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THAT IS THE QUESTION….

NSCLC or not
NSCLC??

THAT WAS THE QUESTION







APPROCCIO DIAGNOSTICO AI LINFONODI 
MEDIASTINICI

TECNICHE NON INVASIVE:

• CT
• PET

TECNICHE INVASIVE:

• ENDOSCOPIC (TBNA, EBUS-TBNA, EUS-NA)
• SURGICAL (MEDIASTINOSCOPY/TOMY, VATS)

• TRANSTHORACIC (TTNA)





SENSITIVITY OF PET SCAN FOR MEDIASTINAL LNs:  
SENSITIVITY: 74% (95% CI 69-79%)



SPECIFICITY OF PET SCAN FOR MEDIASTINAL LNs:  
85% (95% CI 82-88%) 





241 patients randomized to endosonography (n=123) OR mediastinoscopy (n=118)

Prevalence of N2/3 metastases: 49%

Sensitivity for N2 (primary outcome): 
endosonography: 85%
mediastinoscopy: 79%
endosonography followed by mediastinoscopy: 94%

Unnecessary thoracotomies (secondary outcome):
endosonography: 7%
mediastinoscopy: 21%
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result using a needle technique, surgical staging (eg, 
mediastinoscopy, VATS, etc) should be performed. 

  Remark : The reliability of mediastinal staging may be 
more dependent on the thoroughness with which the 
procedure is performed than by which test is used. 

  4.4.8.1. For patients with a peripheral clinical 
stage IA tumor (negative nodal involvement by 
CT and PET), it is suggested that invasive pre-
operative evaluation of the mediastinal nodes is 
not required  (Grade 2B) .  

  4.4.10.1. For the patients with a left upper lobe 
(LUL) cancer in whom invasive mediastinal 
staging is indicated as defi ned by the previous 
recommendations, it is suggested that inva-
sive assessment of the Aortopulmonary Window 
(APW) nodes be performed (via Chamberlain, 
VATS, or extended cervical mediastinoscopy) if 
other mediastinal node stations are found to be 
uninvolved  (Grade 2B) .  

 In patients in whom non-small cell lung cancer 
(NSCLC) has been demonstrated or is strongly 

suspected, consideration must turn toward deter-
mining the extent of the disease, or its stage, because 
this will impact directly on the management and prog-
nosis. The fi rst step is to identify whether the patient 
has distant metastatic disease or tumor confi ned to 
the chest, to determine whether treatment should be 
aimed at palliation or at potential cure. If disease is 
localized to the chest, the status of the mediastinal 
nodes becomes crucial in determining the best cura-
tive treatment strategy. Patients with stage IA, IB, IIA, 
and IIB disease can benefi t from surgical resection; 
patients with stage IIIA, IIIB, and IV disease rarely 
meet the criteria for surgery. 

 Staging with regard to a patient’s potential for sur-
gical resection is most applicable to NSCLC. Except   
in rare cases of surgically operable limited-stage small 
cell lung cancer (SCLC), staging in the management 
of SCLC amounts to chemotherapy and radiation for 
limited disease or chemotherapy alone for extensive 
disease. Stage evaluation of patients with SCLC is 
similar but is not addressed in this article; it is cov-
ered by Jett et al 2  “Treatment of Small Cell Lung 
Cancer,” in the American College of Chest Physicians 
(ACCP) Lung Cancer Guidelines. 

 This article addresses the identifi cation of distant 
or extrathoracic metastatic disease in patients with lung 
cancer and examines imaging studies and invasive 
procedures that accurately determine the status of the 
mediastinum. The focus is on patients in whom there is 
a strong suspicion of lung cancer. Such a presumptive 

is recommended over staging by imaging alone  
(Grade 1C) .  

  4.4.4.2. In patients with PET activity in a medi-
astinal lymph node and normal appearing nodes 
by CT (and no distant metastases), invasive stag-
ing of the mediastinum is recommended over 
staging by imaging alone  (Grade 1C) .  

  4.4.4.3. In patients with high suspicion of N2,3 
involvement, either by discrete mediastinal 
lymph node enlargement or PET uptake (and 
no distant metastases), a needle technique (endo-
bronchial ultrasound  [ EBUS]-needle aspiration  
[ NA], EUS-NA or combined EBUS/EUS-NA) is 
recommended over surgical staging as a best 
fi rst test  (Grade 1B) .  

  Remark:  This recommendation is based on the avail-
ability of these technologies (EBUS-NA, EUS-NA 
or combined EBUS/EUS-NA) and the appropriate 
experience and skill of the operator. 

  Remark:  In cases where the clinical suspicion of 
mediastinal node involvement remains high after a 
negative result using a needle technique, surgical 
staging (eg, mediastinoscopy, video-assisted thoracic 
surgery [VATS], etc) should be performed. 

  Remark:  The reliability of mediastinal staging may be 
more dependent on the thoroughness with which the 
procedure is performed than by which test is used. 

  4.4.6.1. In patients with an intermediate suspi-
cion of N2,3 involvement, ie, a radiographically 
normal mediastinum (by CT and PET) and a 
central tumor or N1 lymph node enlargement 
(and no distant metastases), invasive staging of 
the mediastinum is recommended over staging 
by imaging alone  (Grade 1C) .  

  4.4.6.2. In patients with an intermediate suspi-
cion of N2,3 involvement, ie, a radiographically 
normal mediastinum (by CT and PET) and a 
central tumor or N1 lymph node enlargement 
(and no distant metastases), a needle technique 
(EBUS-NA, EUS-NA or combined EBUS/EUS-NA) 
is suggested over surgical staging as a best fi rst 
test  (Grade 2B) .  

  Remark:  This recommendation is based on the avail-
ability of these technologies (EBUS-NA, EUS-NA or 
combined EBUS/EUS-NA) and the appropriate 
experience and skill of the operator. 

  Remark : In cases where the clinical suspicion of medi-
astinal node involvement remains high after a negative 
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N1a , single-station N1 involvement

N1b , multiple-station N1 involvement

N2a1 , single-station N2 involvement without N1 ( skip metastases)

N2a2 , single-station N2 with N1 disease

N2b , multiple-station N2 involvement

N3 





UNFORESEEN N2



• Left sided tumors (Mets to LNs. #5 and #6)

• Minimal metastatic involvement in small nodes

• Multiple small LNs in the same station/area

• Thoroughness of the staging

Why endosonography often fails to identify occult
N2 disease in cN0/1 NSCLC?



Thoroughness of staging

Wich kind size cut-off could be used to prompt aspiration?

Wich lymph node stations need to be explored?

EBUS versus combined EBUS/EUS-B

B-mode findings likely unreliable for lymph nodes < 1 cm



32% Paratracheali > 4R
30% Sottocarenali
22%  Paraaortici 9.3 – 9.7 % uN2

2019



9.9 % uN2
26% Paratracheali > 4R
35% Sottocarenali
28%  Paraaortici

2019





Current Opinion in Pulmonary Medicine: July 2020 - Volume 26 - Issue 4 - p 346-
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È stato rilevato che una dimensione linfonodale di 8 mm in combinazione
con un valore medio di cut-off di 115 stratificherebbero meglio il rischio di
malignità. In tutti gli scenari in cui la PET-FDG e le dimensioni
linfonodali sono state combinate, l'EBUS-SE ha aumentato o diminuito la
probabilità di malignità rispettivamente nei casi di bassa ed elevata
deformabilità












