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ACR Appropriateness Criteria® 1 Hemoptysis 

American College of Radiology 
ACR Appropriateness Criteria® 

Clinical Condition: Hemoptysis 

Variant 1: Two risk factors (>40 years old and >40 pack-year history). 

Radiologic Procedure Rating Comments RRL*

X-ray chest 9  ☢ 

CT chest with contrast 8 Optimal study shows enhancement of the 
systemic arteries. ☢☢☢ 

CT chest without contrast 6 Useful for patients with renal failure or 
contrast allergy. ☢☢☢ 

Arteriography pulmonary 3 
Not as an initial study. May be appropriate 
if intervention is planned or to rule out 
AVM or pseudoaneurysm. 

☢☢☢☢ 

Rating Scale:  1,2,3 = Usually not appropriate; 4,5,6 = May be appropriate; 7,8,9 = Usually appropriate *Relative 
Radiation Level 

Variant 2: Persistent/recurrent hemoptysis and two risk factors (>40 years old, >40 pack-year 
history). 

Radiologic Procedure Rating Comments RRL*

X-ray chest 9  ☢ 

CT chest with contrast 8 Optimal study shows enhancement of the 
systemic arteries. ☢☢☢ 

CT chest without contrast 5 Useful for patients with renal failure or 
contrast allergy. ☢☢☢ 

Arteriography pulmonary 3 
Not as an initial study. May be appropriate 
if intervention is planned or to rule out 
AVM or pseudoaneurysm. 

☢☢☢☢ 

Rating Scale:  1,2,3 = Usually not appropriate; 4,5,6 = May be appropriate; 7,8,9 = Usually appropriate *Relative 
Radiation Level 

Variant 3: Massive hemoptysis without cardiopulmonary compromise. 

Radiologic Procedure Rating Comments RRL*

X-ray chest 9  ☢ 

CT chest with contrast 9 Optimal study shows enhancement of the 
systemic arteries. ☢☢☢ 

Arteriography pulmonary 6 In selected cases. ☢☢☢☢ 

Embolization bronchial artery 6 In selected cases. NS 

CT chest without contrast 5 Useful for patients with renal failure or 
contrast allergy. ☢☢☢ 

Rating Scale:  1,2,3 = Usually not appropriate; 4,5,6 = May be appropriate; 7,8,9 = Usually appropriate *Relative 
Radiation Level 
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HEMOPTYSIS 
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Summary of Literature Review 
Hemoptysis is defined as the expectoration of blood that 
originates from the tracheobronchial tree or pulmonary 
parenchyma. Life-threatening hemoptysis is rare. Most 
cases are benign, self-limiting events. However, the 
presentation of hemoptysis may be a harbinger of 
significant underlying tracheopulmonary pathology. 
Common causes of hemoptysis include chronic 
bronchitis, bronchiectasis, pneumonia, fungal infections, 
tuberculosis, and malignancy. 

Various definitions of severity of hemoptysis have been 
proposed, ranging from 100 mL to 1 L of blood 
expectorated in 24 hours. Massive hemoptysis may be 
defined as bleeding of >300 mL in 24 hours. The source 
of bleeding is usually from erosion of systemic rather than 
pulmonary arteries. Notable exceptions are arteriovenous 
malformations and pulmonary artery aneurysms. 

The majority of patients will have an identifiable source 
and etiology for the bleeding at the time of initial 
diagnosis [1]. Cryptogenic hemoptysis, for which no 
cause can be identified, is responsible for 3.0%-42.2% of 
episodes of hemoptysis, particularly in smokers. It is a 
diagnosis of exclusion and might be expected to decrease 
in prevalence with more systematic use of computed 
tomography (CT) [2]. 

Bronchoscopy versus Computed Tomography 
There is controversy in the literature regarding the use of 
CT versus bronchoscopy when further study is indicated. 
This controversy is further compounded by the lack of a 
consistent clinical approach for evaluating patients with 
hemoptysis. Bronchoscopy, performed with either a rigid 
or a flexible fiberoptic endoscope, is useful in identifying 
a specific site of bleeding, diagnosing active hemorrhage, 
and controlling the airway in patients with catastrophic 
hemorrhage [2]. However, its capacity to help localize the 
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site of bleeding is equivalent to that of radiography or CT, 
and it is less useful in detecting an underlying disease 
process [3]. The airways are often filled with blood at the 
time of bronchoscopy, making evaluation of the distal 
airways difficult. 

