous
tissues, and parietal pleura were anesthetized with 1% lido-
caine. A single pleural puncture was performed with a 19-gauge
coaxial needle. The needle was positioned adjacent to the lesion
and 20-gauge corc biopsies were performed. After the proce-
dure, paticnts who were in the prone or supine position had
the needle removed rapidly and were rolled onto the biopsy-
side down position. Patients in the biopsy-side down group
had the needle removed after the procedure and remained po-
sitioned biopsy side down. No scalant (blood patch) was used
after the biopsy. All patients were then transferred from the CT
table to the recovery ward in the biopsy-side down position.

All patients were monitored for 3 hours after the procedure.
Routine vital signs were recorded and patients remained in the
biopsy-side down position for 2 hours. If patients remained sta-
ble, they were positioned supine for a further 1 hour. An erect
posteroanterior chest radiograph was obrained at 3 hours after
the procedure. If the chest radiograph showed no pneumotho-
rax, the patient was discharged. If the patient had an asymptom-
atic pneumothorax measuring less than 25%, the patient was
dnscha.rged.'lhesm:ofthe pneumothorax was calculated by us-
ing a previously validated measurement tool (25).

The decision to insert a chest drainage catheter was made
by the radiologists who performed the biopsy in conjunction
with the referring physician (pulmonologist or cardiothoracic
surgeon). A patient with an asympromatic pneumothorax
berween 25% and 40% was admitted to the hospital over-
night. If the pneumothorax was stable or decreased in size on




Statistical Analysis
X* (2 X 2 table) was used to test for statistically significant dif-
ferences berween dichotomous variables. x* (R X 2 rable) was
used to test for differences berween caregorical variables. The
Student ¢ test (invented by William Gosset) was used to test for
differences between continuous variables (C.d.B.).
Comparison between groups was performed using multivari-
able logistic regression. A logistic regression attempts to predict
the probability that an observarion falls into one of two categories
of a dichotomous dependent variable based on one or more in-

dependent variables that can be either continuous or categorical.
The model was run for cach of the three dichotomous dependent

variables of interest: pneumothorax, chest drain placement, and

hemoptysis. Biopsy position, patient age, sex, emphysema, pleu-
ral distance, number of cores, and lesion location were the in-

dependent variables. As per Harrell 2001 (27), 15 was used as
the minimum number of observanons per mdependent vanable.

pendent variable. Patients with leslons in the right middle lobe
or lingula, as well as patients with lung fibrosis, were excluded
from the analysis due to low numbers of observarions (Fig 1). A
P value of less than .05 was considered indicative of statistical
significance. All analyses were performed by using commercially
available software (IBM SPSS Statistics for MAC, version 25.0;
IBM, Armonk, NY).




RESULT



Table 1: Patient Demographics
No. of Lung Biopsies

Demographic All (n = 373) Prone or Supine (7 = 184) Biopsy Side Down (n = 189) P Value
Female 196 (52.5) 102 (55.4) 94 (49.7) 31

Age (y)* 67.7 % 10.2 (23-90) 67.4 % 106 (23-89) 67.9 * 10.0 (27-90) 68
Emphysema 178 (47.7) 98 (53.2) 80 (42.3) .08
Pulmonary fibrosis 4(1.1) 1(0.5) 3(1.6)

Note—Unless stated otherwise, data are number of biopsies. Data in parentheses are percentages. x* (2 X 2), x* (R X 2), and the Student ¢
test were used to calculare the statistical difference between groups of categorical, dichotomous, and continuous variables, respecrively.

* Data are mean * standard deviation. Data in parentheses are ranges.




