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‘Early’ Lung Cancer

Aim of mediastinal staging:

To detect 

radiologically occult N2/N3



Lung Cancer Staging

Tissue Diagnosis

PET CECT

MRI Brain



Why stage the mediastinum?

• Nodal status determines treatment options

• Significantly affects survival

• 12.5% unforeseen N2 despite staging*

* Bousema et al. Lung Cancer Feb 2020



When can we avoid it?

Invasive mediastinal staging is recommended in ALL patients of NSCLC 

except:

Peripheral (outer 1/3 of lung fields)

AND

T1 (</= 3 cm)

AND

Node negative at hilum and mediastinum on PET scan



Why is PET CT not enough?
False Positive

• 18% in our series

• Country endemic for TB, granulomatous disease

• Upstages 1 in 5: may deny curative surgery

False Negative

• Usually due to ‘shine through’ of organs with high uptake

• Understages

• Risk of inadequate treatment



Invasive mediastinal staging

EBUS +/- EUS-B

• Less ‘invasive’

• Under conscious sedation

• Recommended initial step

• Rapid on-site examination

• Negligible complications

Mediastinoscopy

• Surgical procedure under GA

• Standard / video (Gold Standard)

• False negative: 2%

• Complications: 6%



Nodal stations addressed

• EBUS: 2,4,7,10,11

• EUS-B: 8,9 (liver, adrenal mets)

• M’scopy: 2,4,7,5

• Blind spots: 5,6



The genesis of EBUS

2004

All surgeons!



Impressive results!



Are they reproducible?

• Operator dependent, learning curve

• Single centre experiences: False -ve upto 20%!

• High price to pay

• Sensitivity surgical staging alone: 79%

• Sensitivity EBUS/EUS-B + SS: 94%!

• Futile thoracotomies: 18% v/s 7%



ESTS 2014 Guideline



EBUS today

• Systematic nodal sampling > selective strategy: SCORE study

• Improving false negative rates: inching closer to M’scopy

• Sensitivity and specificity: 88% and 100%!

• Almost NO complications



Why not?

• Limited additional nodal met detection 

• Increased morbidity

• Treatment delay and cost

• Micro-met N2: questionable impact on survival

Bousema et al. meta-analysis

• Unforeseen N2 rate: 9.6% v/s 9.9%

• 6% morbidity: RLN palsy, chyle leak

• Unforeseen N2: no impact on survival

Confirmatory M’scopy mandatory?

MEDIASTrial



Value addition with VAMLA

• Assessing ‘resectability’ of nodes

• Good clearance for left sided tumours

• Acceptable morbidity: RLN palsy: 2.4%

• The surgeon is enough!

• Can be timed with the resection of primary: if frozen section available



How perfect is perfect?

EBUS/EUS-B

+

M’scopy:

Sensitivity: 94%!

But…

• We still got it wrong in 9.6%

• 7% still underwent futile thoracotomies

• Cost and time!

• Infrastructure



How feasible is perfect?

• EBUS/EUS as initial staging: 43%

• M’scopy as initial staging: 10%

• Confirmatory M’scopy in -ve EBUS: 44%

• Strict invasive mediastinal staging: 19%!

Denmark!



The balancing act

EBUS Mediastinoscopy

High chance of nodes

coming positive 

High chance of nodes

coming negative 



In conclusion

• Nodal status significantly impacts treatment options and prognosis

• What you see is not always what you get: invasive staging a must!

• If it’s difficult to be perfect, be wise 
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