Several articles have cited cases of hemoptysis with 
negative chest radiograph and bronchoscopy in which CT 
subsequently showed malignancies [4-11]. In addition, 
CT can establish the diagnosis of bronchiectasis. The 
following is a brief review of pertinent studies along with 
their varying conclusions: 

1. Revel et al [10] assessed the capacity of chest 
radiography and CT to determine the cause and site 
of bleeding in patients with either large or massive 
hemoptysis compared with bronchoscopy. The 
authors reviewed the chest radiographs, CT scans, 
and bronchoscopic findings in 80 patients with either 
large or massive hemoptysis. Findings on chest 
radiography were normal in only 13% of patients, of 
whom 70% had bronchiectasis. The chest radiographs 
revealed the site of bleeding in 46% of the patients 
and the cause in 35%, most of whom had tuberculosis 
or tumors. CT was more efficient than bronchoscopy 
for identifying the cause of bleeding (77% vs 8%, 
respectively; P<0.001), whereas the two methods 
were comparable for identifying the site of bleeding 
(70% vs 73%, respectively; P=not significant). The 
authors concluded that CT could replace 
bronchoscopy as the first-line procedure for 
screening patients with large or massive hemoptysis. 
However, these results must be confirmed in a 
prospective multicenter study. 

2. Millar et al [6] studied 40 cases of hemoptysis with 
normal bronchoscopy. Abnormalities were seen on 
subsequent CT in 50% of patients and included 
bronchiectasis (18%), mass (10%), alveolar 
consolidation (10%), and abnormal vessels (7.5%). 
The authors concluded that CT is of value in the 
investigation of patients with hemoptysis. 

3. Set et al [11] in a prospective study, compared the 
results of CT and bronchoscopy in 91 patients with 
hemoptysis. CT scans demonstrated all 27 tumors 
identified at bronchoscopy and seven additional 
lesions, two of which were within bronchoscopic 
range. Of the bronchial carcinomas detected, most 
were advanced (83%), which supports the idea that 
hemoptysis is a late manifestation of malignancy. 
However, the two tumors that were missed by 
bronchoscopy were stage 2 carcinomas. CT was 
found to be insensitive in detecting early mucosal 
abnormalities including squamous metaplasia and 
bronchitis. There were 14 cases of bronchiectasis, all 
of which were detected by CT alone. The conclusion 
was that bronchoscopy should be used initially when 
there is a strong suspicion of carcinoma. When there 
is a strong suspicion of malignancy and 
bronchoscopy and chest radiograph are negative, CT 
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is recommended. When the suspicion of malignancy 
is low and chest radiograph is negative, CT is 
suggested. 

4. Naidich et al [7] compared the findings of 
bronchoscopy and CT in 58 cases. In 17 cases, CT 
revealed areas of bronchiectasis that yielded only 
nonspecific findings on bronchoscopy. In 40% of 
cases involving positive chest radiographs, CT was 
complementary to bronchoscopy by clarifying 
radiographic abnormalities and/or providing new 
diagnostic information. For instance, CT added 
additional staging information to bronchoscopy in 11 
of 21 cases of non-small-cell cancers. The authors 
advocated the use of CT in screening patients 
presenting with hemoptysis. 

5. Haponik et al [4] compared the CT findings with 
chest radiographs and bronchoscopy in 32 patients, 
with respect to patient management and outcomes 
analysis. CT influenced the management of only six 
patients and did not obviate the need for 
bronchoscopy. The authors concluded that the lack of 
significant impact of CT on patient management after 
evaluation with chest radiographs and bronchoscopy 
indicated that its routine use was not warranted. They 
did add, however, that CT might have a 
complementary role in selected patients who have 
risk factors for malignancy or recurrent bleeding after 
nondiagnostic bronchoscopies. 

6. Thirumaran et al [12] looked at 270 patients with 
hemoptysis and normal chest radiographs. Ninety 
percent of these patients were either active or ex-
smokers. The authors found that 9.6% of patients in 
their study had respiratory tract malignancy, and CT 
detected 96% of them. They concluded that any 
patient with a history of smoking should have further 
examination with CT regardless of the amount of 
hemoptysis or the appearance of a normal chest 
radiograph. 

Guidelines 
Several articles have addressed the need for further 
evaluation of patients with negative or nonlocalizing chest 
radiographs. The overall diagnostic yield in this category 
of patients is low. However, there is a well-recognized 
3%-10% incidence of malignancy in this population. 
Herth et al [1] reported that almost one-quarter of patients 
presenting with acute hemoptysis secondary to 
malignancy had normal chest radiographic findings, yet 
clear guidelines for the initial workup and follow-up in 
patients without a definitive diagnosis are missing. 

Jackson et al [13] reviewed 119 cases of hemoptysis with 
negative chest radiographs. They recommended that 
patients <40 years of age who had negative chest 
radiographs be managed with observation only. 

