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The Role of Open Lung Biopsy in Diagnosis and Treatment of Diffuse
Interstitial Lung Disease in High-resolution Computed Tomography Era

Gye Su Kim, M.D., Jae Chul Lee, M.D.,'Seung Joon Lee, M.D., Chul-Gyu Yoo, M.D.,
Young Whan Kim, M.D., Sung Koo Han, M.D., Kyung Up Min, M.D.,
Jung-Gi Im, M.D.” You Young Kim, M.D., and Young-Soo Shim, M.D.

Department of Internal Medicine and Tuberculosis Research Institutue,
Department of Diagnostic Radiology**, Seoul National University College of Medicine, Seoul, Korea

Objective : Diffuse interstitial lung disecase (DILD) is a group of diverse diseases that share
common clinical, radiologic, and pulomonary function features. Open lung biopsy (OLB) has
been regarded as gold standard in differential diagnosis of DILD., However open lung biopsy is
a invasive diagnostic tool not free of its own risk or complications. These days, high-resolution
computed tomography (HRCT) has become an important diagnostic tool in DILD through its
precise image analysis. In many instances, HRCT could provide specific diagnosis or, at least,
provide information on the disease activity of DILD. The authors re-evaluate the role of open
lung biopsy in this “HRCT era” by investigating the additional diagnostic gain and impacts on
the treatment plan in patients who have undergone high-resolution CT.

Method : Diagnoses obtained by high-resolution CT and open lung biopsy were compared and
changes of treatment plans were evaluated retrospectively in 30 patients who had undergone open
lung biopsy for the purpose of diagnosis of diffuse interstitial lung disease from March 1988 to

June 1994.
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Results : High-resolution CT suggeted specific diagnoses in 22 out of 28 patients (78.6%)

and the diagnoses were confirmed to be correct by open lung biopy in 20 of those 22 cases
(91%). Open lung biopsy could not give specific diagnosis in 5 out of 30 cases (16.7%). In 5
out of 6 cases (83.3%) in whom high reolution CT was not able to suggest specific diagnosis,

open lung biopsy gave specific diagnoses. Treatment plan was altered by the result of open

lung biopsy in only 2 cases.

Conclusion : The above findings suggest that in “HRCT era”, when HRCT could suggest

specific diagnosis, the need for open lung biopsy should be re-evaluated.

Key Words : Diffuse Interstitial Lung Disease, Open Ling Biopsy, High-resolution CT
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Table 1. Age and Sex Distribution

M F Total
<30 2 2 4
30-39 2 5 7
40-49 4 4 8
50-59 1 7 8
>60 1 2 3
Sum 10 20 30
2.4+ ¢
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Table 2. DILD Patients in whom Confident
Diagnos was made by HRCT

Diagnosis No. of case
Idipathic Pulmonary Fibrosis 13
Lymphangioleiomyomatosis 3
Histiocytosis X 3
Hypersensitivity Pneumonitis 2
Pneumoconiosis 1

Sum 22

- 748 —



Table 3. List of DILD Patients in whom
Multiple Diagnostic Possibility was
Suggested by HRCT
The most probable Dx  Second possibility

case 1 Tuberculosis IPF*
case 2 IPF* PCP**
case 3 Tuberculosis IPF*
case 4 Pulmonary paragonimiasis  Tuberculosis
case 5 IPF* BOOP***
case 6 Metastasis IPF*

* Idipathic Pulmonary Fibrosis,
* Pneumocystis carinii pneumonia
*** Bronchiolitis obliterans organizing pneumonia
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Table 4. Comparison of Radiologic, Clinical, and Open Lung Biopsy Diagnoses in DILD Patients in
whom either Multiple Diagnostic Possibilities Suggested by HRCT (Same Patient Population
as Table 3) or Clinical Diagnosis was Uncertain Despite of Confident HRCT Diagnosis

HRCT Diagnosis Clinical Diagnosis OLB Diagnosis
Tbe, IPF, HP Uncertain IPF
IPF, PCP, Atypical pneumonia Atypical pneumonia Mycoplasma pneumonia
Tbe, IPF The, IPF BOOP
Paragonimiasis, Tbc Wegener’s granulomatiosis Focal interstitial fibrosis
IPF, BOOP IPF, BOOP BOOP
Metastasis, IPF Metastasis Metastasis
IPF IPF, Histiocytosis X IPF
LAM IPF, LAM Emphysema, bulla
HP : DPB, IPF HP
Chronic pneumonia, Tbhc* Uncertain grn%ﬁ:;lsqpemn:mnom&

Tbe ; Tuberculosis, IPF ; idiopathic pulmonary fibrosis, HP ; Hypersensitivity pneumonitis,

BOOP ; bronchiolitis obliterans  organizing pneumonia,

panbronchiolitis,
* conventional CT, not HRCT, done

LAM ; Lymphangioleiomyomatosis, DPB ; Diffuse
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Table S. List of Specific Confirmative Diagnosis Obtained by Open Lung Biopsy in DILD Patients

Specific Open Lung Biopsy Diagnosis No. of case
IPF~ 12
Histiocytosis X 3
Hypersensitivity pneumonitis 2
BOOP** 2
Lymphangioleiomyomatosis 2
Pneumoconiosis 1
Interstitial pneumonia(mycoplasma) 1
Miliary tuberculosis 1
Metastasis 1
Sum 25

* Idipathic Pulmonary Fibrosis
** Bronchiolitis obliterans organizing pneuminia

Table 6. List of Patients with Unconfirmed or Nonspecific Diagnosis even after Open Lung Biopsy

HRCT Diagnosis Clinical Diagnosis Open Lung Biopsy Result
LAM IPF, LAM Emphysema, Bulla
Chronic pneumonia, Tbc* Uncertain Bronchopneumonia
IPF IPF EP or AIP
IPF IPF Mutltifocal anthracosis

Paragonimiasis, Tbc

Wegener’s granulomatosis

Focal interstitial fibrosis

LAM ; Lymphangioleiomyomatosis, IPF ; Idiopathic pulmonary fibrosis, Tbc ; Tuberculosis,
EP ; Eosinophilic pneumonia, AIP ; Acute interstitial pneumonia

* conventional CT, not HRCT, done
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