Table 2: Lesion Characteristics for Patients Positioned Prone or Supine versus Biopsy Side Down

No. of Lung Biopsies

Lesion Characteristic Prone or Supine (2 = 184) Biopsy Side Down (7 = 189)

PValue

Size (mm)*~ 195 %114 20.8 = 10.6
Skin-to-lesion distance (mm)* 67.9 =215 61.9 = 23.1
Pleura-to-lesion distance (mm)* 211 * 14.1 242+ 19.8
No. of cores* 1.8 * 0.64 1.8 * 0.62
Fissures crossed 9 (4.8) 16 (8.5)
Location
Right upper lobe 61(33.2) 67 (35.4)
Left upper lobe 53 (28.8) 35 (18.5)
Right lower lobe 18 (9.8) 43 (22.7)
Left lower lobe 38 (20.7) 33 (17.5)
Middle lobe 11 (6.0) 7(3.7)
Lingula 3(1.6) 41(2.1)

25
01
07
59
23
01

.-h.

Note—Unless stated otherwise, data are number of biopsics. Data in parenthescs are percentages. x* (2 X 2), x* (R X 2), and the Studenc ¢
test were used to calculate the statistical difference between groups of categorical, dichotomous, and continuous variables, respectively.

*PData arc mean * standard deviation.




Pneumothorax occurred in 50 of 184 (27.2%) patients
who were positioned either prone or supine and in 20 of 189
(10.6%) patients who were positioned biopsy side down (P <
.001). Drain placement was required in 10 of 184 (5.4%) pa-
tients who were positioned either prone or supine and in eight
of 189 (4.2%) patients who were positioned biopsy side down
(P = .54). Hemoptysis occurred in 19 of 184 (10.3%) patients
who were positioned prone or supine and in 10 of 189 (5.3%)
patients who were positioned biopsy side down (2 = .07). There
was no difference in the incidence of pneumothorax (P = .72),
drain placement (2 = .56), or hemoptysis (P = .32) between the
prone or supine positioning in the patients who were positioned
cither prone or supine. There was no difference in the complica-
tion rates between the two radiologists (pneumothorax, P = .11;
drain insertion, P = .71; hemoptysis, P = .52).

Complication rates between the 2
radiologist were stated in text
(no difference)

Incidence of pneumothorax, drain placement
and hemoptysis in the different groups were
only mentioned in the text (not summarized
in a table).



Table 3: Multivarioble Logistic Regression Predicling Table 4: Multivariate Logistic Regression Predicting Table 5: Multivariate Loglstic Regression Predicting
Likelihood of Pneumothorax Likelihood of Chest Drain Insertion Likellhood of Hemoptysis

Odds Rativ 95% CI PVa Variable Relarive Risk 954, Cl RV N Vastable Relauve Risk : ! PVl
':kinpc:,r p:,siri(.-n 1.4,4.% i Biopsyposidion 10 08,57 .09

¢ pesition L.a 22 i Biopsy position 1.0 (1.9, 5.7 09

A e (vl
Sex

Mewral diswnce [cn)

Ape [y L0 Age i) 1.0
Sex 1.0 1.5, 4.5 o Se 1.0

Plewral distunee (eos) L0 1.0, 1. Pleural disrance [am] 1.0

&

Emphy
No. of «

] 1.0 ‘ Emphysema 0.9
No. of cores L.0 0.4, 2.5 . 0 1.0

Size (o) 1.0 0.9, 1.0 Size lem) 1.0

- N e
T~ R

(5, 1.4)

[esion ocation lasion lacarian
(.5, L5
1,12

| ofr upper loba 0.5, 2.8

Right upper lobe 0.9 J, 1.8 . Right uppee lobe 1.0
. 0.8 0.0, 1.5 3 Righr lower lohe 1.0
1.0 dv2ed A6 Lkt upper lobe 1.0
Note,—The teta nwaber % us the cohwore lor the soul- v ; < 3k Nat D
a0 37, wothowaces. Blopsy 22 5 i
- ; / analvss was 337, widh 14 de: . ) J0 3 CATS [EpOT
or the prone or supi y .
hiopsr-side down group, sex is for
patients; emphysem
lacatian (righr w