Poe et al [9] studied 196 patients with negative chest 
radiographs and subsequent bronchoscopy. By univariate 
and discriminate analysis, they found three predictors of 
malignancy. Risk factors were found to include: sex 
(male), age 50 years or older, and >40 pack-year smoking 

history. If the criteria of two to three risk factors or 
bleeding in excess of 30 mL over a period of 24 hours 
were met, 100% of the cancers would have been found, 
with an overall diagnostic yield of 82%. The use of 
bronchoscopy would have been reduced by 28%. 

In another study, O'Neil and Lazarus [8] evaluated 119 
bronchoscopies performed in patients with hemoptysis 
and negative or nonlocalizing findings on chest 
radiographs. There was no significant difference in the 
rate of cancers or diagnostic yield at bronchoscopy 
between patients with normal chest radiograph and those 
with nonlocalizing findings. The authors recommended an 
initial approach of observation and reserving 
bronchoscopy for persistent hemoptysis, development of 
focal chest radiograph findings, or those at risk for 
malignancy. They suggested using the risk factors of Poe 
et al [9] but with the lower age limit changed to 40 years. 

Herth et al [1] have reported that for smokers with 
hemoptysis of unknown origin who are >40 years of age, 
approximately 6% of them will have a lung cancer that 
manifests within 3 years. The authors recommend 
additional follow-up testing in patients presenting with 
hemoptysis in which the underlying cause was not 
detected at initial radiography. 

In certain cases, it may be useful or even necessary to 
perform follow-up CT several months after the episode of 
hemoptysis to study the evolution of underlying 
parenchymal lung abnormalities or to exclude the 
possibility that a small malignancy may have been missed 
at initial CT [2]. 

Thirumaran et al [12] retrospectively investigated 270 
patients who had a history of smoking and presented with 
hemoptysis. Twenty-six of those patients were ultimately 
found to have malignancy with 24 of them being detected 
via CT. 

Because of the increasing frequency of lung cancer in 
women (the chance that a man will develop lung cancer is 
1 in 13 and for a woman, it is 1 in 17), male gender 
should not be considered one of the risk factors. 

Imaging 
The imaging modalities pertinent to the evaluation of 
hemoptysis include chest radiograph, CT, multidetector 
CT (MDCT), and thoracic aortography — bronchial 
artery embolization. There is uniform recognition of the 
efficacy of chest radiograph in the initial stages of 
evaluation. Radiography can help lateralize the bleeding 
with a high degree of certainty and can often help detect 
underlying parenchymal and pleural abnormalities [3]. 

Conditions such as bronchiectasis, lung malignancy, 
tuberculosis, and chronic fungal infection are some of the 
most common underlying causes of hemoptysis and are 
easily detected with CT [2]. 

MDCT angiography permits noninvasive, rapid, and 
accurate assessment of the cause and consequences of 
hemorrhage into the airways and helps guide subsequent 
management [2]. Contrast-enhanced MDCT can 
demonstrate the site of bleeding as accurately as 
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bronchoscopy and detect underlying disease with high 
sensitivity [10]. Yoon et al [14] showed that in 22 patients 
with hemoptysis, all 31 bronchial arteries (100%) and 16 
(62%) of 26 nonbronchial systemic arteries causing 
hemoptysis were detected with 16-detector MDCT. 
Hartmann et al [15] evaluated 214 patients with 
hemoptysis on 4-, 16-, and 64-detector CT scanners and 
detected the presence of ectopic bronchial vessels in 36% 
of patients. MDCT provides high-resolution angiographic 
studies of the thoracic and upper abdominal vasculature, 
which are useful prior to anticipated bronchial artery 
embolization or surgical intervention. 

There has been limited investigation into the role of 
nuclear imaging in the assessment of hemoptysis. The 
largest series published was by Winzelberg et al [16]. 
They evaluated 16 patients presenting with hemoptysis by 
both Tc-99m-sulfur colloid and Tc-99m-red blood cell 
techniques and detected the site of pulmonary hemorrhage 
in 11 of 16 patients with Tc-99m-sulfur colloid and all 16 
patients with Tc-99m-red blood cell studies. However, 
nuclear imaging may prove limited without the presence 
of active bleeding. 

Bronchial Artery Embolization 
Bronchial artery embolization has been shown to be an 
effective therapy for controlling massive hemoptysis [17-
18]. Nonsurgical interventions for hemoptysis may be 
used as an interim solution before surgery or may 
constitute definitive therapy in a patient who is a not a 
candidate for surgery [3,19]. In over 90% of cases of 
hemoptysis requiring intervention with arterial 
embolization or surgery, the bronchial arteries are 
responsible for the bleeding [2]. Failure to recognize the 
presence of a nonbronchial systemic arterial supply in 
patients with massive hemoptysis may result in recurrent 
bleeding after successful bronchial artery embolization 
[20]. 

