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A—Chest radiograph (A)
of a 66 year old woman
showing a consolidation of
the anterior segment of the
right upper lobe. The
transbronchial lung biopsy
showed chronic
inflammation. B—Wedge
shaped isoechoic lesion,
indicating the consolidated
segment,, shown on the
chest ultrasound scan
(convex scanner).
Ultrasound guided
percutaneous cutting
biopsy showed tuberculosis.
Arrowheads indicate the
air bronchogram. H—
heart; L—consolidated
lung.

aspirations. Twenty one patients had one cut-
ting biopsy specimen taken and nine patients
two specimens because of an inadequate first
specimen. The patients’ characteristics and the
results of the two biopsies are shown in the
table. The figure illustrates a typical ultrasound
image.

In nine of the 30 patients (30%) a definite
diagnosis was made from the percutaneous
needle aspiration. Five patients had an infec-
tion: Aspergillus fumigatus in one, Actino-
bacillus actinomycetemcomitans in one, and
Mpycobacterium tuberculosis, grown in culture,
in three.

A satisfactory specimen for histological diag-
nosis was obtained from 28 of the 30 patients by
Trucut cutting biopsy (93%). A definite
aetiological diagnosis was made or confirmed in
17 patients (57%). In 10 patients an infective
cause was identified. Six patients had consolida-
tion due to malignancy and one due to vas-
culitis. Two patients had the histological
picture of acute pneumonia in the cutting
biopsy specimens but no definite pathogens
were identified (in one case Actinobacillus
actinomycetemcomitans was cultured from the
needle aspirate). Histologically, 11 patients had
chronic inflammatory changes with fibrosis and
had a diagnosis of chronic non-specific
pneumonia. In the two remaining patients
necrotic tissue only was obtained. Thoraco-
tomy in these two patients showed an adeno-
carcinoma in one patient and aspergillosis
in the other. Cytological examination of the
needle aspirate from the former showed adeno-
carcinoma.

Two patients developed complications. One
had a small pneumothorax and one a small
haemoptysis. Both complications resolved
spontaneously.

Discussion

Obtaining a definite aetiological diagnosis in
cases of pulmonary consolidation may be dif-
ficult. Invasive procedures, such as fibreoptic
bronchoscopy, percutaneous needle aspiration

biopsy, and even open lung biopsy, may
sometimes be necessary. Although flexible
fibreoptic bronchoscopy with biopsy is a safe
and useful procedure, the diagnostic yield is
often low.'??

Percutaneous needle aspiration provides an
alternative diagnostic method for such
patients. The procedure is conducted under
fluoroscopic guidance. Many studies have
reported its value and low complication
rate'; a diagnostic yield of 31-64% has been
reported.>*® The method is restricted by the
size of the needle that can used, so that
aspirated material is suitable only for cyto-
logical or microbiological examination. A large
bore cutting biopsy needle provides a better
tissue sample for histopathological exam-
ination and diagnostic yields of more than 70%
have been reported with this method.” The
complication rate exceeds that of transbron-
chial lung biopsy or open lung biopsy, how-
ever, and for this reason percutaneous cutting
biopsy has been abandoned by some inves-
tigators.'® The major factor contributing to the
high complication rate of this method may be
the image guiding system rather than the
needle itself. Differentiation of vascular struc-
tures and major bronchi located in consolidated
lung parenchyma may be difficult with fluoro-
scopic guidance, and penetration of such
vessels and bronchi is presumed to be the
principal cause of complications.

Recently we have shown that chest
ultrasound is useful in the assessment of pul-
monary consolidation.’ The major bronchi and
vessels can be identified by high resolution
ultrasound in conjunction with Doppler
ultrasound, and the biopsy route can then be
selected to avoid injury to the structures. This
allows percutaneous biopsy to be conducted
safely under the guidance of real time
ultrasound images. In the present study per-
cutaneous cutting biopsy was carried out safely
with a high specific diagnostic yield.

