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INTRODUCTION 

      Transthoracic ultrasonography (US) is a well established 

modality in the evaluation of respiratory disorders, but is still not 

utilized to its full potential by chest physicians, both in the 

developed and developing world
(1)

. Transthoracic US has many 

advantages that make it an ideal investigation in a health care 

system with limited resources, the most significant being its cost in 

terms of acquisition, maintenance and consumables. `Furthermore 

it is mobile, utilizes no radiation and has a short examination time. 

Moreover, US assisted biopsy can be performed by a single 

clinician with no sedation and minimal monitoring, even 

potentially outside of theatre 
(2)

. 

 

 

      Ultrasound (US) has found a firm place in chest medicine as an 

aid for assessing pleural effusions at the bed side. This 

development was facilitated by the advent of affordable, 

lightweight and mobile US units. Although less practiced by 

physicians, US can also visualize solid lesions arising from the 

pleura, chest wall and anterior mediastinum, and even lung tumors 

and consolidations are detected without difficulty provided they 

extend to the parietal pleura. US is an ideal tool to assist with 

biopsy procedures. It can frequently replace computed 

tomographic (CT) guidance at much lower cost 
(3)

. 

 

      US demonstrates pleural-based masses and lung tumors in the 

absence of a pleural effusion, provided that they are involving or 

abutting the pleura Such lesions are suitable for cutting-needle 

biopsy after identification of a puncture site with US, which has 

distinct potential advantages. 
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     Firstly, large vessels and aerated lung parenchyma can easily be 

detected with US, which minimize the risk of pneumothorax and 

improve safety. Secondly, US can be performed at the bedside and 

in any body position allowing for swift procedures with minimal 

distress even in patients in poor general condition. And lastly, the 

integration of US into a ‘low-tech’ procedure by chest physicians 

can reduce the need for more expensive radiological or surgical 

biopsy 
(4)

. 

 

      The usefulness of thoracic ultrasonography rests with its 

immediate application. The ultrasound examination is integrated 

with the results of the physical examination and the clinical 

impression. The ultrasound examination of the chest extends the 

physical examination and allows the pulmonologist to better 

characterize disease processes. Thoracic ultrasonography is 

performed at the bedside of the patient by the pulmonologist who 

is aware of all aspects of the clinical situation. There is no time 

delay, which is inherent to standard radiographic techniques, and 

the pulmonologist applies the results with full clinical knowledge 

of the patient, unlike the radiologist. Chest radiography and chest 

CT scan are important imaging modalities for the pulmonologist 

and should be used in conjunction with ultrasound to make 

treatment decisions 
(1)

. 
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Aim of work 
The aim of this work is to assess safety and diagnostic yield of 

thoracic ultrasound–assisted transthoracic biopsy performed by a 

pulmonologist. 
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Chest Ultrasonography Overview 

              

     Transthoracic ultrasonography is a well-established and validated 

imaging modality, despite being still not utilized to its full potential by 

respiratory physicians. Ultrasound- assisted procedures can be performed by 

a single clinician with no sedation and with minimal monitoring, even 

outside of theatre. It allows for an immediate and mobile assessment that can 

potentially augment the physical examination of the chest (Coenraad et al., 

2012). 

 

Field of use 

                  

               The routine use of ultrasound is as a tool at the patient’s bedside to 

aid and confirm the diagnosis of diseases suspected following and 

integrating the objective examination; it can be completed by the common 

techniques of chest imaging; as well it can help guide interventional 

procedures that the clinician may decide necessary( Koenig  et al.,2011) . 

The strong points of ultrasonography are as follows: 

 

– It offers a practical tool to complete and expand the general objective 

examination, facilitating a rapid diagnosis even in critical conditions. 

– The technique and its sonographic signs are simple to learn. 

– It is useful as a “bedside” tool: for establishing the pharmacological 

treatment, monitoring its efficacy, and guiding diagnostic/therapeutic 

interventional procedures. 

 

In the clinical practice of respiratory specialists thoracic ultrasound can 

be used to investigate: 

 