[~

1p: sex is to ) y s paticnTs the biopsy-side doom grv e is For female rexd wirh

IS CO mp:'m-d with no emphy: o ghT nale parients; emphysen npa red with mphysema. | e-
ppper lobe, rir‘_-_'}'r ower lahe, lefr upper lahel is compa red wirth sion locarion [rizhr upper right lovaer lohe, fafr upper lahed

OI T PLone OF SUPLRS Bre COM parad wit 1 jiopsy position is for th ¢ Oor supine 2

compared with lcd - - - A X < a
Linp b left laweer lahe, Cl = confdencs inrerval, s campared with lefr lawer lobe. CI = canfidence interval

 Statistical results for all the variables of interest are presented clearly in separate tables
* Independent risk factors which are statistically significant were highlighted in the text



DISCUSSION



Pneumothorax is the most common complication that occurs
during (or immediately after) a percutaneous CT-guided lung
biopsy, with a recent meta-analysis of 12753 cascs reporting an

incidence of 25.3% (10). Our study demonstrates that posi-
tioning a patient biopsy side down during a percutaneous CT-
guided lung biopsy resulted in a substantial reduction in the
pneumothorax rate (biopsy side down, 10.6% vs prone or su-
pine, 27.2%; P << .001). In addition to the reduced incidence
of pneumothorax, the technical success rate (completed tissue
sampling) for patients positioned biopsy side down was higher
than for those positioned in the more traditional prone or su-
pine approach (100% vs 97.8%, respectively; P = .04). Our
data suggest that paticnt positioning during and immediately
after the procedure are important factors in the development
of a pneumothorax.

Important contributing factors
to develop pneumothorax
discussed



The rare of chest tube or drain insertion in our study (4.8%)

was wmparablc with that found in a recent mcta—analy.s!s of

sics (5.6%) (10). The presence of emphysema
was a sngmﬁcnnt risk factor for chest tube or drain placement
in our cohort. Chest tube drainage often requires a hospital
admission and is more costly (31,32). "There was no significant
difference between the two groups in the rate of chest tube or
drain placement. The relatively low rate in the prone or supine
position may reflect that these parients were rapidly rolled into

the biopsy-side down position after the biopsy, which has been

shown to reduce the rate of tube placement (17). Patient factors

have an influence on whether chest tube drainage is required.
For example, patients with emphysema are more likely to require
tube drainage due to a lower respiratory reserve and can quickly
become dyspneic if a pneumothorax develops (7,33-35). We
confirm the previously published findings by Haraki et al that
lesion depth from the pleural surface is an independent risk fac-
tor for chest tube or drain placement (7).

The incidence of hemoptysis in our cohort was reduced in
patients who were positioned biopsy side down versus supine or
prone (5.3% vs 10.3%, respectively); however, this did not reach
significance. ‘The reported rates of hemoptysis following lung bi-
opsy range 1.8% to 14.4% (1,5,8,9,11,12,36). Placement of the
patient in the biopsy-side down or lateral decubitus position has
been described if hemoprysis develops during a lung biopsy as it
isolates the hemorthage in the dependent lung and protects the

e Data in current study are
comparable to study with larger
sample

 Factors which contribute to the
outcome were discussed

Fur Radiol {20171 27:178- 148
DOY 16, 1007500330016-4337-3

R PO T S O A T

Complication rates of CT-guided transthoracic lung
biopsy: meta-analysis

W. J. Heerink '~ - G. IL de Bock'? - G, J, de Jouge? - IL J. M, Groen ™ .
R. Viiegenthart'? - M. Oudkerk”



large airways and contralateral lung from aspirating this blood
(37). The incidence of hemoptysis was greater with increasing
depth from the pleural surface. This is because central lesions
are closer to larger vessels and bronchi, which makes hemoptysis
more likely if the biopsy needle crosses these structures (12,38).