We conclude that for patients with pulmon-
ary consolidation of unknown aetiology
ultrasound guided percutaneous cutting biopsy
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is a good method for providing a definite
diagnosis and more invasive procedures such as
open lung biopsy can be avoided. This tech-
nique may be particularly useful for immuno-
compromised patients with pulmonary
consolidation who have failed to be diagnosed
by conventional approaches.
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BOOK NOTICES

A Century of Tuberculosis—South African Pers-
pectives. HM Coovadia and SR Benatar. (Pp 319;
£17.50.) Cape Town: Oxford University Press, 1991.
ISBN 019570583 1.

This South African perspective of tuberculosis over the
last 100 years divides into four main sections. ‘History
and epidemiology” covers the history of tuberculosis
from early times into the prechemotherapy era, followed
by the epidemiology of tuberculosis in South Africa
documenting control efforts and the detailed epi-
demiology in various ethnic groups. “Clinical aspects”
covers tuberculosis in children and adults in general,
with specific chapters on pericardial, skin, neurological,
and bone and joint forms, which are commonly seen in
South Africa. Next the relationships between occupa-
tion and tuberculosis, particularly between mining and
silicosis, are fully examined. The final section covers
various aspects of diagnosis, treatment, and immuno-
logy, including the spectrum of radiographic changes; a
review of the immune response to Mycobacterium tuber-
culosis; and diagnostic considerations in management
and epidemiology. The evolution of antituberculosis
chemotherapy is charted for both developed and
developing countries, and it was pleasing to see the
British Thoracic Society treatment guidelines listed in
the milestones of tuberculosis treatment. The final
section deals with the role of voluntary organisations
and other aspects of tuberculosis control in South
Africa. It is disappointing to see relatively little on the
tuberculosis-HIV interaction, even though this will
clearly be a major problem for this part of Africa.
Although HIV infection is mentioned in various sec-
tions, there are no figures for the prevalence of HIV-
tuberculosis cases in South Africa, and nothing about
local clinical experience in treatment. The book’s
strength is in the non-clinical sections, which clearly
show the interaction of social, economical, and political
factors in tuberculosis, the importance of which tends to
be neglected in the developed world. In particular, the
pernicious and detrimental effects of the apartheid and
homeland systems on the incidence and control of
tuberculosis are graphically brought out. The book will

appeal to those with interests in tuberculosis and its
control, but may not find its way on to departmental
shelves.—LPO

Recent Advances in Respiratory Medicine 5. D M
Mitchell. (Pp 312; £32.95.) Edinburgh: Churchill
Livingstone, 1991. ISBN 0-433-04467-8.

Despite regular reading of the journals it is quite difficult
for the practising physician to obtain a balanced view of
the changes and developments occurring in all aspects of
respiratory medicine over a period of time. Recent
Advances in Respiratory Medicine thus has an important
role. Five years seems a long time since the last volume
in this series was produced, so volume 5 is very
welcome. The aim, as always, is to provide up to date
reviews of the growing areas in respiratory medicine,
written by leaders in each subject, for consumption by
doctors in training as well as the practising physician. In
volume 5, as in previous volumes, this is undoubtedly
achieved. Of the 17 chapters in the book, two are
devoted to asthma and four to aspects of lung transplan-
tation, the latter being of special value for those who do
not have the privilege of working in a transplant centre.
Each of the other 11 chapters covers different and specific
areas of respiratory medicine, ranging from cystic
fibrosis to chronic obstructive lung disease. The
emphasis is mainly on clinical topics but the basic
sciences are not neglected, with sections of the chapters
on the adult respiratory distress syndrome, asthma,
cystic fibrosis, and occupational lung disease dedicated
to these. Most chapters are concisely presented and
extensively referenced, allowing readers to delve even
further into a particular subject if they wish. It is
impossible to be impressed with every aspect of any
book. I would like to have seen more detail on the risk of
treatment in the chapter on venous thromboembolism.
The chapter on interstitial lung diseases might have
been better if it had been more selective in its content
rather than giving an overview of all aspects, especially
when separate chapters on sarcoidosis and occupational
lung disease cover some of the same ground. The price
at £32-95 seems a lot for a small volume but given the
amount of information crammed into the 312 pages this
is perhaps unfair. These are but minor quibbles about
what is an otherwise excellent volume. It should be on
the bookshelf of any practising respiratory physician
and should be read by all those in training in respiratory
medicine. —MW
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