Peripheral pulmonary artery pseudoaneurysms occur in up 
to 11% of patients undergoing bronchial angiography for 
hemoptysis. Occlusion of the pulmonary artery 
pseudoaneurysm may require embolization of bronchial 
or nonbronchial systemic arteries or pulmonary artery 
branches [21]. 

Bronchoscopy before bronchial artery embolization is 
unnecessary in patients with hemoptysis of known 
causation if the site of bleeding can be determined from 
radiographs or CT, and no bronchoscopic airways 
management is needed [3]. 

Summary 
• Initial evaluation of patients with hemoptysis should 

include a chest radiograph. 
• Patients at high risk for malignancy (>40 years of 

age, >40 pack-year smoking history) with negative 
chest radiograph, CT scan, and bronchoscopy can be 
followed with observation for the following 3 years. 
Radiography and CT are recommended imaging 
modalities for the follow-up. Bronchoscopy may 
complement imaging during the period of 
observation. 

• In patients who are at high risk for malignancy and 
have suspicious chest radiograph findings, CT is 
suggested for initial evaluation. CT should also be 
considered in patients who are active or ex-smokers 
despite a negative chest radiograph. 

• Massive hemoptysis can be effectively treated with 
either surgery or percutaneous embolization. 
Contrast-enhanced MDCT prior to embolization or 
surgery will define the source of hemoptysis to be 
bronchial systemic, nonbronchial systemic, and/or 
pulmonary arterial. Percutaneous embolization may 
be used initially to halt the hemorrhage prior to 
definitive surgery. 

Relative Radiation Level Information 
Potential adverse health effects associated with radiation 
exposure are an important factor to consider when 
selecting the appropriate imaging procedure. Because 
there is a wide range of radiation exposures associated 
with different diagnostic procedures, a relative radiation 
level (RRL) indication has been included for each 
imaging examination. The RRLs are based on effective 
dose, which is a radiation dose quantity that is used to 
estimate population total radiation risk associated with an 
imaging procedure. Patients in the pediatric age group are 
at inherently higher risk from exposure, both because of 
organ sensitivity and longer life expectancy (relevant to 
the long latency that appears to accompany radiation 
exposure). For these reasons, the RRL dose estimate 
ranges for pediatric examinations are lower as compared 
to those specified for adults (see Table below). Additional 
information regarding radiation dose assessment for 
imaging examinations can be found in the ACR 
Appropriateness Criteria® Radiation Dose Assessment 
Introduction document. 

Relative Radiation Level Designations 
Relative 

Radiation 
Level* 

Adult Effective 
Dose Estimate 

Range 

Pediatric 
Effective Dose 

Estimate Range 
O 0 mSv 0 mSv 
☢ <0.1 mSv <0.03 mSv 

☢☢ 0.1-1 mSv 0.03-0.3 mSv 

☢☢☢ 1-10 mSv 0.3-3 mSv 

☢☢☢☢ 10-30 mSv 3-10 mSv 

☢☢☢☢☢ 30-100 mSv 10-30 mSv 
*RRL assignments for some of the examinations 
cannot be made, because the actual patient doses in 
these procedures vary as a function of a number of 
factors (eg, region of the body exposed to ionizing 
radiation, the imaging guidance that is used). The 
RRLs for these examinations are designated as NS (not 
specified). 

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/RRLInformation.aspx
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References 
1. Herth F, Ernst A, Becker HD. Long-term outcome and lung cancer 

incidence in patients with hemoptysis of unknown origin. Chest 
2001; 120(5):1592-1594. 

2. Bruzzi JF, Remy-Jardin M, Delhaye D, Teisseire A, Khalil C, 
Remy J. Multi-detector row CT of hemoptysis. Radiographics 
2006; 26(1):3-22. 

3. Hsiao EI, Kirsch CM, Kagawa FT, Wehner JH, Jensen WA, Baxter 
RB. Utility of fiberoptic bronchoscopy before bronchial artery 
embolization for massive hemoptysis. AJR 2001; 177(4):861-867. 

4. Haponik EF, Britt EJ, Smith PL, Bleecker ER. Computed chest 
tomography in the evaluation of hemoptysis. Impact on diagnosis 
and treatment. Chest 1987; 91(1):80-85. 

5. Lederle FA, Nichol KL, Parenti CM. Bronchoscopy to evaluate 
hemoptysis in older men with nonsuspicious chest 
roentgenograms. Chest 1989; 95(5):1043-1047. 

