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PLAIN CHEST RADIOGRAPHY 

• May detect a cause of haemoptysis in 40-50% of cases. 1,10  

• Patients with negative CXR and two or more risk factors for malignancy (>50yrs old, >40 pack 

year smoking history) need to be further investigated. 2  

• Patients with fewer than two risk factors for malignancy can be followed by observation. 2  

 

HIGH RESOLUTION COMPUTED TOMOGRAPHY (HRCT) 

• Investigation of choice for suspected bronchiectasis, which is the second most common cause of 

haemoptysis. 3  

• Thick slice helical CT is not effective as a screening modality for bronchiectasis. 

 

BRONCHOSCOPY 

• Allows biopsies to be taken for histology or brushings and washings for cytology and 

microbiology. 1-4  

• Provides the option of therapeutic intervention.  

• Limitations: failure to visualise peripheral lesions. 3,5  

• Disadvantages: invasive procedure with a risk of complications. 

 

COMPUTED TOMOGRAPHY 

• Most sensitive diagnostic test with a positive yield of 67%. 1,5,6  

• Primary investigation in patients with normal or non-localising chest radiographs. 6,9  

• Initial Chest CT before bronchoscopy in patients in whom the chest radiograph is abnormal or 

suggestive of malignancy is cost effective in improving diagnostic yield from invasive diagnostic 

procedures and in some cases, eliminates the need for any further investigation. 3,6,7  

• In patients with non-massive haemoptysis, intravenous contrast is given if there are 

abnormalities seen on the CXR .  

• Useful for:  

• Diagnosing peripheral airway disease, in particular, bronchiectasis, as well as 

radiographically occult parenchymal neoplasms. 3,6  

• Staging of bronchogenic carcinoma. 8  

• Guiding percutaneous needle biopsy.  

• Providing roadmap for both bronchial and transbronchial biopsy.  

• Limitations: insensitive to early mucosal abnormalities. 3,5  
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FLEXIBLE OR RIGID BRONCOSCOPY 

• Urgent bronchoscopy is indicated in unstable patients with massive haemoptysis.  

• Rigid bronchoscopy offers greater suctioning ability and maintenance of airway patency but 

flexible bronchoscopy may be more appropriate for peripheral lesions. 9,10  

• Precedes bronchial angiography and embolisation to locate the bleeding site (sensitivity 67%). 1  

 

BRONCHIAL ANGIOGRAPHY 

• Indicated when bronchial embolisation is intended. 9  

• Angiographic signs of pulmonary haemorrhage include extravasation of contrast media, 

hypervascularisation, abnormal arborisation of bronchial arteries, systemic-pulmonary shunts 

and bronchial artery aneurysms.  

 

BRONCHIAL ARTERY EMBOLISM 

• Effective treatment adjunct to control bronchial bleeding and reduces the need for high-risk 

emergency lung resections (immediate control of bleeding in 75-93% of cases). 10-12  

• Aims to reduce the systemic arterial perfusion pressures to the fragile vessels within 

inflammatory tissue and to try to prevent the development and enlargement of non-bronchial 

systemic arterial collaterals. 9  

• Reserved for patients with life threatening haemoptysis.  

• Helps avoid surgery in patients who are not good surgical candidates. 11  

• Limitations: 11,12  

• 20% recurrence rate.  

• Potential complications include accidental embolisation of the spinal artery either by 

contrast material or the embolising particles causing ischaemic injury to the spinal cord.  

• 0-20% technical failure rate due to inability to cannulate the vessel, instability of the 

catheter tip, or visualisation of anterior spinal artery.  
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Website 

For more information go to www.imagingpathways.health.wa.gov.au 
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