An approach to reducing the rate of pneumothorax was pre-
viously reported by Kinoshira et al. In that study, a modified CT
table was constructed with a biopsy window to enable the opera-
tor to perform the procedure with the patient positioned biopsy
side down, with a pneumothorax rate of 12.9% (24). Zidulka
et al postulated that the reduced incidence of pneumothorax
by using the biopsy-side down position is due to a reduction in
the alveoli surrounding the needle path, which results in airway
closure, greater resistance to collateral vendilation in the depen-
dent lung, a reduction in the alveolar-to-pleural pressure gradi-
ent at the puncture site, and a gravity-dependent accumulation
of hemorrhage along the needle track (18,20). Essentially when
the patient is biopsy side down, the weight of the lung increases

pleural apposition and compresses the alveoli, which helps to
seal the biopsy track.

* Cause of the complication explained
» Comparison with prior related studies

* Theory behind postulated hypothesis explained



LIMITATION

Retrospective

The needle-out to rollover time in the prone or supine group was
not reported, and a shorter rollover time has been shown to be
associated with a reduced pneumothorax rate

The procedure time was not recorded for the two groups, - unable

to assess whether it took longer to perform the procedure biopsy
side down.

It is possible that changes in patient positioning may increase the risk
of rare complications (eg, air embolism and death) — not reported in
this study

Some of the events could not be included in the multivariate analysis,
as the incidence is too small. Eg : crossing fissure = pneumothorax.

Onur study has the following limitations. The study was ret-
rospective, which is obviously inferior to a randomized control
trial o assess this technique. The needle-our o rallover time in
the prane or supine group was not reported, and a shorter rall-

over time has been shown to be associated with a reduced pneu-

mothorax rare (17,23). The procedure time was not recorded
for the two groups, so we were unable o assess whether it ook
longer o perform the procedure biopsy side down. The overall
volume of procedurcs per day on cach scanner did not change
during our study and we believe there was no additional time re-
quited o perform the procedures biopsy side down. It is possible
thar changes in patient positoning may increase the risk of rare
complicatons (g, air embolism and death); however, we were

formnare that no such complicarions occurred during our study:

HCHCC. we were llnll])ltf L0 AS5ess |"(1r .\Lh’.‘h an unoommaon eyvent.
Some events could not be included in the multivariate analysis as
the incidences were too small; in particular, we excluded crossing
of fissures, which has been previously associated with patients
developing a pneumothorax (13),




In conclusion, positioning the patient biopsy side down dur-
ing percutaneous CT-guided lung biopsy reduces the incidence
of pneumothorax; however, it did not affect the rate of chest tube
or drain insertion or the incidence of hemoptysis. This technique
is a simple approach to reduce the incidence of pneumothorax in
patients undergoing CT-guided lung biopsy.

CONCLUSION




OVERALL

* This is a good article. Good comparison between the groups.
 Strength of the study
- Practically applicable

- Large sample size

* Potentially can be practiced in our department because;

+ No. of CT guided lung biopsy cases

+ Does not require special apparatus/ equipment or device.

+ No extra cost + Another option for patient positioning.

However, need to assess on a case-to-case basis (eg lesion characteristic, patient
tolerance, patient baseline clinical condition).



HUSM - OUR CENTER EXPERIENCE
(BRIEF SUMMARY)

CT Guided Biopsy procedures retrieved from PACS :interval 16/7/2021 — 16/1/2022 (6 months duration)

Total cases of CT guided lung biopsy: |9 cases (left lung | I, right lung 8)

Positioning: Prone | |, Supine 3, Lateral/oblique (side with lesion up) 5

Complications:

Prone : pneumothorax 6 cases, hemothorax | case

Lateral/oblique : pneumothorax | case (right side up)

Supine : 0 cases of pneumothorax

Total number of pneumothorax: 8

NO pneumothorax : | | cases (prone 4, supine 3, right side up 2, left side up 2)

NO STATISTICAL
ANALYSIS
PERFORMED
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