6. Millar AB, Boothroyd AE, Edwards D, Hetzel MR. The role of 
computed tomography (CT) in the investigation of unexplained 
haemoptysis. Respir Med 1992; 86(1):39-44. 

7. Naidich DP, Funt S, Ettenger NA, Arranda C. Hemoptysis: CT-
bronchoscopic correlations in 58 cases. Radiology 1990; 
177(2):357-362. 

8. O'Neil KM, Lazarus AA. Hemoptysis. Indications for 
bronchoscopy. Arch Intern Med 1991; 151(1):171-174. 

9. Poe RH, Israel RH, Marin MG, et al. Utility of fiberoptic 
bronchoscopy in patients with hemoptysis and a nonlocalizing 
chest roentgenogram. Chest 1988; 93(1):70-75. 

10. Revel MP, Fournier LS, Hennebicque AS, et al. Can CT replace 
bronchoscopy in the detection of the site and cause of bleeding in 

patients with large or massive hemoptysis? AJR 2002; 
179(5):1217-1224. 

11. Set PA, Flower CD, Smith IE, Chan AP, Twentyman OP, 
Shneerson JM. Hemoptysis: comparative study of the role of CT 
and fiberoptic bronchoscopy. Radiology 1993; 189(3):677-680. 

12. Thirumaran M, Sundar R, Sutcliffe IM, Currie DC. Is investigation 
of patients with haemoptysis and normal chest radiograph 
justified? Thorax 2009. 

13. Jackson CV, Savage PJ, Quinn DL. Role of fiberoptic 
bronchoscopy in patients with hemoptysis and a normal chest 
roentgenogram. Chest 1985; 87(2):142-144. 

14. Yoon YC, Lee KS, Jeong YJ, Shin SW, Chung MJ, Kwon OJ. 
Hemoptysis: bronchial and nonbronchial systemic arteries at 16-
detector row CT. Radiology 2005; 234(1):292-298. 

15. Hartmann IJ, Remy-Jardin M, Menchini L, Teisseire A, Khalil C, 
Remy J. Ectopic origin of bronchial arteries: assessment with 
multidetector helical CT angiography. Eur Radiol 2007; 
17(8):1943-1953. 

16. Winzelberg GG, Wholey MH, Jarmolowski CA, Sachs M, 
Weinberg JH. Patients with hemoptysis examined by Tc-99m 
sulfur colloid and Tc-99m-labeled red blood cells: a preliminary 
appraisal. Radiology 1984; 153(2):523-526. 

17. Cremaschi P, Nascimbene C, Vitulo P, et al. Therapeutic 
embolization of bronchial artery: a successful treatment in 209 
cases of relapse hemoptysis. Angiology 1993; 44(4):295-299. 

18. Mewissen MW, Crain MR, Paz-Fumagalli R, Beres RA, Wertz 
RA. Interventional procedures in the intensive care unit patient. 
Radiol Clin North Am 1996; 34(1):157-176. 

19. Thompson AB, Teschler H, Rennard SI. Pathogenesis, evaluation, 
and therapy for massive hemoptysis. Clin Chest Med 1992; 
13(1):69-82. 

20. Yoon W, Kim YH, Kim JK, Kim YC, Park JG, Kang HK. Massive 
hemoptysis: prediction of nonbronchial systemic arterial supply 
with chest CT. Radiology 2003; 227(1):232-238. 

21. Sbano H, Mitchell AW, Ind PW, Jackson JE. Peripheral pulmonary 
artery pseudoaneurysms and massive hemoptysis. AJR 2005; 
184(4):1253-1259.

 
 The ACR Committee on Appropriateness Criteria and its expert panels have developed criteria for determining appropriate imaging examinations for 
diagnosis and treatment of specified medical condition(s). These criteria are intended to guide radiologists, radiation oncologists and referring physicians 
in making decisions regarding radiologic imaging and treatment. Generally, the complexity and severity of a patient’s clinical condition should dictate the 
selection of appropriate imaging procedures or treatments. Only those examinations generally used for evaluation of the patient’s condition are ranked. 
Other imaging studies necessary to evaluate other co-existent diseases or other medical consequences of this condition are not considered in this 
document. The availability of equipment or personnel may influence the selection of appropriate imaging procedures or treatments. Imaging techniques 
classified as investigational by the FDA have not been considered in developing these criteria; however, study of new equipment and applications should 
be encouraged. The ultimate decision regarding the appropriateness of any specific radiologic examination or treatment must be made by the referring 
physician and radiologist in light of all the circumstances presented in an individual examination. 
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